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APPLICATION FORM FOR ASSISTANCE 

fh.> l <Hil ~ 3-~ ~ 

=~1c::~)N No • t:; j 0$ U-I C) 0 t}--3 

:r~ o~P~ICANT {< U LS U /-1 

(Healthcare) 

(~~~) 
I 

~C~ON DATE {f?l,il' 
AGE-YEARS 3!J?i <!Ii SEX R'ITJ 

Cl I Y fft-/<._ ~ ~F:-m /t1t 
FATHER'S/SPOUSE'S NAME 
rnn~ <lil "lftl A L l ( NJ ,H He ) 

E, ')_ PRESENT RESIDENCE ADDRESS c@l!R ~ ~ 
h ·+ V I } r H ft (<. r-:--v, /Tl ft"fV ( . H ft7I I n /\} I ( J--1 n l,v K 

(J f-i :H Gf µ n I I O O rI t 

PERMANENT RESIDENCE ADDRESS ~ ~ ~ 

OCCUPATION 
~ PR)V fl Tf 
TOTAL ANNUAL INCOME 

~qJfijq;3<1<1 

PAN No~ 1ffiill ffl 

TOG ( +AT H E-R._) 

[ ~f-{:r1 H f-f<-) 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable) 
ifll1 3W! 3TI<I ~ ffl i (~ 'll8i 'ITT ~ '(J1: mTT <li1 f-!vlR ffll 

Yes/ N,, 
'{ti/ ,m 

I MARRIED (f~) I UN 

(Attach Prooi of Income) 
( -l:rfll 1.liT lll~ lffiT'I) 

FAMILY DETAILS "lfum: f<rc!tu1 
Sr No. 

if;'tltlW-IJ 

Name of Family Member 
'tJR<IR'q;~1.liT,Tti 

Age (Years) 
'3lJ (c!ll) 

Gender 
ft;irr 

lC~hLka 
foundation 

Building block of life 

---, 
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' ~))_ 
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Rolatlon with Applicant 

~cf;~~ 
t:. ,-n n r.2 mu rn 1 

I rJ t"H (\) fr' \ 
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i::::tl"TH~ 
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BPL Card 
(Attach Card Copy) 
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('l'Q11l'T 'lf:l <l,1iW111l@ 'ITT'1"'I ilit1 

Sr No 

if;tl .r@!l'1 

/ , 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 
~ <i; fuq f<Rfu ~ 

EWS Certificate 
(Attach Certificate Copy) 

3W! 3ll'! qtj 1fl!Tl'I 'I:! 

( 1fl!Tl'I 'lf:l <l,1 iWl1 1l@ 'ffi'l'T'I ilit1 

Ration Card 
(Attach Copy) 

~<lilt 
(1fl!Tl'I 'lf:l <l,1 ffllll 1lfu 'ffi'l'T'I 'fir I 

"PURPOSE" for REQUESTING ASSISTANCE 

~tum 1ll! fcAm lli1 $: 

Medical Reports/Prescriptions Attached 

3Wffl@~ ~ ;;rm <liT lJt ~ ~ l@9 

R,:: -, , 1.1 0 /?.. i A-f '1nM A 

~ 
Basis/Proof 

3A~~ 

I IC. f--'-D --r I YI r1\ J T f-1 1.Ll--

Sr No. 

iP! .r@!l'1 

ASl>ISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES t,._,e­
~ ~ q; 4 ~ 3PI ~ mrr 381 m ~ fu<ll 11<11 mJ 

NAME of OTHER SOURCE 

~'f'-ll'ffqil~ 
AIU- -

AMOUNT of ASSISTANCE BEING AVAILED 

~ 11{ '{ffl!@l mft 
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~ECLARATION by APPLICANT ~ ~ mq,,n 'la: 
statement will render my Appllcat1on & ongoing assistance ii am, 

l I heroby confirm that all details JO this Form are True to the best of my knowledge Any false liflble for raiection/cancellatlon 
, • as stated in this Form. for which such assistance 

~~ t<olernnly confirm that assistance, II received from Koshika Foundation will be used only for the purpose ' 3) ~~eQuested by me 
ther source/employer/insurance company, of the amount 

tor w~;;hbyh confirm Iha\ I have not & Wlll not m future. avail of reimbursement. in part or in full, from any 
0 

if t 18 assistance 1s requested 
';;f@1 ! ill -qt\ mT'llll f.m<1 ..,'\ ;;ii ~ ll I) 'mtvn ~ (fi!S lll llf~ll ~TM ,rql ~-qu~i(i ~'ITT'!-q:;jm'\ll ~.ill~'ll:<I~ W«'!~' ~ . 

