
--
APPLICATION FORM FOR ASSISTANCE (Hoalthcoro) 1ct hika 

~ij l lHII "\511 ~ ~q ("fl'lf{l'~!.I ~{\t'TI~I) 
foundation 

' APPLICATION No 

E/0S-2S/OOb'2. APPLICATION DATI! • Jo)~' nv,lcllnv hf0< ►. pf hi• 
~'ffi§Ql: 

-lll~-l fovfl 1f 
NAME of APPLICANT 

rno. 
AGE,YEARS oll7l ~i•I Sf:)( ft-tr! 

~11il'l!ll Hf\~ A"fJ 0~ VE tJ R.< /'n()[(. 
FATHER'S/SPOUSE'S NAME : 

~ 11il 'l!ll {) L I n1011 D (.(rro tfR) 
. PRESENT RESIDENCE ADDRESS m,qr:1 awmttll l!dl 
V1 \JI J<.f~ tn..JUH t<-i . A- Ir" 11 1- f"- I I I • (), ') h ') l} 0 ' , 

PERMANENT RESIDENCE ADDRESS • ~ ~ -qm 

~ 

OCCUPATION · l-lt-B au rz~ (+A-r'HE-R.) I MARRIED (lll1TI411) / U~fUUf?I) (~imtl!) ol!"!ffilll 

TOTAL ANNUAL INCOME. 

1, 2.tJ, $iJ{J (_-~11 IE-R.) 
(Attnch Proof of Income} 

~ ffiili 311<1 (awt lfil lll~ ~) 

PANNo ~~lralll 
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever 11 applicable}: 

~ 3lJ1I 311<1 'q;'{ ~ t (./1 1lr:ll " o!! 'ti{ .m 1lil fu1R m, 
Yet I No 
'gt/~ 

FAMILY DETAILS ~R ~ 
Sr, No Name of Famlly Mombor Ago (Yoars) Gonder Relatlon with Applicant 

ilill~ '!ffilm~~11il"ll'II 'a'V ('!flf) fuiT am~~-it'llll!~ 
I. (-\ I I Mn 1,.../ r ~, 0 IVJ fl Lf. I- r , 1-1 f-P 

') I R-m If ~ c l i '--'"Yl I I f" ( .. f"I T1-,·-r:;.1? 
~ gH {;-{( r,, A--f\ () r:> ~ f. r-~f>1 II I F ~; I If- I( 

'-1 . /Y) {) . HI 1'-'-- I N /\.J ('\t,/ Mf-1/,- r, U{l / ~r~ 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 
lmlffl1 ~ R'lll fq,m 3l1llR 

BPL Card EWS Certificate Ration Card ~~r (Attach Card Copy) (Attach Certlncoto Copy) (Attach Copy} 

1Tttin ffl'l it ~ Jl1'llUl ~ 3R"13!1ll'IITfJl'll1VI~ o'l'N<lilt 
Basis/Proof 

l Jlll1VI ~ <Iii iJllll 1lfil mR lli¼.1 (11'11"1 ,n 11,'1 'Ullll 1ffil "WI"! l!it1 (Jl'lll'1 ,n 11,'1 1'1'11 1lfi, ml"! 'l!i't1 3F11fir;~ 

