
APPLICATION No. 

NAME of APPLICANT 

APPLICATION FORM FOR ASSISTANCE 

FATHER'S/SPOUSE'S NAME: 

E/os94/ 00sS 
MAST PRIYANSH 

LLAGE QHIRO, KLAÍ 
UIAR 

TOTAL ANNUAL INCOME: 

Sr. No. 

PAN No. PIS ERI HEU 

Sr. No. 

Sr. No. 

SHRI KRS HAN PA 

BPL Card 
(Attach Card Copy) 

PRADE&4 -

OcCUPATION: LABOUReR- BRIUl AVINQ (PAPeR) 
1, JD, OvD CFADMER) 

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

PRESENT RESIDENCE ADDRESS HH 31ATs yal 

Name of Family Member 

KISHAN 
DE LAI PRIVANc 

APPLICATION DATE: 

HASR 9072 

PERMANENT RESIDENCE ADDRESS : T 3AIH0s YGT 

(Healthcare) 
(tarT a) 

AGE-YEARS Y-at 

EWS Certificate 
(Attach Certificate Copy) 

6 yEARS 
(Fme) 

211s|24 

NAME of OTHER SOURCE 

KASAAND 

Yes / No 

FAMILY DETAILS qfrar fa 
Age (Years) 
3H (q) 

SEX fn 

MALE 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

Gender 
fei 

MAE 

Ration Card 
(Attach Copy) 

"PURPOSE" for REQUESTING ASSISTANCE: 

MARRIED (aaife) / UNMARRIED (freifsa) NA 
(Attach Proof of Income) 

Medical Reports/Prescriptions Attached 

AsSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

Koshika 
found ation 

Building block of life. 

RE 

Relation with Applicant 

aTER 

Any Other 
Basis/Proof 

AMOUNT of ASSISTANCE BEING AVAILED 

S027 



1) Thereby 

confirm 
that 
all details 
in this 

Form 
are 

True 
to the 

best 
of my 

knowledge. 
Any 

false 

staternent 
will 

render 
my 

Application 
&

 

ongoing 

assistance, 
if any. liable 

for 
rejection/cancellation. 

DECLARATION 
by APPLICANT: 

31KGE 

AU 

EqU
I 

Va: 

2) l solemnly 

confirrm 
that 

assistance, 
if received 
from 

Koshika 

Foundation, 
will 
be used 
only 
for 
the 

"purpose", 
as 

stated 
in this 

Form, 
for 

which 

such 

assistance 

was 

requested 
by 
me. 3) I hereby 

confirm 
that 
I have 
not 
&

 
will 
not 
in 

future, 

avail 
of reimbursement, 
in 

part 
or in 
full, 

from 
any 

other 

sourcelemployer/insurance 

company, 
of the 

amount for 

which 

this 

assistance 
is 

requested. 

AGREEM
ENT 

by 

APPLICANT 

(341G<G6 
gU

 

U) 

1) 
By 

affixing 
my 

signature 
or thumb 

impression 
on 
this 

Form, 
I (Applicant) 

hereby 

agree 
&

 

authorise 

Koshika 

Foundation 
and 
it's 

Trustees 
to 

uselpublish/pul-up/reproduce 
my 

nam
e, 

address, 

photo 
&

 

details 
of the 

"purpose", 
for 

which 

such 

2) 1 (Applicant) 

further 

agree 

that 
any 

such 
use 
of my 

nam
e, 

address, 

photo 
&

 

details 
of the 

"purpose", 
for 

which 

such 

assistance 
is 

requested/granted, 

will 
not 

A
PPLICA

N
T'S 

AGREEM
ENT 

by 

HOSPITAL 

(B4dT0 
GRI 

G
R) By 

affixing 

hereunder, 

signature 
of our 

A
uthorised 

Signatory 
for 

recom
m

ending 

this 

caselpatient 
for 

financial 

assistance 

from
 

K
oshika 

Foundation, 
we (Hospital) 

1) 

that 
we 

neither 

are 

presently 

nor 
will 
in 

future 

avail 
of financial 

assistance 

from
 

another 

N
G

O
 

or any 

other 

source, 
for 

the 

sam
e 

patient/case, 
as 
we 
are requesting 

to 
get 

from
 

K
oshika 

Foundation, 
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 

Dr. 
SIM

A
 

D
A

S 
Head 
of beDaTtank 

Oculoplasty 
and 

Ocular 

Orcology 

IRegd. 
No. 
00291 

R
 

Shroif's 

Charity 

Eye 

Hospital 

5N7 
Kedayth 
Road, (Name, 

Deslgnation 
&

 

Stamp 
of Authorised 

Signatory 

D
aoganiN

ew
 

Delhi-110002 

on 

behalf 
of Hospital) 

RECOMMENDED 
FOR 

PLHAVI 
GUPTA 

Date 
of Surgery eGC/R/100745 

(Nampel6l�c 
Bregna 

No.M
ib 

Sdaiopk 
ology 

FOR 

INTERNAL 
USE 
of KOSHIKA 

FOUNDATION 

SIGNATURE 
of TRUSTEE 
2 SIGNATURE 
of TRUSTEE 
1 

4
R

 
2 

15-06-2023 

assistance 
is requested/granted, 

through 
any medium, 

including 
but 
not 

limited 
to 

verbal, 

print, 

electronic. 
for 

soliciting 

donations 
for 

Koshika 

Foundation 

and/or 

disseminating 

information 

about 
it's activities/lachievements. 