2)ttl1;n1,;n 
n!'.l~ft:lllfll;-qf;;n,),n ;;i)~,m.11-l'lf(111lllijl 3> "~ ~l'llll TIM"~~". u .tt 1!1 rt\t. o!!ifil o'l'IT'1 om~.,, 'I!" ,fiTilll ~~" mft.f!lt i am"~ ~if <{rn1 - ~ { fu; ftm ~ f\\ ,ig llftfll ~ lTf i_ ;m 'Ofil q;i ~~~111:,;WMl~~~~mn~;3f'l.l~~;;~;~~_:_-----======1 ~.GREEMENT by APPLICANT ( ~ ~ q;m) 1) By aff,x,n 

K h ka FoundatJOn and it's Trustees to 
use/publ g my signature or thumb impression on this Form I iAppllcant) hereby agree & authonse os I . t d/granted through any 
medium ishl;ut-uplreproduce my name, address photo & detail:; of the 'purpose", for which such assistance is ;eqt::m,natmg information about irs 
act1v1b . me ud,ng but not hm,ted to verbal. pnnt, electronic. for soliciting donations for Kosh1ka Foundation and or is n r fulfilment of the 'purpose· 
f es/ach,evements Such use of my photo & details can be made by Koshlka Foundation before or after my treatme t 0 or which assistance 1s being requested 

d/ t d 
2) 1 (Applicant) further agree that any such use of my name address photo & details of_the "purpose·. for which such assiSiance is requeS

t
e

11 
gratn e,e.ly 

will not auto t 
11 • 

• • d/ continuing the assistance w1 res so 
ma ica Y entitle me for receiving or contmumg the said assistance The dec1s1on for granting an or w•th the Trustees or Kosh1ka Foundalton. and their dec1s1on 1s this regard will be final and acceptable to me I) ~'1Rli'fl~mim111 ~~'ffl'll'l'(TTI<l;'{,il (~) ~ml!fa.,'\~<1m11(-q:;j"~~ am~~" <lil ~;rnT\~l!U'lfll, '«11, 'tl>1il am _,,, felwl ~ 'l'la if '111m t. ~ "ffllll;T" 1l;ll'I, ~. ~. llRl'l1l'l1 ~ $ ~ ~ ~ am ~ ~ fr.,,) mt sft '!ltlR 'l!rt!l'I ii 1m1fu, <m ifi ml!,~ ll lit 'l'la 11i1 ~lit~ ifi 'Ire 111 ~ -q ,m ifi IB11_ "~ ,mm" <I~ 31f¼'ljll ti 2) ~(~)TI! mil 11 ~ '{f.l; llU "llll, 'llll, "'1<! am fi:mu1 ;;n fq; lffl'@l <6 oW!ll~ inftlil ! ~ l'll!: ~ llil ~ "m ~I TI!~ if "ffl111il" ~ ~ ~ <Ii] f.!11\,i 3lra1l am ~ m1 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION 
~<i:~l\1<7l13!'J,o<lilf:mR 

AGREEMENT by HOSPITAL (~ W, ,.;m) By affixing hereunder, signature of our Authonsed Signatory for recommending this case/patient for f,nanc,al assistance from Kosh1ka Foundation, we 
(Hospital) hereby aff,rm & accept following 
1) that we ne,ther are presently nor w,11 JO future avail of financial assistance from another NGO or any other source. for the same pallenVcase, as we are 
requestmg lo get from Kosh1ka Foundation, to the extent that such assistance ,s granted by Kosh1ka Foundation If the requested assistance 1s not granted 
by Kosh1ka Foundal1on. m part or m lull, then the Hospital reserves 1\°s nght to make up the shortfall from another NGO or any other source This 
confirmation essentially states that the Hospital w,11 not avail any duplicate assistance for the same pal!enl/case from any other NGO or any other source 
2) The assistance from Kosh1ka Foundation 1s only fmanc,al m nature The choice of the treatmenl/procedure adv,sed/co~ducted by the Hospital on the 
patient, 1s based on the arrangement between the patient & the Hospital and 1s m no way influenced by Kosh1ka Foundation Hence. the Hospital will 
assume sole & complete respons1b1lity of the treatment & ,rs outcome & safely of the patient, and Kosh1ka Foundation w,11 have no role or respons1b1l1ty 
m the matter 