"PURPOSE" for REQUESTING ASSISTANCE; 

~~~lfllW11i1$: 

Sr. No. Modlcal Roporta/Proscrlptlons Attachod 

ilillffl 3WfflR'I~ ~ wu ~ TJf '!lftlm 'f{.fl ~ 
1 , n, Al,{ l\111 c tr - II I- - f I n I 11 /J.. ( JI \ Tfl /l.,( f-/ 

n· "T rz. 1--1 n M r- f\ If I t-1 r----rYI n 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES flP {U ~ ~ ~ 'Iii)"( ~ ~ flfim 3R m ~ full1 lTlll 1'? 
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

ilillmsq] 3R ~ 1'iT -:rrq ~lli'mllffllffl 
fl.JO 



DECLARATION by APPLICANT; ~ 'ClU '111"1"11 'f;{: 
tJ & 

1) I nereby confirm that atl deta~s in this Form are True to the best of my knov.1edge Asly false statement wtll re
nd

er my Apphca on ongoing ass,staroc,, ~"' hab!e for reiec~orvcancenauon. 
• • as stated in this Form for w!i1ch suet, 

2J I solemnly cor!irm that assistance. 1f received from Kosh,ka Foundation. will be used only for the purpose • 
ass~ 

was ·equested b) me 

th rce/employerf111surance conpal'ly of lh 

3) I hereby CQnfirm that I have not & v,1!1 not in future 81/811 of re mbur.;emen\ ,n part or In lull from any O er sou 
ea 

'or wtnch ,rus aSSJstance ,s reQuested 

. ml'll . . 
, , ~ ~ ~ '{ w ~""'"' ~ '1'ii ll"it ~ t;iJ ~ 'ii: iltjlm lll'l 11:'1 tjt t, ~ <liti ~ 11:'1 ~ ~ ~ -:Jll<II t m -itu mT'fl!I -..;, ~ ~ t , 2> 1tt -;IT]~ m,lffll -um-~~ ... 'ii Ri ~-mt.~~ om~ 'ili1 ffe if fu'll f.f;lll-;;rq,TI, ,rt l'ff ffl<'i 11

~Tl1l1
11 3) ,l ~ ,rnr. \ ft;: ml ,m<m ~ ~ ffl 'ifil 1tl l, '3tl -ufu -..;, ll1fflqi 'Ill .ml~ f<,;m 3r-i1 ~roll! q;'Uffr ti "I ill fff,n { ~ "I \'I ~ -q ~ I 

t GREEM ENT by APPLICANT ( ~ ;fO q;m) 1) By al'•x ng my signature or thumb Impress,on on this Form. 1 ,Apphcant) hereby agree & authonse Kosh1ka Foundation and it's TruSt
ees ton 

llSe oub ,st.:iut-up/reproduce my name. address. photo & detail. of the ·purpose·, for which such ass1s1ance is requested/granted, through 
8 Y 

medium mdud,nq but not hm,ted lo verbal, pnnt. electronic. for sohcibng donations for Koshika Foundation and/or dIssemma11ng tnformalion ~bOul 
115

• 
ac:u.iues/aCll e,el'lents Such use of my photo & details can be made by Kosh1ka Foundallon before or after my treatment or fulfilment of the purpose 
for .,, h1ch assistance ,s being requested 
2) I (Applican:) lurther agree that any such use of my name. address, photo & detalis of the ·purpose-. for which such assistance ,s requested/gral'lled 

1 

v.1 t not a.Jtomat,cally en\lUe me for rece,vmg or cont,nu,ng the said assistance The decision for granting and/or continuing the assistance will reSt 
sole Y 

M:h the Trustees of Kosh -<a Foundation. and their dec1s,on Is th,s regard wlil be final end acceptable to me I)~ 1rei '« ~ mtm lit 3r'ra 'ilil WI~.~(~) 3l'l"it -milfil 11>'\ ~ 11iU11 ( ~ "ffllj;l 'l\1fflR ;dtt o1f!ii ;:qm1-iif ",i;1 ~ <f;tffl \ f.l:; ~ 'llll, 'qll;, ~ ~ ~ ~ ~ >'n -q ~ t. °" "ffllj;l" ~ "'llm, i:R, ~~~'It ¥1 ~ 311{ ~ ,i; fi;'fit fll;;ft ,:fl 'lfRR 1'l'Qf'l "'I ~ 1'iB ~ f.;r._ ~ t, ~ '!!"11 <61 ~ ~ ~ -it~ 'Ill '1111:, -q """' tt ~ -~ "lil3m" '!I "'l!iii 31Mjll ll !) 'G (~) 'f;; <l1il ti~'{ f.l:; ilu 'llll, 'lill, -q;m am~"° f.l:; ,llTl«l1 ;i; ~ -g 'll1Ni, t 'ill ffi: ~ 1f;'I ~ ,ti q:mn1 lll W'il'~ -if -~· 1{<i'l .wt ~ ,1:1 f;viq 3ffilll am ~ 1l'111 
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
~ ~ ~, lit ~ Sf;! f::mR 

