i fanuary 2020

Greetings from Dr. Shroff's Charity Eye Hospital!

Dear Mr, Tandon

Please find below attached expenditure of Avush:-

Estimated Cast

Dr. Shroff's Charity Eve Hospital

Retinoblostoma Surgeries

Supported by Koshika Foundation

Gram Malhapur, Post
Narme Ayush Afclvesa Fiaznagar, Tehsil Faridpur,
District Bareidly, Uttar
L Pradesh-243503
MR MO, DEL.G.19.07.2352 Age, 5ex 4 Years, Male
koshika Application
Mo, 0 1219.0068
5 No. Vit ltems Cost per unit | No. of uni
date - OF units Aprox. Cost
= 2019.12.09 | Blood Investigations. 132 1 | 13z
2019.12.09 | Examination Under Anesthesia 1000 T 1000 |
4 2019.12.09 &
| — 2019.12.10 | Chemotherapy 3000 1 3000
4 | 20131210 | Periocular Topatecan, Injection 4150 1 4150
i | 2019.12.1D Injection Neukine 300 1 | -;i.DI}
6 | 20191210 T.T.T Laser S5 i | 245
Total | @527

Best Regards

%

Dr, Sima [

Consultant Deuloplasty and Ocular (ncology Services

DR. SHROFF'S CHARITY EYE HOSPITAL

5027, Kedar Nath Road Daryagan|, New Delkl-110002 India
Ph:- 011-4352 4444, 4352 8888, Fax ; 011-43528816
E-mail : sceh@sceh.net, Website : www.sceh.net

OTHER CENTRES

ALWAR ® BAHARANPUR ® MEERUT ® LAKHIMPUR KHERI » VRINDAVAN & KAROL BAGH (DELHI)



hels G 1§03 2354

APPLICATION FORM FOR ASSISTANGE (Healthcare) ]{gshika
ST TR BT Aol -touy ST S foundation
puchmone: D219, 0048 APPUCATIONDATE : .6(4112:01 | R M
MAME of APPLICANT : ¥ AT e | oo,
ww W ’H‘ﬁu“! 1] i_*a{d.b'd Male.
FATHER SIEROUSE S HANE | ,Hw{la{ Ku w-,s&f

- ——
: ! umli',!'!'t-E'l'imr il
:mm-mmmnmm o = 1

o B T e
mumm m’mﬁqw
s UL V-
1 .'ﬂ'- --‘

DCCUPATION : CHld - FoTwes - TLhes MARRIED (R | UNMARRIED (Sfsii)
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DECLARATION by APPLICANT: Sos ga s =),

1hlhwmumﬂmﬂut$‘:ﬁummm Farm afe Tri io tha bast of my knowledge. Ary fates statamant wil render my Application & ongaing assistance, if any
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3) I hereby confirm that | hava ot & will not in future, wall of reimbursamand. in part or in full, from any other scurcelermployerfinsurance company. of the ameunl
Sor which Eis assalncs is requasied
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1} By affizing my signatur or thumb impression on this Form, | {Applicant) henaby agros & authorise Koshika Foundation and I's Trustoes lo
usa/publishiput-upirepmdisce my name, address, pholo & details of the “purpose”, for which such Basistance s requesladigranted, through ary
meaGiLm, inchiding bt not Bited b wirbal, print, glecironde, for solicking donations far Koshike Fourdation andfor disseminating information abaut i's
activitios/achisvamanis, Such use of my phoby & details can be made by Koghike Fourdation before or afer my reatmand or fulfilmant of the "pumposs”
for which sasislance & being requasted,

2} {Agplicant) furthar agras that any such use of my nams, sddress, phota & dodails of tha “punpeas” for which such assislance & requeestedigranted,
will nal sutomatically entille me for rectiving or sontinuing the sald essistence. The deciaion fof granding andior coninuing the sssistance will rest solely
with the Trustees of Keshioa Foundation, and thed decialon |a this regard will be final and socepiabis to ma,
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AGREEMENT by HOSPITAL (¥w=7s TF1 %17}

By affixing hergundar, signature of our Autherlsed Signatary far recommanding this cesalpatient for fnancia! sssistancs frem Koshika Foundation, we
{Heeplial) araby affirm & accapt folawing:
1) that we nedther ane presantly nof will in lives aval of fingnclel sssistance from ancther NGO of any other sounce, far the same patisnlicase, 85 we are

i gel from Koshike Foundation, fo the exiant thal such sssistance i granted by Keshika Foundetion. If the requesied essistance ks not granted
by Kashika Fourdation, in part orin full, Bhen the Hospital reserves it's nghl lo make up the shortfall from enother HGO or any other sourcs. This
confrmation sssentaly states that the Hospital will nat avall any duplicatn assistance for the same patisnticase from any other NGO of any ofher source,
2} The sssistance from Kashika Foundation is anly financial In neture. The choics of the reslmentiprocedure advissdiconducted by the Hospital on the
patient, is based on the arrangement betaean the patant & the Hospital, and i in no way influgnced by Koshika Foundation. Hence, the Hoapital wil
mﬂﬁﬂmﬂuﬂm responsibdity of the reatrment & it's culcome & safaty of the pationt, and Koshlks Foundation will have na rale or responsibility
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RECOMMENDED FOR ACCEPTENCE =

Date of Surgery i
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