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APPLICATION FORM FOR ASSISTANCE (Healthcare) KoshHra 

"'1~1>:ti:11 ~ ~ ~ (~ ~) 
I foundation . 

APPLICATIOtl No 

E- / 0 ~'2-~ /Ol)s:(, APPLICATION DATE FfJ//1.< 
Bv,ld,"11 bloc~ of l,fo 

~ ~: 
~ ftf•.ft 

NAME of APPLICANT . 
MMf D I Vy A--N! vf 

AGE-YEARS 3117{-?fl.f SEX fl:i'l ----~"iil"'ITI! 

o 3 rn fH.. l rnfit. f-
FATHER'S/SPOUSE'S NAME . 

fJ EE12 /f :r t< urnM ( f-ftr H ff) ~ 'lfi1 "'!l'i 

PRESENT RESIDENCE ADDRESS ?.@lIT'I aw.nmu lfrll 
1: 

l::'/-\ L--t I () VII\ l H Uh J I _, • Vu ' {Y') i-n ) ,, ff1 •JtrN (JI C. I · 

0

11 

I J t\.I fl I A-r\ V • () - 2.(1&;~) I 

PERMANENT RESIDENCE ADDRESS : ~ ~ lfrll 

~ATlON . ft_ f'(.,, 1 f!_ j ~ ~ Y1 O p f-m PL-0 Vt E- l F-A I f1 t-R) I MARRIED (Fwwr) / ~~ , 
TOTAL ANNUAL INCOME : 

I, go, ~ C-f-f17Hf-f.?.) (Attach Proof of Income) 
~ ~ ~ { ~ <liT 1ll~ rfw-1) 
PAN No. ~ 7.3@1 ~ 

ARE YOU AN INCOME TAX ASSESSEE (Tlck whichever 11 applicable): Yes/ No 
cllll ~ ~ qi( ~ t (,fl ~ lT ~ ttl mi qiJ f.mR ffll li I ~ 

FAMILY DETAILS lffiqfT mt'JI 
Sr. No. Name of Family Member Ago (Years) Gender Relation with Applicant 

ili"!~ ~<fi~qij1fll oi (qq) fwr ~,i;"qJ'!!1'flqtl 

r • fl I I-- t=---f < a. \ I< IJ /YI H"T<. ?. '...J- I y ) r77 ,_ F-+r I H r-.p 
<) • ro cJ r<. rv, M .LJ 2-7 I- F-1 Tl ft-i I- YYln7 H T--R 
?.. , R-1~Y11r.i.fh2Vl.l. O'+- {Y\ R L f- r1.. a o I n'F-P 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

~-itm~311l.ITT 

BPL Card EWS Certificate Ration Card 

~ 
(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 

8 • f ffln:llof;~V'l'J1l'l~ ~~cl'IY'll"l~ ~m 
(~ ~ 'f.T ~'!WI~ "i11 (V'lfGI ~ ,tr Wll 1ml t@"I q;t1 ('J'IJVl ~ lift fflll11ml m=ir-1 "if.'l l ~~~ 

"PURPOSE" for REQUESTING ASSISTANCE: 

~~Flili'l'flimifiqiJ~: 

Sr. No. Medical Reports/Prescriptions Attached 

~W!i'-U ~ 'ff~ <fi1 TT{ ~ ~ tffiT'! 
I , TJ/trUAIOU( f< f I I IV O (< I "4.J ( n N fl 

......., /KL..---a I Mr7lf 
, _ 

I-. I f-l - -

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES /L(;r 
lll~ ~T<l '1liT$ w:i ~ f.fim 3R m .t IBlll Tfl!II '8l? 

Sr. No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

~~ 3R -zmil qi! 1fll 'ffi TT{ mmt mil 

TVfJ 



DECLARATION by APPLICANT: ~ liRI m"lf'l1I 'Ill: 
t will render my AppllcatJon & ongoing assist;, 

1 l I "ereby oonfirm tnat all details m this Form are True to the best of my knowledge MY false stalemen 
n<:<, 11 .,, 

~able 'or re1!:'Cllon/cancellauon 
• • tated In this Form. for which such as 

2 J I solemnly confirm Iha: assistance, If received from Kosh1ka Foundation, will be used only for the purpose as 5 
sistar.:, 

