
C 

~\.J.\TION FOR~1 FOR ~SSIST!\NCE (Healthcare) K~htha 
~~1~"11 ~ ~., '1'Rc'-"q (~~) 

foundat i on 
~"'tXl'-'\:1',,."!C N:,.. 

:.} 0,-;_4 J ()0(- ' Af PLICATION DATE: slt/2~ Mdin; lllodt ,J 

-~~- ~fl111) ,, 
K"-'!;l';: , "-mx'AA~: 

'.., \ · \J AASH FA 
AGE-YEARS J:lllj-1111 SEX furl 

~~'G- \. () 5 YEARS ffiNALfi 
ii\--.. ' 'S.JS?\.'l~'$ tj ~·~ : -7A\ t~ ( FA 'l>i~',.: ') "' 

IP""~ '-.; :--
I; 
ii 

P!,.ESENT RESl>ENCE ..\OORESS ~ J rnmmr 1lill 

I 1;'\!''tr'l':S-L • \ti'~ L' ...\ '- t' ... .. c~ · .c'V'rl,' 1N , ),qt tJ.r .HR < J '''. 
r .A"'l'.f:'\'il • M~' 

"" 
. , . :\\•Ao llf MA: ' I\ Lj,T ) 1-_()I 

.,.. 
I ,..._~Vi ~ '"IU 

~E,\l.~"IE\T ,ESIOENC£ .~ORESS ; ~ ~ 1lill 

• 
~::&,m..--« : \, ~~1S71d:'. ~ ~ f l,L -i; R., lFMi 1W I "1ARRIED~) ~(~ 
~ 

,..-=~ '-"'~ IJ.. ~ ~ : 
~ 

, ,, 
l ~(.},')' S<) 

(Attach Proof of Income) 

~~-1-.. .. ~~ .. " \. \. 
(~q;i~~) 

"~\'<lo.,..~~ ~-e,. 

~:.'.E ~ ~~--~:: : ~~-:S-$5~ \T•ch r'-~wr isapp!'.~'1!): Ye~/ No 

~ ~ g"" ~ -r , ~-:::-=.; 1" ~ ~ ~ <F-T h{,.1 ~"lTI'l;t ~,m 
I 

FAMU.Y DET,\JLS ~ ~ 

Sr.. ~ I ~ t>',F~,"1ilt~ Ase (Ye;1rs) Gender Relation with Applicant 

F ,,c;,..., c;;, .. ~ q:-~cp~ ~ (qif) IBTT ~~~~ 

I I ... \ e.-" ,I ';(. I\ IA/,;; 1-"Al.lfe K. I 

I: ~ I ..._:., ,\_ ;,;) , . .- -t::: I\.' ,G-f ➔,.,, ~ Mf71yt;..f; 

- . ~\ R::,, 'P ,., PC rrlAfC ~~rs~ 

..J ~ '. D~ -~ '?: f'(l fr-! i:, "-.IC ,fN 

I 
I 

BASIS fc! RfOOESTING ASSiSTANCE tTic:k whlc1'eV11r is applicable) 

