
APPLICATION NO.: 

NAME of APPLICANT: 

OcCUPATION : 

APPLICATION FORM FOR ASSISTANCE 

FATHER'S/SPOUSE'S NAME: 

TOTAL ANNUAL INCOME: 

PAN No. TS GIG H 

Sr. No. 

Dl-p 2401-589 6 

E0324/ o182 
MAST 

BLOCK ARAWA 

Sr. No. 

Sr. No. 

BPL Card 
(Attach Card Copy) 

SHAHAD 
SHAHZAD AI 

WELDING fAMeR) 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): 

PRESENT RESIDENCE ADDRESS GGHI GIAT0Y Yl 
DARI AHARANLOR 

DRADSSZ 

Name of Family Member 

PERMANENT RESIDENCE ADDRESS: Fs HIETEs YaI 

RESHmA 
DZNA 

20YA 
ROZY 

APPLICATION DATE: 

PAMER 

EWS Certificate 
(Attach Certiflcate Copy) 

AGE-YEARS IY-Y 

(FADMer) 

(Healthcare) 

N 

FAMILY DETAILS ytEIR CGU 

2 

NAME of OTHER SOURCE 

Yes/ No 

Age (Years) 
34 (q) 

G 

SEX fe 

BASIS for REQUESTING ASSISTANCE (Tick whichever is appllcable) 

"PURPOSE" for REQUESTING ASSISTANCE: 

MALE 

MARRIED (aaifta) / UMMARRIED (AAÍGA) A 

(Attach Proof of Income) 

Gender 
f 

amAlE 
FEMAE 

Ration Card 
(Attach Copy) 

Medical Reports/Prescriptions Attached 

ReILA03ASDNA 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

Koshika 
foundation 

Mo 

Building block of life. 

Relation with Applicant 

AnyOther 
Basis/Proof 

AMOUNT of ASSISTANCE BEING AVAILED 



DECLARATION by APPLUICANT: Ee 
1)hereby corfimhal delas n tis Fom ae True to the best af my inpiedige Any talse saiemet wil eermy Acpicaion onging iable for sescionicanoeliaion 

waS Tequested by me 
orwit his 2ssstance is reuesad 

1)aiRiRF 
2sarcs, 

3) a{ta 

)By ing ysignature or thubimoression on this Form, I(Aoplican hereby agree & authcrise Koshia Founcaton and s Trstees t Uselpubishipu-upireproduce my name, adiress, phcto & detais of he purose", ior which such assisance is requestedgraed hugh any 
cung but not limited to verba print eleconic, iar spictirg 

APPLICANT S SIGNATURE OR LEFT THUMB MPRESS ON: 

AGREEMET by APPLUCANT (S 

dorafiors far Koshika Fourdation ador disseminating inioeton about ks for which assislanoe is being reguested 
amenis Such use of my phoio &deals can be made by Kostilk= Faundaior befiore oratery eament cornet cf ha ugcse )cant turher agree hat ay such use of y name aditress. scio &detais of he uoeor which schassstance is requested gae WnotaTomaticaly entiie me for receing or cotiung he said asSisace The degisipn for arertng andior comtimuig he sssance wl rest soiy 

Date of Surgery 

25-11-2023 

By atfoing hereunder, signature of our Authorised Signatory for recomending this caselpatiert for finendial assistance from Koshia Foundaton, we 

(Hospital) hereby affirm & accept folloing 

(FATA eR) 
AGREENENT by HOSPITAL ( 

1) that wwe neither are presenty nor wil in future aval cf fneniel assistance from another NGO or amy other source for the same petient'case, as we sre 

requesting to get from Koshika Foundation, tp the extent that such assistance is aranied by Koshia Foundetionihe recuested ess stance S not granted 

by Koshika Foundation, in part or in full then the Hospia reserves is right to make uD the shortel from anoher NGO orany other source Ths 

confirmation essentially states that the Hospiaw not avall any duplicate assistance for the sama patentcase rom ay oher NG0or any ther sounce 

2) The assistance from Koshika Foundation is onty financial in nature The choice of the reament procedure advsed 
patent, Is based on the arrangement between the patent & the Hospital and is in no way infuenced by Kosa FDdaon He 
assume sole & oomplete responsiblity of the treatment &rs outoome & safety of the patient, and Koshika Foundaton w have no role orresponsbty 

in the mater. the Hospital on the 
LHence he Hospital w 

SIGNATUREof TRUSTEE 1 

ele 

Dr. ChATGUPTA 
DMÇCIATSL45 

RECOMMENDED FORACCEPTENCE 

) 

FOR INTERNAL USE of KOSHIKA FOUNDATION a 

(Name, Designation & $amp of Authorised Signatory on behalf of Hospital) 

SIGNATURE of TRUSTEE 2 

Ied fum Kashile Faundeicr, mil be usat aniy for the Tupose as sat in tis Fom r 
surece 

Wh the Trustees of Koshika Foundation and their dedisinis tis recard wll be inal ard accepiabe tbme 



Dr. Shroffs Charily Eye Hospital 

31 March, 2024 

Dear Mr. Tandon 

Greetings from Dr. Shroffs Charity Eye Hospital! 

Please find below attached estimate expenditure of Md Shahad- E/0324/0182 

Name 

Caring for the communlty since 1914,. 

MRN 

S, No, 

1 

Treatment date 

Director 

2024-03-23 

Best Regards 

Dr. Sima Das 

Md Shahad 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

DEL-P-24-01-5896 

Items 

Genetic Test 

Total 

Oculoplasty and Ocular Oncology Services 

Address/ 

Phone: 

Age/Sex 

Cost per Unit 

20000 

Block Sarsawa,Distrid Saharanpur,Uttar pradesh 

year 

No, of unít 

DR. SHROFF'S CHARITY EYE HOSPITAL 

Male 

Dr. Shroffs Charty Eys Hospisl 
Doihi ls Non A8H AI8d 

Aprox. Cost 

20000 

20000 

) 

5027, Kedar Nath Road Daryaganj, New Delhi-110002 India 
Ph:- 011-4352 4444, 4352 8888, Fax:011-43528816 

E-mail : sceh@sceh.net, Website : www.sceh.net 
OTHER CENTRES 

ALWAR SAHARANPUR MEERUT LAKHIMPUR KHERI VRINDAVAN KAROL BAGH (DELHI) 


