3rd June 2019

Greetings from Dr. Shroff's Charity Eye Hospital!

Dear Mr. Tand

on

Please find below attached expenditure of Noor :-
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Dr. Sima Dis

Consultant Oculoplasty and Ocular Oncology Services

DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Nath Road Daryaganj, New Delhl-110002 India
Ph:- 011-4352 4444, 4352 8888, Fax : 011-43528816
E-malil : scoh@®erah nal Weahelle * s oo b — &

Estimated Cost
Dr. Shroff's Charity Eye Hospital
Retinoblasto urqgeri
Supported by Koshika Foundation
. | Ward No_ 13, i
. | Bhawanandpur, Begu
Name Mohd Noor Address/Phone: Sarai, Begusaral, Bihar-
B — _ 851}27
MR NO. G18/04/3768 ; Agf/Sex | 1 Year/ Male
Koshika
Application D/0419/0016
No. :
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Examination Under Anesthesia
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DECLARATION by APPLICANT: Site §% Wwmr wi:

1) | herety confirm that a8 dotals in B Foem are True t the Dest of my kmowiedge. Any falso sialoment wili ronger my Applicadion & ongoing assistance. if any,
hatie for rojoctcrvcancoliation. x t

2) | scleenndy confirm that easistance, If recaived from Koshika Foundiasion, will be used only for the “purpose”, nmmumummm

by me.

wan reQuestec
3) I heroby cortfem that | harve not & will not in future, svaid of reimoursement, in part or i AL, from any ofer sourte‘omployer/insumnce company, oflm
for which this sssistance i requesiod.
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AGREEMENT by APPLICANT (smres o %)

1) Uy affaong my signatere o thumb impression on Bvs Form, | (Applicant) heseby agree & authorise Koshika Foundation and &'s Trusiees 1o

userpublishput-upiroproduce my name, address, photo & details of the “purpose”, for which such assistance is requested/granted, Srough any

mesum, Including dut not Smited to varbal, pnk, electronic, for soliciing donations for Koshika Foundaticn andlor disseminating information about It's

sctivtasachievements, Such use of my photo & detalls can be made by Koshika Foundation before o aftor my treatment or fifiment of the “purpose”

for which assislance i boing requesied

2) | (Applicant) further agree that any such use of my nama, 00dress, pholo & detals of the “purpose”, for which such assistance is requesledigranted,

will not sulcenatically ontie ma for recendng o condruing the said assistance, The decision far granting andior continuing (he assistance wil rest solely

with the Trustees of Koshika Foundation, and thoir docision ia this regard wii be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (wremw g w31)

By affing hecounder, signature of our Authoriasd Signatory for recommanding this casa/patient for financial assistance from Koshika Foundation, we

{Hospital) heredy affirm & accept folowing:

1) that we naither are presently nor will in future aveil of financial assistance rom andther NGO or any other source, fof the same patient/case, as we are

requesting 1o get from Koshika Foundasion, 80 th 2xient that such assistance is granted by Koshika Foundasion. If the requestod assistance is not granted

by Koshika Foundation, In part or in full, then the Hospital resorves It's right to make up the shortfall from another NGO or any other source. This

confiemation esseatisty statos that the Hospital wil not avail any duplicale assistance for Ihe same pationt/case rom any other NGO or any other source.

2) The assistance from Koshixa Foundation |s only financial in nature. The choice of the reaimert/procedure advisediconducted by the Hospital on the

patient, is based on the arrangement botween tha patent & the Hospital, and is in no way infuenced by Koshika Foundation, Hence, the Hospital wil
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