.. ~ ... , ~ ~ f:r-t., W., 

3.--"'L~ EV S Cemfk.ate Rat on Card Any r 

~ ~com .\ttadl Ct~c-a~e Copy) (Attach Copy) . s;Proof 

~ ~ #~~~ ~~r.vv1111 ~m 
3,""i'iliTT~ 

;::rtt"~~~n--::-:-:-~ 
-~--,i~~~~zj :Tt.'ll~~mmllit 

"PURPOSE for REQUESTING ASSISTANCE: 

~~~Yi<lf<frnl<fii~: 

5'.Hc. Medical Reports Prescriptlons Atuched 

II z=j~ 
,,_~, ~ .:~ 'ililn'i~~ ~ 

r 1) 1/---iJNr' 5J..J.. ,(! ¥>77/\//)P,!.A !,;. 1
{) /VIA 

I 

• ·-

I! ASSISTANCE BEJNG AVAIL.ED for SAME "PURPOSE" from OTHER SOURCES "-te 
~ ~ -:i: ~ ~ oR ~ fiF.:;fr 3.-<! ~ ii miIT lfl:111tJ 

- HAME of OTHER SOURCE AMOUNT of ASSISTANCE 6EING AVAILED 

~~ u.:i;Ft'll;Ji!,11:1 "flllllmTt«11m>1' 

NA 



DECLARATION by APPLICANT· ~ r,m 'Q11ft!n 

1) l hereby confirm th • 'll: mcnt will rcnr1cr rn, Appl r,.a11on & on 

liable f at all details m this Fo1rn a,c True lo 1110 bo I of my knowledge> Any ral c talo 

2
) 
1 

or re1oction/canOC'lli1hon • es slated ,n ttu 

Was
solemnly confirm that osststnnce. if ruccivud from l(osh1ka Foundation w,11 be used only for tho purpo•e . 

requrstcd by mo • 3) l h other source/crnployerlin uran o P Y of 

1 
erebl' C(lnfirm lhat I havo not & w,11110I111 fuluro, avail or rrnmburscmcnl, ,n part or ,n full, from any 

or l\h1ch th1~ ossIslnncc is rcqu,•slcd i ...:. f 
~ • ~ · , ...:,J f1.r.t{U1 1Jlt ;i;t.fl :m«'1 t!1"lli 1l!ill ~ ?fl 'Ill mf'll!J :rm! 

I) '1l1lVl1 'l!;Ttli 14. f.l; ~ lll'R 11 t,;,1 lfll "JJ\ft f~ itt} 'l!R'lilft ,t ;qm1 l!Fl TT~ 'Jfr.l !1 llf;: <t>I> 11! !1TFt tf 'i11 1f'll ti 

~' m trn ~ ~ <lfll "~11!,7 '!iim,", .¼ t-iJ ~ rt! t_ ;m~ 1'llWI rot m11 if>1 'lf<I Tt m>1 f<f;lfl ~.r,ftm~ ~~'!ill ft:rlll t ;m; 'ST~ 1' ~ 
3) ll ~~ 1FUl1 ( llli m mr«n ~ ~ 111'.1,i ~ 'lt t, 3ll '!1fil 1lil anfu<i; 'l1 wm wm ~ ~ '!lll!,f:!1ITT!l1i 

AGREEMENT by APPLICANT ( ~ ~ 'lf>ITTJ 
. Koshika Founda!Jon and ,rs Trustees to 

1 l 8) affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & aulhonse . 
1 1 requested/granted through any 

h 
• • f h' h such assIs ance s ' 

use publ,s 1put-up reproduce my name, address, pholo & delalls or the purpose , or w ,c . . d/or disseminating informal1on about It 11 

mco,um, including bul not limited to verbal, print, electronic, ror soliciting donations for Koshika Fou
nd

ar,::: treatment or fulfilment of the •purpose 

actIvItIcs1ach1evemcnts. Such use of my photo & details can bo made by Koshika Foundation berore or a Y 

for which assistance Is being requested. . • • which such assistance Is requested/granted 

21 I (Applicant) further agree that any such use of my name, address, photo & details of the purpose ' for 
I 

t' •ng the assistance will rest solely 

v.111 not aulomatically entitle me for receiving or continuing the said assistance. The decision for granltng and or con mui 

w,th the Truslees of Koshika Foundation, and their decision is this regard will be final and acceptable lo me. 

I) !Rm 1l'< 3N-l ~ 111 3111"3 q;t 1Jl1I ~. ~ (~) amt -milftl ~ ~ 11i«11 { ~ "'!fi1ffi11il TfiTmR 3h.: ~ ~ "1'iT ~ 1'iffll ( fli 1Rr 'IPf, 

'!ill, TliiiI am .it~ !R ffl # • t. ~ ·~" ~ -:iirm, ~. '1!RRT/tn ¢~~~~am ~ ;t ft:rtf fcl;.ft 'fl 'lRIR 1IIIIPf 

.t 'lm!ful lli\'1 ;i; ~ ~ t, lit ffl ~ ~ ~ ~ ~ 'Ire 111 ill'l'. ll lli\'l lf ~ "~ "liITTlR" 'II ~ ~ ti 

1) ~ (~) !R~~~{fliillU,1'11, Tftll, W afR~ -irfliilm?f<!llf~~11lftraw~m: lfflllll!<fil~;"tt'lA@ll ltfRif 

"~"~m~q;Jf.ro\t!3ffifl!Jm~m11 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~ 1fi P<fl~1Pli 311@ q;J f.mR 

~A N \ ( No+hvi) 

AGREEMENT by HOSPITAL (-milR'I -;RT 11i'U{) 

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance frOm; 

(Hospital) hereby affirm & accept following: 
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for 

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the 
by Koshika Foundation, in part or in full, then the Hospital reserves it's right lo make up the shortfall from another NGQ 

confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case 

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedura 

patient, is based on the arrangement between the patient & the Hospital, and Is In noway Influenced by K1>11hlklt 
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshlka Fou 

n the matter 

7-llR ~. ffl\lU ~ ·3lR ~ l!l'R'lrorit <li1 "~ ~" ~ fimlll 'lmlffll 'Sff ftrq;Tfffl., - t. ~ ~ 
I ) ~ fil; '! m ., am '! "tl ~ # fimlll .mt@! ~ ~ mllirtt ffl'I 'Ill 11lrat 3PI' l'ltnnhw 
11 ~ ~ 1fi W<I•~ # "~~"-;RI~~ f<I;- ti~•~ 'llilAffln 'IV 

wit W'< frl 'lW-firit ~ 'Ill fil;m 3r,:>! '!R'll\l'! ~ .mt@! 'ITT q;J ~ - mll t, w ~ 1' 
4tl'.l!ffi11~111f<!i,:ft 'lRm'.fl~'m~I 

2. "~ ~· ,i 'l'ft ~ ~ 1li'lffi fimlll ~ ~ t, '()tit "Cit~ 'IV 1ft 11f • 

<I". 'ffi ~ ~ t .3m•~~•-;m fq;m'llifiR11iJilil#~-:rwtt,~ 

'it mt 3m "lf.lmllil" ~ ~ ~ 111 ~ ~ g-q ;qt 'SPftl 

Dale of Surgery 

-~'ifiln 

b I b' i~ 
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30
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Dear Mr. Tandon 

Greetings from Dr. Shroff's Charity Eye Hospital! 

Ph:asc find below attached estimate expenditure of Aashifa E/0624/0063 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

@ 
Dr. Shroffs Chanly Eye Hospital 

Delhi IS Now NABH Acaec led 

Name Aashifa Address/ Mohl Vyapari,Gali-Chaumnda, 

Achru,Lahora,Mathura,Raya Uttar Pradesh-

Phone: 281204 

VRN-C-23-05-

MR N 0752 Age/Sex 5 years Female 

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

date Unit 

1 2024.06.06 Chemotherapy 2500 1 2500 

Total 2500 

BestR,Y 
Dr. Sima Das 

Director 

Oculopla.sty and Ocular Oncology Services 

DR. SHROFF'S CHARITY EYE HOSPITAL 

5027, Kedar Nath Road Oaryaganj, New Delhl-110002 India 

Ph:- 011-4 4444 4352 8888, Fax: 011-43528816 

· ~.net 


