
APPLICATION No. 

APPLICATION FORM FOR ASSISTANCE 

NAME of APPLICANT: 

MRN 

FATHER'S/SPOUSE'S NAME 

EO823) 00 23 

Sr. No. 

BABy VARS HA 

TOTAL ANNUAL INCOME: 

DEL G 23-4 1346 

Nemka SHAJALHANPUR 
VTAR 

PAN No. Is GII HeAI 

Sr. No. 

OCCUPATION: PAVIL ENGINER 

Sr. No 

BPL Card 

(Attach Card Copy) 

HeMANT (EATHER) 

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

PRESENT RESIDENCE ADDRESS 3141414 Yal 

AV TAM LUPH NAOAR 
PRADASH 2021S 

2,40, O00 (PATMER) 

PERMANENT RESIDENCE ADDRESS: S AIAY YGI 

FATHER) 

Name of Family Member 

KAMLSH KUM ARI 

RAWATI 
ARUN 
VINSEL 

EWS Certificate 
(Attach Certificate Copy) 

DiAANOS 
TOAIMNI 

(Healthcare) 
(TarT� taIG) 

APPLICATION DATE: ' D2l08)2023 
AGE-YEARS 3I4-q 

| VEAR FeMALE 

NA 

Yes / No 

NAME of OTHER SOURCE 

FAMILY DETAILS faK faqU 

REZINOA LASTD MA 

SEX f 

(Attach Proof of Income) 
(3414 1 HIN H) 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

MARRIED (f) UNMARRIED (fAAfaNA 

"PURPOSE" for REQUESTING ASSISTANCE: 

Gender 
fei 

MAE 
FEMAHE 
MALE 
cMALE 

MALE 

Ration Card 
(Attach Copy) 

Medical Reports/Prescriptions Attached 

ASSISTANCE BEING AVAILED for SAME"PURPOSE" from OTHER SOURCES 

Koshika 
foundation 

Building block of hle 

Relation with Applicant 

URANDPAHR 
ARANDMAHER 

UNE 

LAny Other 
Basis/Proof 

AMOUNT Of ASSISTANCE BEING AVAILED 



)Thereby confirn that all details in this For1n are True to the bost of my knowledgo. Any lalso staloinent will render mny Application & ongoing assislance. if any 

liable for rejecion/canceilation. 

DECLARATION by APPLICANT: ràrE ÜqI : 

2)1 solernnly confirrn that assistance if received trom Koshika Foundation, will be used only or the "pUrpose", 5 stated in this Form, for which such 99sistance 

was requcstod by mo. 
J)T hereby confirm that I have not & will not in future, avail of reimbursement, in part or in lull, fron any other sourcelemployerlinsurance company, of the arnount 

for which this gssistance is requested 

1) By aftixing my signature or thumb impression on this Form, I (Applicant) hereby agreo & authorlse Koshika Foundation and it's Trustees to 

Uselpublish/put-up/roproduco my namo, addross, photo & dotalls of tho "purposo", for whlch such assistanco is roquostod/granted, through any 

medium, including but not limited to verbal, print, electronic., for soliciting donations for Koshika Foundation and/or disseminating information aboul it5 

actBvities/achievements. Such use of my photo & details can be mada by Koshika Foundation bolore or after rmy troatrment or fulfilrnent of the "purpos0 

for which assistanco is being requcstod. 

2)T(Applicant) lurther agree that any such use of my name, addross, photo & dotails of tho "purposo", for which such assistance is requestedigranted, 
will not aulomaticaly entitle me for receiving or continuing the sald assistanco. Tho docision for granting and/or continuing the assistance wII rest soey 

with the Trustees of Koshika Foundation, and thelr declsion is this rogard will bo final and accoptablo to mo. 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION: 

Henat CFenea) 

By affixing hereunder, signature of our Authorisod Signatory for recommending this caselpatient for financial assistance from Koshika Foundation, we 
(Hospital) hereby affirm & accept following: 

in the matter. 

AGREEMENT by APPLICANT (Hd6 G ) 

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are 
requesting lo get from Koshika Foundalion, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted 
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This 
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patien/case from any other NGO or any olher source. 
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmen/procedure advisediconducted by the Hospital on the 
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will 
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 

Date of Surgery 

03-03-2023 

23.09.2022 

AGREEMENT by HOSPITAL (ArA GRI FK) 

SiGNATURE of TRUSTEE 1 

RECOMMENDED FOR ACCEPTENCE 

Dr. CHHAVI GUPTA 
(Name of Dr. & RUGnhamp.aloay ftowOcyloplealrOyla 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

Dr. SIMA PAS 
(Name, Desl�oatlon & Samfp oEAthorisad Signgtory anReo& Pehalk orHospilal) 

SGAAAGHf^aY JfItospital 
S027, KetdTat Roet, 

IIG 39n arvaganj, New Delhi-110002 

SIGNATURE of TRUSTEE 2 



Vashas fadhe 

T022015 

Govenment of lndia 

R1947 

| Hemant Kumar 
H af/ DOB:01/03/1999 

y/ Male 

2942 6889 3898 

Uniquo ldentificationAUthority ot tndia 

aqct r SRE e 203155 
Address SO Udayveer Sngh Neeaa 
Shatyahanpur, Gautam Budtha Nagar, Utar 
Pradesh, 203155 

2942 6889 3898 
helpuidai. gov in 

ADNAA 

www.uidai.gov.in 



Name 

MRN 

S. No. 

1 

2 

3 

Dr. Shroff's Charity Eye Hospital 
SS Carlng for the communlty since 1914.. August, 2023 

Dear Mr. Tandon 

Greetings from Dr. Shroff's Charity Eye Hospital! 
Please find below attached estimate expenditure of Varsha- E/0823/0023 

Treatment date 

Director 

03-08-2023 

03-08-2023 

Best Regards 

04-08-2023 

Dr. Sima Das 

Varsha 

DEL-G-23-04-7346 

Items 

MRI 

Estimate cost of treatmnent 
Dr. Shroff's Charity Eye Hospital Retinoblastoma Surgeries 

EUA(Examination under 
Anaesthesia) 

Total 

Genetic Test 

Oculoplasty and Ocular Oncology Services 

Dr SiMA DAS 
Head of Department 
Oculoplasty and Ocular Oncology 
Regd. No. 00291 
Dr. Shroff's Charity Eye Hospital 

5027, Kedarnath Road, 
Daryagani, New Delhi-110002 

Address/ 

Phone: 

Age/Sex 

Cost per Unit 

2000 

6500 

20000 

OTHER CENTRES 

1 year 

DR. SHROFF'S CHARITY EYE HOSPITAL 

Neemka Shahjahanpur, Gautam Budh Nagar, Uttar 
Pradesh- 203155 

No. of unit 

5027, Kedar Nath Road Daryaganj, New Delhi-110002 India 
Ph:- 011-4352 4444, 4352 8888, Fax: 01143528816 

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

1 

1 

1 

NABH 
Dr. Shrofs Charity Eye Hospital Delhi is Now NABH Áccredited 

ALWAR SAHARANPUR MEERUT " LAKHIMPUR KHERI VRINDAVAN KAROL BAGH (DELHI) 

Female 

Approx. Cost 

2000 

6500 

20000 

28,500 