AGREEMENT by HOSPITAL (TI'llm'I ~ 'lim) By affix ng hereunder signature of our Aulhonsed Signatory for recommending lh1s case/pat,enl for financial assistance from Kosh1.<a Foondabon. v.e 
(Hosp,:at) hereby aff,m- & accept follow,ng 
·,) tha: v..e ne lher are presently nor -.JII ,n future ava,I of financial assistance from another NGO or any other source, for the same patent case as we are 
reQues~ng to get from Kosh,•,a Foundation , lo the extent that such ass,slance Is granted by Kosh1ka Foundation If the requested assistance rs not granted 
by Kosh --a Founda\Jon, tn pan or m full, \hen the Hospital reserves 11 s nght to make up the shortfall from another NGO or any other source This 
confITTT1atJon essentJaUy sta:es that the Hospital will not avail any duplicate assistance for the same pabenUcase from any other NGO or any other SOl.rce 

2) The ass stance from Kosh >\a Founda\Jon Is only financial m nature The choice of the treatmenUprocedure adv1sedlconducted by the Hospital en \he 
pa11e:1t, Is based on the arrangement between the patient & the Hospital. and Is in no way influenced by Kosh1i<a Foundation Hence \he Hospital v,111 
assume sole & complete respQns1b1iIty of the treatment & it's outcome & safety of the patient. and Koshilte Foondal10n .,,m have no role or respons,bli ty 
n the ma!ter = ~ 'f"'!!w.I,;;; ~-;; ,:;r,;;iti:rril ~ -~ ~- '!t filf«q tffllloJ ~ fuq;fui ili1 "lt1II t . hit 'Pl ( ~ ) R"I ~ '!t ll1'<; '!I~ ll"{ll t !) ~ f-;, 'i ill '!i1RR ;.7 "! r, ~ii~~ f..;m ¾~~'GT ~ 31"1rit<I'ito<liJwit."l!'R'l-i:;#1111 "'~ t. -hi f.l:; T'l"I -~ ~­"l ~ .,,.,. <I" ~. -:; ·~ ""'!Hm" -;TU ~ ~ f.l:; ti ~ "<lilm1fil ~- ~ -mmt mfil ~;m;I ~~'It\ fil.llJ ~ t 11!! ~ ~ = i\tw;:-rr ='I.I,~ W'l ~'ii 'lm'lllt'ir-1<61 ~~uml1Tl<~til'l'<?~~ t f.l; ~ ~-m~-i!,;t.~~1iRit ~ llT<Fm = '11 ~ W. "'l'H >i "fiT ~ffll 
2. M~ TIRW"" -;;i: ~ ,m,A1 ~ f.m1< ~ 'ili1 i1 ilii\ 'Ill:~~~ 'ff$ llm lit f.l;il ,fii o"fq!t~ q;i ~ irrft ~ TI'@!<'! ... ~ 'fl [il'!7.I i .. ~ "'J"Imin ~- ~ f.l:;m i..m ~ ~ ~ ""1 t, ~ ~ -q irrn i loITT lf"1 ~ 3,"A ~ ~ '11m ~ vrit 1l'!I ~ ,(:?"it 3ITT •~• 'TI'US ~lllhcirofl~~ if,g'j irrft 

Date of Surgery 
~ ~ 1l!fr,j 

30-11-2024 

RECOMMENDED FOR ACCEPTENCE 
~ 'li; full, ~RI 

Or. CHH 
u C Cons~llillll , 

oJ~i ~<l!\Qul!lU t&Dml¢ , 

Or.~ SHIKA FOUNDATION 

SIGNATURE ofTRUSTEE 1 
~Wi'IR I 

Or S \IA IJAS 
(Name Designation & Stamp' of Authonsed Signatorv Oculopla'ijK ~8'tor~ · v serme, Cifllfl!f r~I • . ~ ::::-,•I'~' 'J tmen\ 

3!Rlil~ M ~ Shron·s Ch3ttlY Eye 1-\osp,tal 

SIGNATURE of TRUSTEE 2 
~lmR 2 



Or. Shroffs Charity Eye Hospital I I 
' ,, . ' . 

::'~-­
'1;~iJim,;;fj Caring for lht community sine, 191 ◄ ... 
1,,,.,,~ 

Dear Mr Tandon 

Grl'etings from Or. Shrorrs Charity Eye Hospital! 

Please !ind belo" attached estimate e:-.pcndilure of Mast. Mohd I lasan- E/0525/0062 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surg_eries 

Name Mast Mohd Hasan Address/ Gulra Tanda,Bela,Kheri,Ullar 

Pradesh-262902 

Phone: 

MRN DEL-G-24-03- Age/Sex 3 years 

5504 

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

date Unit 

I !M~,:?025 
Chemotherapy 

2500 1 

Total 

BesrRega~rds 

Dr. Sima D 

Director 

Oculoplasty and Ocular Oncology Services 

DR. 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 

OTHER CENTRES 

Male 

Aprox. Cost 

2500 

2500 

ALWAR • SAHARANPUR • MEERUT • LAKHIMPUR KHERI • VRJN0AVAN • KAROL BAGH (DELHI) 


