
APPLICATION FORM FOR ASSISTANCE 

APPLICATION No.: 

NAME of APPLICANT : 

FATHER'S/SPOUSE'S NAME: 

OCCUPATION: 

HND 46 9 

TOTAL ANNUAL INCOME: 

PAN No. I GGI HA 

Sr. No. 

el0 624 00 58 

Del-P-a3- 10-0/04 

BABy NAZm 

Sr. No. 

Sr. No. 

BPL Card 
(Attach Card Copy) 

ARIE 

PRV TE JOB 

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

HASAN (9NeR) 
PRESENT RESIDENCE ADDRESS HT 3ar4 VT 

NARD KARTAAONS 

PERMANENT RESIDENCE ADDRESS: s 1ATH ya 

(PAMeR 

ARI HASAN 
2A13ON 

Name of Family Member 

(Healthcare) 
(ar� aH) 

APPLICATION DATE : 

EWS Certificate 
(Attach Certificate Copy) 

AGE-YEARS T-4 

AVEARS 

NA 

6l6/24 

Yes / No 

FAMILY DETAILS VRaR faK 

NAME of oTHER SOURCE 

Age (Years) 
34 (a4) 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

SEX fet 

PURPOSE" for REQUESTING ASSISTANCE: 

MARRIED (Rata) UNMARKED 

Gender 

Ration Card 
(Attach Copy) 

Medical Reports/Prescriptions Attached 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

Koshika 
foundation 

Blding blodk of le. 

Relation with Applicant 

Agy-her 
Sasis Proof 

AMOUNT of ASSISTANCE BEING AVAILED 

(ta 

(Attach Proof of Income) 



DECLARATION by APPICANT art m im 
)ihereby contirm that all details in this Fom aro Irue to the best of ny koowledge, Any falso statoment wil ronder ny Application & ongoing assistanoh, t liabBe for rejectiontcancellation. 
)1soemnly contirm that assistance, if recelved from kosbika Foundatlon, will be used only for the "purpose', as stated in this Form, for which such assstave 
was requested by me 

3)1hereby contirm that I have not & wilt not in future, avail of roiobursoment, in part or in full, from any otber sourcolemnployerinsurance company, of the arn for whicth this assistance is requested 

1) By affixing my signature or thumb improssion on this Form, l (Apolicant) hereby agree & authorise Koshika Foundation and it's Trusteos to Uselpublishput-up/reproduce my name, address, photo & delails of the "ourpose', for which such assistance is requested/granted, through any medium, inciuding bul not limnited to verbal, print, electronic, for solciting donations for Koshika Foundation and/or disseminating information about its actvitesachievements, Such use of mny photo & detals can bo mado by Koshika Foundation beforo or after ny treatment or fulfilment of the purpose 
for which assistance is being requested. 
2)1(Applicant) further agree that any such use of my name, address, Dhoto & details of the "ourpose', for which such assistance is requestedigranted, will not automatically entitle me for recelving or continuing the said asslstanco. The decison for granting and/or continuing the assistance will rest soley 
with the Trustees of Koshika Foundation, and their decision is this regard will be final and accoptable to me 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION: 

AGRELMLNT by APPLICANT (syr n 6) 

Date of Surgery 

(Faly 

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

11-04-2024 

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 to get from Koshika 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 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 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 treatment/procedure advised/conducted 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 wil 
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 
in the matter. 

AGREEMENT by HOSPITAL (6He GU 6T) 

SIGNATURE of TRUSTEE 1 

RECOMMENDED FOR ACCEPTENCE 

(Name péDr.ARgARo 

Dr. CHHAVI GUPTA 
Mi00745 MPMCC 

0ebtar Oncology 

Resd. o 
Dr Shroff eespital 

Daryaganj w Dalbi-i10c02 

(Name, Designation &Stamp of Authoised Signatory 
o behalf of Hospital) 

FOR INTERNAL USE of KOSHIKA FOUNDATION R# 3YH 8 

SIGNATURE of TRUSTEE 2 



Dr. Shrolfs Chanty Eye Hospiltal 

30 June 2024 

Dear Mr. Tandon 

Greetings from Dr. Shrofs Charity Eye Hospital! 

Daing to he ommumy ainoe 

Please find belo aached estimte expenditure of Nazmi- E06240058 

Name 

MRN 

S. No Treatmanit 
date 

Best Regards 

Director 

Dr. Sima Das 

2024 0613 

Estimate cost of treatment 

Dr. Shros Chaity Eye Hospital 

Retingblastoma Surseries 

DEL-P-23-10 
0104 

MRI 

S 

Total 

Oculoplasty and Ocular Oncology Services 

Address 

Phone 

Age Sex 

Costt per 
Unt 

6500 

HNa 296, Narobihaskar, Jalaun, Utar 
Pradesh 

2 vears 

Na. of unit 

DR. SHROFF'S CHARITYEYE HOSPITAL 

5027, Kedar Nath Road Daryaganj, New Delhi-110002 India 

Ph- 011-4352 4444, 4352 8888, Fax:011-43528816 

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

Or Shroifs Chanby Eve Hosnilai 
Deh s Ncw ABH Acoecited 

Female 

Aprox Cost 

6500 

6500 

ABH 

OTHER CENTRES 

ALWAR SAHARANPUR MEERUT LAKHIMPUR KHERIe VRINDAVAN KAROL BAGH {DELHI) 