r.im ~. ~'-lit ~ 3in ii llr'IMJl1I i!>'l "ffl111il ~" °!\ flmrq m<rn1 ~ filq;ifui .,, ;;nm t m ~ c~i f:;t; 'll'fil{" "'""" ~ ~ ti t) ~ fu;" m <ii!'!R ,m, i1 ~ if flmrq mrm f<l;m ~ m1li1U m'lA 7l1 f<l;m 3R ~ °!\ o<l<l mlf'll'IIB if <'fl) 111 e1 ~ t, ~ f.l; l1f! •~ ~" -,\ ~ o"'1 .j; -•; if "ffl111il ~" ~ ~ ~ fq; i1 ~ "ffl111il ~" ~ ~ fil'lftl ~~ ~ ~ -:m f<l;7J1 ~ i 111 ~ ~ 3R ~ m,i;m ~ 1l1 fq;ii\ = = 11 ~ l¾ <li1 ~ p = ti rn ~if~~ ;:;m,i i f.l; 3WraR'I ~ ~ °"" mlf'll'IIB ~ mt ~ m1li1TI Wtll 7l1 f.;m ar-q 111' ◄ -I it ;tl i.'fllll<'flfll 

2 "~~"it m 11t -mf1 ◄ <ll ~ f<lra7l 'I<lj1i, ~ ti wil "'mm.,~~ ltf ~ 111 f<l;ij ~ ~ llil 'f11" m1 -q:ci ~ .; ..fR 1li1 fqq-q i ,m "ffiF!;l ~" ~ mn lJ1lIT( 1li1 .ill ~'11ll 'lwl t, ~~if wil qi~~ am 31A ~~ma~ m1 ll_ll fflllIB ,r.1 m ,m .. ~ .. ,r.1 >iTt ~ 7l1 f.rtiroil ~ l!flIB if -:m miili 

Date of Surgery ~it· 
i ~-,<; 

30-11-2024 

RECOMMENDED FOR ACCEPTENCE 
~<fi~mwa 

ow. 
(Name~f or! ij1t~Vkh Stamp) 
~ ll;1 "flG cl 'm1~31\1,mt , . . 

" 'Fbilttrfl8~\laf of ~OSHIKA FOUNDATION 

SIGNATURE of T 
~ ffl'.R I 

Or. SI 
(Name, Designatio ij!ROJ~eil<S.ignatory 

ocu\oplas\v.e,~wi ~l}afW~"' 
01~ , 

SIGNATURE of TRUSTEE 2 
~ffllm2 
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' ' 
Dr. Shroff's Charity Eye Hospital 

; ;• U;.r-• 
-;. ~- ,,, f:: Caring for the community 1lnco 1914 

~'''"''\,.~ 
''"''~ 

31 May 2025 

Dear Mr Tandon 

Greetin~s from Dr. Shrofrs Charil~ E~l' llo,pirul! 

@) 
[,, St rc,ff, Ct ~rit; ie lie c, la, 

D9 t, 'S ~J,:,w NAB..J A,,,;,i,d 

Please find belo\\ attached estimati:- l'"\J)~nd111111.· ofll,,h) 11.,hy K11h11111 E/0525/0043 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surg_eries 

Name Baby Baby Address/ 5267, Kucha rehman,Chandn, chowl-'. 

Kulsum 
Delhi-110006 

Phone: 

MRN DEL-P-24-01- Age/Sex 1 year Female 

6114 

S. No. Treatment Items Cost per No. of unit Aprox. Cost 

date Unit 

I 
mvn~ ~tl2' [ \.._tm1na11on undc.:r 2000 I 2000 

\ne!-.lhes1a 

.:woo 
Total 

Best Rc!!ards \ 

Or. Sima Das ~ / 

Director 1/ 
OculoplastJ and Ocular OncologJ Sen-ices 

DR. .SHPOFF'S CHAJ~ll Y EYl 110!-il'I 1:Al 

5027, Kedar Nath Rood Dnryngr111j, NPw l1r!llll t tOPtl.1 l1Hl1.1 

Ph:- 011-4352 4444, 4'357 fl88U, I nx : U 11 •1.l'•.'1111 It• 

E-mail : sceh@scoll.net, Weboilo www ~• nil 11r>I 
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