
-
-·-

1crhika APPLICATION i:oRM FOR ASSISTANCE (Hoalthcaro) 

~~~Tr ~' "'~~ ·~~ ( f'-11~11./ ~(!l\m,-f) foundation i I - . 

APPLICATION No .• 

e I Dr:1 -~ I oo6_c APPLICATION DATfl · ( ( 1 J:>- U11ddirtU f)lo, k 1,,i liftt 

.\~ll~l: 
Jflitl\•l fut.ft 

NAME of APPLICANT f',1As·r RAJ' 
AGl!•YEARS llf'II t.(tf SEX 1~11 .- ,,-~'\ 311it,_q, ~I "llll 

06 v(-r,P5 IV) f1l(. 
1-ATHeR·sisPOUSE'S NAME • 

--{)V () c-s f ·I ( rn 11-tf-R) 1'«11~ ti;, "lf'l 

PRESENT RESIDENCE ADDRESS mll{f,f 3W-lllH!f 'Iii! 
lit' c. ~I 1-f I <:, t A·H /He.A ({ I J(}fl/\J r<. I l A1 1 / I lJ •(I. I. ,L.( 1 /, ')~ ') 

PERMANENT RESIDENCE ADDRESS "fl!l1t 31J'!ITT1tl't 1lll1 

OCCUPATION : 
l lr30U t2 ~ C +A-rt1H< J I MARRIED(~) / UNMA~~) 

~ 

TOTAL ANNUAL INCOME • ( (- c:1< ) (Attach Proof of lncorTJO) 
~ cllfit<1i 31Tll I '-f \...f l9"\)\') -'70-n-, (31Tll q;J mlf!I .t~) 

PAN No. ~ -mnT ffl 
ARE YOU AN INCOME TAX ASSESSEE (Tick whlchovor la oppllenblo): Yes/ No 

1fll1 3!fCI 3!llli ~ ~ t (-;;it ~ WT ~ 'II'{ -m'I <J;T ~ mr41 li / 1't 
FAMILY DETAILS 'tlfti'm ~ 

Sr. No. Namo of Fomlly Mombor Ago (Yoara) Gondor RelatJon with Applicant 

~ m§qT 'tlftcm:~~~"'fl'lf oV ('lf!f) ft:r,t ~<i;-,;ra~ 

l ml /lF \ H TJ;P Ir J r-1, r- r-,..1 ·1 h f-i· ., 
IY]fh'r, I - "1 "l '--~ rn c:. In('"\ 0-if-f(. 

/ 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is epplicebla) 

~~~f?Rfil311tll{ 

BPL Card EWS Corllflcale Rotton Canl AnyOlher / 
(Attach Card Copy) (Allach Cortlflcole Copy) (Attach Copy) 

Sa~· 
1Tfr;i!w,ii-:ir.'t'!11'!fl11'q:{ ilw'I 3lfll ?fl! ,;rqJVl 'Ill fflqffl ,m 

3,-lj ·~ ~ 
('Sl"li"l 'Ill ?Ji! urqr :lfil 'lffl"I ,;,ft (Wll"I ~ ti,'I lJfG1 ')f~ ~ liit1 (~'l':i'q,'\'IJl'IIT~~~I 

"PURPOSE" lor REQUESTING ASSISTANCE: 

~ tn ~ 1T¢ ~ 1fil ajl'lf: 

Sr. No. Modlcol Roports/Proscrlpllons Attnchod 

inl{~ -ffi1l11TMf11'!{ 'l1 ~ lh1 11'( "m~"! '{{\ft mt9 

'. rJ I A-r .1 I\ I r1 ('{ ( - (}:. /. -r, I\ In Rf II ( rn1L1 .t1 
'"I TI< r- ,I)'( ILf r-' 1\) I ~ tJ A 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" lrom OTHER SOURC!.S 

l7l ,)~ ~ ~ ,i;W W1l -mTlllll wlfl 3Fl ~ ~ IBm ~ t? /ll} 
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

inl{ 'Xf7'A! >l~ 111m 1.,, ':IT'l ~ ~ l181'lll1 -utft 

vn 
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~ N ~l ~R.\Tl\'N b\ •WPl.lc.\Nl' ~"' tm 11)'1"11 '"r· : ICl lho b'~t of my knowledge Any false statement will render my App11ca110~ 
,, "I\WI:'\ ;\'lllh111\ th;\l-111 d~tJII:, 1n lhl~ Fe>lnHll\'l l\l(I ~-

