Dr. Shroff's Charity Eye Hospital

3rd June 2019

Greetings from Dr. Shroff's Charity Eye Hospital!
Dear Mr. Tandon

Please find below attached expenditure of Baby Sabrin:-

Estimated Cost
Dr. Shroff's Charity Eye Hospital

Retinoblastoma Surgeries
Supported by Koshika Foundation

Gurudwar, Talcher,
Name Baby Sabrin Khatoon Address/Phone: | Balanda, Anugul, Orissa-
759116
- = 1 .
MR G19/01/3987 Age/ex Year/Female
Koshika
Application p/0K19/0015
No.
S. No. Treatment date Items Cost per unit No. of units A:::'
1 18/5/2019 Blood Investigations 132 1 Tsz—
2 20/5/2019 Examination Under Anesthesia (EUA) | 1000 1 1000
3 20/5/2019 | TTT Laser . 945 1 945
Total 2077

Best Regards

\ |
\v

Dr. Sima Das

/

Consultant Oculoplasty and Ocular Oncology Services

DR. SHROFF'S CHARITY EYE HOSPITAL

5027, Kedar Nath Road Daryaganj, New Delhi-110002 india
Ph:- 011-4352 4444, 4352 8888, Fax : 011-43528816
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AGREEMENT by APPLICANT ( smiew 500 %T0)

1) Uy afficng my signatiz'e or thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshice Foundation and iU's Trustess o
urepubishiput-upireproduce ey name, address, photo B detals of the “putpose”, for which such assistance Is requested/granied, through any
medium, inciuding but not limited fo verbal, peint, slecironic, for solicling donations for Koshika Foundation andfor disseminating information about It's
actimbes/achovernonts, Such use of my photo & dotails can be made by Koshika Foundation befors or aftar my treatment or fulliment of the “purpose”
for which sssistance is dedng roquested.

2)1 (Appicant) lurther agree that any such use of my name. adcress, pholo & detals of the “purpose”, for which such assistance s requestodigranted,
wil not actomaticatly ontitle mo for recarving or continging (ha 5aid assistance. Tha decision for granting andior continuing the assistance wil res! solely
with ™e Trusives of Koshika Foundaton, and Iheir decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (vwms 57! %)
By affixing hareunder, signature of our Authorisad Signatory for recomeonding this casaipatient for financial assistance from Kashika Founaation, we
(Hoapital) heroby affem & accept following:
1) that we naither are presently noe will in future aval of financial assistance from another NGO or any other source, for the same patienticase, as we are
requesting io get from Koshiia Foundation, 10 the extent that such assistanca is granted by Koshika Foundation. If the requesied assistance is not granted
by Koshikn Foundation, in part or in full, then the Hospital reserves It's right 10 make up the shortfall from ancther NGO or any other scurce. This
confirmation essentially states that the Hospital wikl not avall any dupicate assistance for the samo pationticase from any cthar NGO or any other sowrce,
2) The assistance from Koshika Foundation is only financial in nasure. The choice of the treatmentiprocedure advised/oonduciad by the Hospital on the
patient, is based on the arrangemont botween the pationt & the Hospital, and is in no way influenced by Koshiks Foundation. Hence, the Mospital will

assume sole & complete responsibility of the troatment & ¥'s oulcome & safety of the patient. and Koshika Foundation will have no role or responsibilly
in the matter.
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Date of Surgery