Such 

use 
of my 

photo 
&

 

details 
can 
be 

made 
by 

Koshika 

Foundation 

before 
or after 
my 

treatm
ent 

or fulfilm
ent 

of the 

"purpose 

for 
which 

assistance 
is being 
requested. 

autom
atically 

enütie 
me 
for 

receiving 
or continuing 
the 

said 

assistance. 

The 

decision 
for 

granting 

and/or 

continuing 
the 

assistance 
will 

rest 

solely 

with 
the 

Trustees 
of K

oshika 

Foundation, 

and 

their 

decision 
is this 

regard 

will 
be 

final 

and 

acceptable 
to

 
me. 

SIG
N

A
TU

RE 
OR 
LEFT 

THUM
B 

IM
PRESSIO

N
 

hereby 

affirm 
&

 

accept 

following: the 

Hospital 

reserves 
it's 

right 
to 

m
ake 

up 
the 

shortfall 

from
 

another 

NGO 
or 
any 

other 

source. 
This confirm

ation 

essentially 

states 

that 

the 

Hospital 
will 
not 

avail 
any 

duplicate 

assistance 
for 
the 

sam
e 

patient/case 

from
 

any 

other 

NGO 
or any 

other 

source. 

2) The 

assistance 

from
 

Koshika 

Foundation 
is 

only 

financial 
in 

nature. 
The 

choice 
of the 

treatm
ent/procedure 

advised/conducted 
by 
the 

Hospital 
on 
the patient, 

is based 
on 
the 

arrangem
ent 

betw
een 

the 

patient 
&

 
the 

Hospital, 
and 
is in no 

way 

influenced 
by 

Koshika 

Foundation. 

H
ence, 

the 

Hospital 
will assum

e 

sole 
&

 

com
plete 

responsibility 
of the 

treatm
ent 

&
 

it's 

outcom
e 

&
 

safety 
of the 

patient, 
and 

Koshika 

Foundation 
will 

havè 
no 
role 
or 

responsibility 

in 
the 
m

atter. 

ACCEPTENCE 



ALW
AR

 

SA
HA

RA
NP

UR
 

ME
ER

UT
 

LA
KH

IM
PU

R 

KH
ER

I 

VR
IND

AV
AN

 e 

KA
RO

L 

BAG
H 

(D
EL

HI
) OT
HE

R 
CE

NT
RE

S E-
ma

il: 

sc
eh

@
sc

eh
.ne

t, 

W
eb

site
 : 

ww
w.

sce
h.n

et 

Ph:-

01
1-4

35
2 

444
4, 435
2 

888
8, Fax 

: 
01

1-
43

52
88

16
 502

7, 

Ke
dar

 

Nat
h 

Roa
d 

Da
rya

ga
nj,

 

New 

De
lhi

-11
00

02
 

Ind
ia 

DR. 

SH
RO

FF
'S 

CH
AR

ITY
 EYE 

HO
SP

IT
AL

 

Oc
ulo

pla
sty

 and 

Oc
ula

r 

On
col

ogy
 

Se
rvi

ces
 D
ire

ct
or

 
Dr. 

Sim
na Das 

Best
 

Re
ga

rds
 

To
tal

 

225
00 

2 

20
24

.05
.03

 

Ge
ne

tic
 

Tes
t 

200
00 20

00
0 

1 

20
24

.05
.30

 

Ch
em

oth
era

py
 

250
0 

1 

250
0 

S.
 

No. 

Tr
ea

tm
en

t dat
e 

Ite
m

s Cos
t per Uni
t No. 

of
 

uni
t 

Ap
rox

. Cos
t 

M
R

 
N

 

DE
L-P

-24
-03

-22
 6

3 

Age
/Sex

 

6 
ye

ars
 

Ma
le 

Ph
on

e:
 Na

me
 

Pr
iya

ns
hu

 

Ad
dr

es
s/ 

Vill
age

 

Chi
roli

, 

Kas
gan

j 

Utta
r 

Pra
des

h 

Re
tino

bla
sto

ma
 

Sur
ger

ies 
Dr. 

Sh
rof

f's 

Ch
ari

ty Eye 

Ho
spi

tal 

Es
tim

ate
 

cos
t of

 

tre
atm

en
t 

Plea
se find belo
w 

atta
che

d 

esti
ma

te 

exp
end

itur
e of

 

Priy
ans

hu-
E/0

524
/005

5 

Gr
eet

ing
s from

 Dr. 

Sh
rof

fs 

Ch
ari

ty Eye 

Ho
spi

tal!
 

Dea
r M

r 
Ta

nd
on

 
31st

 
May

, 
2024

 

De
lhi

 is
 

Now
 

NA
BH

 

A
cc

re
di

te
d 

Dr. 
Sh

rof
fs 

Ch
ari

ty Eye 

Ho
sp

ita
l 

Car
ing for the 

com
mu

nity
 

sinc
e 

191
4...

 

NA
BH

 

Dr. 

CUA
L 

Shr
off'

s 

Cha
rity

 Eye 
Ho

spit
al 