~,as •equested by me 

I ployer/insurance company, of the 
,J 1 ~eri;,01 r.:onfirm tnal I have not & will not in future, avail of reimbursement. in part or in full, from any other source em a'%1.in1 
for 11·11cti tn s assistance ,s requested 
1, ii ~ 'P'll i:"" ~ ~ 11 ~ '1'>i "l'II ~ irf.t ~ ti; ~ -q;q 1<.>i 11&1 ti 'iffe ~ ~ ~ q;tfl arnr'I "ll'll ~ t m mt mmr mm 'Iii""~ , 1 2, ..., ~ "1 'W8l '!lTll -~~·.ti .n ~mt~ ;;q,n,i am~ 'Iii 'ffe -it re11 f<l;l!t "flllTTI, "it~ 1lll-'I il ,ro lftll ti • 3) if~ v.n tr,.; m ~~'ff~ 'Iii TB t. 011 l1fu q;f l!1rn<I; ll1 ~ 1rnu %'Iii ~ ~~ q;tJAt -n, m @!!1 tam, 'ti ~ ll ~ 1 

P.GREEMENT by APPLICANT ( ~ mi <lim) 
1 

I By aff' ng m, signature or thumb impression on this Form, I IApphcant) hereby agree & authonse Kosh1ka Foundation and it's Trustees to 
Lo~. ;,ub ish p-.it-up/reproduce my name, address. photo & detail; of the "purpose· for which such assistance Is requested/granted, through any 
<r.e,;; .'11 _rc ;.ia,nq but not limited to verbal. pnnt, electronic, for sohcilmg donation's for Koshika Foundation and/or disseminating informalton about it's 
aelr, itiesla-:h e ,ements Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulf1lmenl of the "purpose· 
for ,.n ch assistance Is be,ng requested 
2, 1 kl>P cantJ furthe• agree Iha\ any such use of my name, address, photo & details of \he "purpose·, for which such assistance Is requested/granted, 
'' no\ a.i•ory,atically entitle me for receiving or continuing the said assistance The decision for granltng and/or continuing the assistance will rest solely 
'' lh \he Trustees of Kost- ka Foundation, and their decision Is this regard will be final and acceptable to me 1> ~ = vr 'lltR ~ "II wra'lii \ITT~. if<~> 3!"<l'ft -m1lfll ~~~t'tf.ii"ffl<lrr'lm'fR amm ~ • Tfii ~~(~mi 'IT'!, ' ◄ '3;, -;,ro 3lTT °"' m"'1 ~ 'J1fi ij '111m t , '?1'l •~• ~ ""-llm, ~. llTi'RV'll ~ ~ °li ~ ~ ;m{ ~ q; re11 fll;m '1ft WIR 'l!Tti.'I -:: ';:,'TT-' 'P'I ,;; m ~ ti ~ :NI q;i ~ -itt ~ -it ,ire ll1 ~ ~""°'-it fu11. "m>lil ~• ~ ~ ~ ti !J-:; ( ~)!"',Fi i; ~ ~ ~ 'IIU 'IT'!, irat, 'iiT2l 3W m<"I "Ii~ .mlf<!I <i; ~it~ l ~ ""I; 'l'IW!'l1 <!i1 'ff.m 'fg't q,ffifil '{l1' ~ if -~• wr.i, ~ ~ <f1 f-1,,rq 3lR'I 31\7 ~,:zmft ll'TII 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
~';f~m ~q;1P7JR 

AGREEMENT by HOSPITAL (TI'ffll8 ~ ~) '2-y alf; ng ~ereunder signature o' our Authonsed Signatory for recommending this case/paltenl for financial ass,stance from Kosh ~a Foundation, we 
Hosp ta hereby at!,rm & accept following 
• u-:a: ,,r: ne the• are presenUy nor 11111 m future avail of financial assistance from another NGO or any other source. for the same patientcase, as we are 
r~ur:stm'.! ·o ge• 'rom Kosh"a Foundation, to the extent that such assistance Is granted by Kosh1ka Foundation If the requested assistance 1s not granted 
'J'f ., osn ,;; Foorv.lauon, 1r part or in full. then the Hospital reserves rt's nght to make up the shortfall from another NGO or any other source This 
confrFl'a\Jor ess.,ntJa!y states that the Hospital will not avail any duplicate assistance for the same patienUcase from any other NGO or any other source 
2) The ass s~nce from l'.osh·i\a Foundalton 1s only financial m nature. The choice of the treatrnenUprocedure advised/conducted by the Hospital on the 
i:,alle"t. 1s based on me arrangement between the patient & the Hospital, and Is m no way influenced by Kosh1ka Foundation Hence, the Hospital v,I11 
ass Jrr.s so r: & ?Jmplete respons1bil1ty of the treatment & it's outcome & safety of the patient, and Kosh1ka Foundation will have no role or respons1b1hty 
,. •r~ ma••t3r 

