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roff's Chanty Eye Hospital

6th September 2019
Greetings from Dr. Shroff's Charity Eye Hospital!
Dear Mr. Tandon

Please find below attached expenditure of Mohd. Noor

Estimated Cost
Dr. Shroff's Charity Eye Hospital

Retinoblastoma Surgeries

Supported by Koshika Foundation
Ward No. 13,
Name Mohd Noor Address/Phone: | Bhawanandpur,Begu Sarai,
Begusaral, Bihar-851127
MR NO. | G18/04/3768/ DEL-G-19-08-0756 | Age/Sex 1 Year/ Male
Koshika |
U_‘?_ p_l_i_ca;'gon No D/0819/0031 |
S. No. Treatment Date | Items Cost per unit ' No. of units ~ Aprox. Cost
o ——ry e e t— i B
1 3/8/2019 ___ Blood Investigations 132 2 132 !
Examination Under Anesthesia
2 1000 1 1000
5/8/2019 (EUA)
‘ 3 5/8/2019 | Bone Marrow + CSF =— 463 | 1 463 |
| ___ Total e || ———— | 1595 |
Best Regards
-
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
E-mall : sceh@sceh.net, Website : www.sceh.net
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DECLARATION by APPLICANT: STWee o Wwe Tu:

1)lwmmuManwmrmbmmdww.wmmwmww&mm,lm
kable for rejecsonicanceliation.

2) | sciomnly confirm that assistance, ¥ received from Koshka Founcation, will be Lsed only for the “purpose”, as stated in this Form, for which such assistance

way requesied by me.
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for which this assstance is requested.
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AGREEMENT by APPLICANT (30%e% 510 %00)

1) Ly affixing my signature or thumb impression on this Form, | (Appiicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publshiput-upireproduce my name, nddress, photo & detads of the “purpose”, for which such assistance is requestedigranted, through aeny

mecom, Incluging bul not limied 10 varbal, prat, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about if's

scletes/achievements. Such use of my pholo & detals can be made by Koshika Foundation before or after my treatment or fulfiiment of the “purpose”

for wach assistance is being requesied

2) | tApphicant) further agree that ary such use of my name, address, pholo & dotads of the “purpose”, for which such sssistance is requested/granted,

will not automatically entitie me for receiving or confinuing the sald assistance. The decision for granting and/or continuirg the assisiance will rest solely

with the Trustoes of Koshika Foundation, and their decision is this regard will be final and acceplabie o me
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AGREEMENT by HOSPITAL (¥=m® o0 wot)
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(Hospital) heraby sftirm & accept followshy:

1) that we neithor are presently nar will in future avail of financial assistance from another NGO or any other scurce, for the same patient'case, as we are
requestng to get from Koshika Foundation, to the extent that such assistance is granted by Koshixa Foundation. If the requesied assistance is not granted
by Koshika Foundation, in part or In ful, then the Hospital reserves If's right to make up the shortfall from another NGO cr any other source This
oodmmmnmmmwﬂwlmedwmvammmmWwNGOumoﬂwm.
7) The as'stance from Koshika Foundation is only financial in aature. The choice of the treatmantprocadure advisedconducted by the Hespital on the
m.ummwwmumcmwwshmmmwmw.w.nwm

sssume sole & complete responsibility of the trestment & It's outcome & safely of the patient, and Koshika Foundation will have no role o responsibility
in tha matier,
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