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1) 1 herety zmnfirm thal 8l detals in this Fonm anmmhehmuFmﬂanE Ay falsa skatamant Wil aaﬂdm my Application & ongoing assistance, If any,
fisbie for resectionicanteinhion,

2| soleminly cenfiem that neslstance. I recelvied from Keshika Foundation, will be used only for the “purposs”, as stated in thix Form, for which such sssistance
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By aflixing hensunder, signature of our Authorisad Signatary for recommending ihis casefpatient for financlal assistance from Keshika Foundafion, we
(Hospital) horehly aflicm & scoepl following:

1} that 'we neliher are presenlly nonwill in future avalt of financial ssslsiance from another NGO of any othen sourze, o the SBME palen/case, aE we are
faquiEsting Lo gat from Kaghikas Foundsiion, o the exient 1hot 2Uch alssiance i granted by Koshika: Foaundstion. If the- mqw&slad aysislianoe & nol granted
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assume sole & nomplete respongibility of the! remimant & it's outceme & salety of the patisnt, and Keshika Foundation will have no rele or ressonaibility
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o, Shroff's Charlly Eyn Hospital
Dear Mr. Tandon Doih| s Now NABH Accraditsd
Greetings from Dr, Shroff’s Charity Eye Hospital!
Pledse find below attached estimate expenditure of Baby. Baby Jikra- E/0425/0003
Estimate cost of treatment
Dr. Shroff's Charity Eye Hospital
Retinoblastoma Surgeries
Name Baby Baby Jikra Address/ Village Ganeshpur Distact
Sieathiu, Uttar pradesh-212217
Phone:
MR N DEL-G-23-03-8296 AgelSex 4 years Female
S No, | Treatment ltems Cost per No. of unit Aprox, Cost
date Unit
| 7/04/2025 ELUAIExaminition under 2000 | 2000
Anvsthesia)
2000
Total
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Dir. Sima Das
IMirector

Oculoplasty and Ocular Oncology Services

DR. SHROFF'S CHARITY EYE HOSPITAL

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

E-mall : sceh@sceh.nel, Website | www.scah.net