=-' ~ =~"'1 mr-:;1'fll?.."T'it1J;1"~~•itf..rnl'l'{lWffll~fuq;tfrn<lii-.ir.itt.m"" <~> fal"l~itl!R~~~• l J ,n; fue , 'll ~ "?f7 • i; ,qf,J,,.i ii~ "m'rll f.F.lit 1'tr ~ ~ ll1 ~ ~ vi@ °li 'Z<lil ~ ii 'l'i'1 ll1 "l'I <ft, ¼a R; rn •~ ~• n ~ ~ ~ 'l':tq"•J ,: -~ ~· zy:J 11'!? ~ R; ti ',ffe "ffl<IIT ~- ~ ~ mm 3Tiful;~ ~ ~ ,ti f<l;l!t ~ t cit 3!'!'raltl 
~ y.,:.;.,. ~ -:i= '° 7::" ~ ~ n ~ '.'R ~ ~ "!lfo!Jl! <ffil! i1 Tll '{f'< il l'IG!: ""1 <ffll t ~ ~ ~ W: o18 'U'it"!'l'R't ~ fll;m .--, 1'1'r.Fr. m,,- '!l'l ~ '!.P-l "'1':r-1 n -=m ~I 
2. -~ ~· -:; ~ ,-t ~ ~ ~ ~ "!fl %1 lJlit '1'l' ffl'<l!<'! mi ~ Tri ~ "II fll;i; 1fll o'l'i!ll'.'lffili"lll ,i;J ~ i),n 11;<i TI'!'!@ -F ~ "'1 ~ ~ .. ,., •~~•WI ff.lll '1'!>fT <!ii 'f.ti ~ 'lit i1 'P1fuit ~ il -urn -it 'f,'lr.l 'lf?J1 :im 31A ~ ~ '!!Til ~ -urn l{<i n<lll@ ,'1 rn ~.,, -~· ,.r. ,m ~ '-ll f7.,i;,,:ril l'l 'l!Tll'-1 if "'lit irrft1 

Date of Surgery 

~-"i:~ 

g\<l y, 

RECOMMENDED FOR ACCEPTEHCE 
~ ,fi" ~ ~ 

C i f\ 
(tlame o9~~~14o;1~~R1Vtes 

:...-----....L---.....;.JJ,.IW \ol~SHIKA FOUNDATION 

30-11-2024 

o, ,;; 
SIGNATURE of TRUSTEE 1 

?(.Ill T,uW I 

(Name, DeslinatioR'~Stam ~\~~,Et\Signatory 
Oocuto~~ i ll~' c R 11\,en\ 1re-,wi 11 , , ;c!i1ll 

3!Rm<timBrtl. 

SIGNATURE of TRUSTEE 2 
~-raM 2 



I I 

--~ ,. 
or. Shroff's Charity Eye Hospital 

;"; ~ ..I}-: Caring for th& community sine" 1914 ... 
~~,,,,,,~, 
'l/'111'\,~ ,.,,, .. 

31• May 2025 

Dear Mr Tandon 

( ;r<:cting~ from Dr. ShrofP\ Charity Eye Hospital! 

Dr Shroffs Chanty Eye Hosp,tat 

Deihl 1$ ~;ow NASH Acctedrted 

JJlca~c find below att;iched e~timatc expenditure of Mast. Divyansh Divyansh- E/0525/0056 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinob/astoma Surgeries 

Name Mast D1vyansh Address/ Kesh1 post Hllauli, Post office 

D1vyansh 
Maurawan, D1stnct Unnad.Uttar 

Phone: pradesh-209821 

MRN DEL-G-25-01- Age/Sex 3 years 

0377 

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

date Unit 

Examination 

I 08/1)5/2025 
under anesthesia 2000 I 

Total 

BcstReg~s ( 

Dr. Sima Das~ 

Director 

Oculoplasty and Ocular Oncology Services 

OR. SHROFF'$ CHARITY EYE HOSPITAL 

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 

Male 

Aprox. Cost 

2000 

2000 

OTHER CENTRES 

ALWAR • SAHARANPUR • MEERUT • LAKHIMPUR KHERJ • VRJNDAVAN • KAROL BAGH (DELHI) 


