
APPLICATION No. : 

APPLICATION FORM FOR AsSISTANCE 

NAME of APPLICANT: 

KHAM 

FATHER'S/SPOUSE'S NAME: 

ED24006o 

TOTAL ANNUAL INCOME: 

DURGESH VERMA 

PAN No. RIS GIGI HA 

Sr. No. 

MOM - 21-0| - D 426 

Sr. No. 

Sr. No. 

OCCUPATION : FARMER (PATHER) 

BPL Card 
(Attach Card Copy) 

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

RiTESH VeERM� (ATH ER) 
PRESENT RESIDENCE ADDRESS q41 3A10s YGL 

84, 000 (FATHER) 

PERMANENT RESIDENCE ADDRESS: T 3ATAT0Y TGI 

Name of Family Member 

RITESH 

PRAD NACAR DIT- KHERI, 262127 

(Healthcare) 

EWS (Attach Certifate 

APPLICATION DATE 

DIA CNOS 

Copy) 

AGE-YEARS 3TJ-q 

6YeARS 

NA 

T24 

Yes / No 

NAME of OTHER SOURCE 

FAMILY DETAILS Yar fqqqu 
Age (Years) 
34 (q) 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

"PURPOSE" for REQUESTING ASSISTANCE: 

RTINORLASDA 

SEX fe 

MALE 

Ration Card 
(Attach Copy) 

MARRIED (aanfea) / UNMAXRIED (arfaafsa) 

(Attach Proof of Income) 

Gender 

fet 
MALE 

Medical Reports/Prescriptions Attached 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from 0THER SOURCES 

Koshika 
found ation 
Building block of life. 

Relation with Applicant 

PATIER 
DotHER 

Any Other 
Basis/Proof 

No 
AMOUNT of ASSISTANCE BEING AVAILED 



DECLARATION by APPLICANT: 31CK# AR EqU Ya: 
1) | hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any, 

liable for rejectionlcancellation. 
2)1 solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose", as stated in this Form, for which such assistanea 

was requested by me. 3)Thereby confirm that I have not & will not in future. avail of reimbursement, in part or in full, from any other source/ermployer/linsurance company, of the amount 
for which this assistance is requested. 

1) By afixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to 
uselpublish/put-up/reproduce my name, address, photo & details of the "purpose", for which such 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/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulflment of the purpose" 
for which assistance is being requested. 
2)1 (Applicant) further agree that any such use of my name, address, photo & details of the 'purpo0se", for which such assistance is requested/granted, 
Wll not automaticaly entitle me for receiving or continuing the said assistance. The decision for granting andlor continuing the assistance will rest solely with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me. 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION: 

Riter.loq. 

AGREEMENT by APPLICANT (3TECF GI ) 

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: 

Date of Surgery 

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 will assurme 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. 

29]|24 

15-06-2023 

AGREEMENT by HOSPITAL (3HIG+ RI AR) 

SIGNATURE of TRUSTEE 1 

RECOMMENDED FORACCEPTENCE 

Dr. CHHAVI GUPTA 
(Name of Dr. &ReSOIAa ohStamp) 

Aio~belioßaS dcUr Bncology 

Dr. SIMA 
Head of Departmne 
Oculoplasty a ! and QculaN 

(Name, Dèsi�natiarn & Stamp oAuthorised Signatory 
Di. Shrof on behälf af Hospital):al 5027, Ke 

FOR INTERNAL USE of KOSHIKA FOUNDATION aG 3ya 1 

S 

SIGNATURE of TRUSTEE 2 



Government of India 

Unique dentification Authority of India 

TO 

40COH Enrolment No.: 2728/10448/30303 

Durgesh Verma 
C/O: Ritesh Verma, 

khamriya, 
VTC: Khanjan Nagar, 

PO: Khanjan Nagar, 
Sub District: Mohammdi, 
District: Kheri, 
State: Uttar Pradesh, 
PIN Code: 262727, 

Mobile: 9721846211 

Sianatre ttot Veritied 

3TT4hT 3TTTT shHIh/ YOur Aadhaar No.: 

3379 4130 9984 
VID :9184 9251 1389 2647 

3TTR 

GOVernment of india 

Durgesh Verma 
GH fafeIDOB: 04/01/2017 
ysa/ MALE 

Aadhaar ís proof of identity, not of cítizenship 
or date of birth. It shauld lhe used with verification (online 
authentication, or scanning of QR code /offline XML). 

3379 4130 9984 

Govemment cf fodia 

Aadt aar is proof of identity, not of citizenship or date of birth (DOB). DOB 

is ba: ed on intormation supported by proofof DOB document specified in 
regul ations, subnitted by Aadhaar number holder 

HeT/ INFORMATION 

This Aadhaar letter should be verified through either online 

authentication by UIDA-appointed authentication agency or QR code 

scan ing using mAadhaar or Aadhaar QR Scanner app available in 

app stores or using secure OR code reader app available on 

www uidai.gov.in. 
Aadt aar is ünique and secure. 

Doc ments to Support identity and address should be updated is 

Aadt aar after every 10 years from date of enrolment for Aadhaar. 

Aadt aar helps you avail of various Govenment and Non 

Gove mment benefits/services. 

Keer your mobile number and email id updated in Aadhaar. 
Dow iload mAadhaar app to avail of Aadhaar services. 

Use he feature of Lock/Uniock Aahaaríbiometrics to ensure 

secu ity when nol using Aadhaar/bionetrics. 
B Entit es seeking Aadhaar are obligated to seek consent. 

AADHAAR 

GRT: RAT HÍ, GHRn, ST R, BGT R, , 
3R HI-262727 

Address: 

Unique ldentificatiot Authority of tndia 

TI 1947 

ACIO: Ritesh \erma, khamriya, Khanjan 
ENagar, PO: k hanjan Nagar, DIST: Kheri, 
5Uttar Prades 1- 262727 

3379 4130 9984 
VID: 9184 9251 1389 2647 

help @uidai.gov.in E) www.uidai.gov.in 



31st January 2024 

Dear Mr. Tandon 

Dr. Shroffs Charity Eye Hospital 

Name 

1 

Greetings from Dr. Shroff's Charity Eye Hospital! 

MRN 

Caring for the community since 1914. 

Please find below attached estimate expenditure of Durgesh-E/01 24/0060 

S. No. Treatment date 

01/01/24, 
29/01/24 

Best Regar? 

Director 

Dr. Sima Das 

Durgesh 

Estimate cost of treatment 

Dr. Shroff's Charity Eye Hospital 
Retinoblastoma Surgeries 

MOM-G-21-01-0426 

Items 

Examination under 

Anaesthesia 

Dr. SIMA DAS 
Head of Department 

Total 

Oculoplasty and Ocular Oncology 
Regd. No. 00291 
Dr. Shroff's Chari y Eye Hospital 

5027, Kedamath Road, 
Daryagany, New Deihi-110002 

Oculoplasty and Ocular Oncology Services 

Address/ 

Phone: 

Age/Sex 

Cost per Unit 

2000 

Pradesh-262727 

OTHER CENTREs 

6 years 

Village Khamriya, Khanjan Nagar, District- Kheri, Uttar 

No. of unit 

DR. SHROFF'S CHARITY EYE HOSPITAL 

2 

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 

Dr. Shroffs Charity Eye Hospital 
Delhi is Now NABHAccredited 

Male 

JALITYO 
NABH 

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

Approx. Cost 

4000 

4000 