°9 •s11,. .ih ~ "-" "' t>,.'t1(11\,-.~oc.>ll,,ll\111 d 
I 

t\oshlkn Foundation, will be used only for the ·purpose•, as stated m this Fof"l, for wl\ -~ 
-'' I $,'1,'1\1:il')• ,'OOt m, tMt ,1~slst1nc-.' 11 l\'1Ct'11"' rom 

1
Ch s\Jt'\. 

11,1$ r1\lV,'$re-,.I i.'1 ,~-. • 
1 

t 
1 1 1 ire avail of ra,mbursement, in part or ,n full, from any other source/employerimsurance corn 

,\\ t ht·Ji'l'' ,'\'llllm, th.1t t t1;11i.\ not" ,,11 no n u \ • 

Pany, 01 ~ 
t,-.. \\'t"-'h tl\i$ ,1:--,:1$til\\~' ls. l\'qll<'$ttld 

, . . • ~-
\, ~ "~ "'~ ( 1~ ,.i m"I ~ ~ ,rq ll'ft fcl~ lfft ~ .t 3l¥ITT ~ ~ m'I ti 'IIR lfiT( ~ ~ ~ 3ffi'1ll Wl1 ';;f@I t a1 -qtf <ffillll! f.!r.;i ~ 'ii : \ ~ ~i ~ '\.;1lffll '1ftl "it>lfu:i.l ,m~•. ~ ~ 'll ~ t, ~ fflll ~ om if>'l lj_fd -,t ffi'll flnm .rrtrn, ;ij lll W{i\11 if ,m Tf!II !1 \ : ) ~ l~ ~lill { ~ ~ mlllffl ~ ~ ,n,1,i ""1 11i i. '3"ll ~ 1liT ~ m ~ 1t1:m f.lim 3R ~r.ftin ~ .t , m rem t 3iii , m ~ ~ l'lii. AGREEMENT by APPLICANT ( ~ ~ 1!im) ' I) ~, .,ii1, ,0\'J mv sigmiture c,r thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and ,t·s Trustees 10 
\1$~ i:,ut:-1,sh.put:UP1~eproduc:-e my name, address, photo & delalls of the "purpose·, for which such assislance is requested/granted, through any 
moo,um, mciud,ng but not \lmitoo to verbal, print, ele<:tronlc, for soliciting donations for Kosh1ka Foundation and/or disseminating infor"lal1on aboulns 
~ct1,1ll\'S. acllievements Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purllOSe• 
1,:,c \\h1,h assistance 1s being requested. 
-:) I ( ¾.'rhcant) further agree that any such use of my name. address, photo & details of the 'purpose', for which such assistance 1s requestedlgranteo 
\\11\ not automat~lly entitle me for receiving or continuing the said assistance The decision for granting and/or continuing the assistance will resl sole·~ 
\\1th the Trustees of KosM.a Foundation. and their decision Is this regard will be final and acceptable to me. 1, ~ m'li:~TiimH'lll ~~'Ol'lwtllli\, ~ (311mi> aiq;ft-mmif>'l~lli«ll(~"~'!ilmr-r amm~ · l!i'r ~1f;«n(fllilio,11i, 'f<ll. ~ ..m"' ~ ~ rn 1l 'll1llla t. '3'1 ·~· ~ -::imll, m, ~ ~ ~ ~ ~ ~am~ -it R'l1I fil;tit 'lT 'lrnR lf1t1l1! "~ ~ ~~~ti 1't rn ~~~~~~'Ill~~ irn it~•~ 'IJilmf-l" 1f -::im11 ~ ti :> ~ (~~> ~ ~" ~ t flli 1f(I ,rq, '@I, ~ am fllinvt ~ fq; 'lml«tl ~ ~ ~ n t ~ m: -mri@l 1iil ~ "l'tt <R@II ~~if -~· ~ ffl ~ 1iil f.!aill 3lTifll 3ITT ~ "1111 
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
~ -t ~ 'Ill a.ii.a ~ ~ 

-y-t.q~~ I 

AGREEMENT by HOSPITAL (~ ~ ili(R) By affixing hereunder. signature of our Authorised Signatory for recommending this case/patient for financial assistance from Kosh1ka Foundation, we 
(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 the same pallenVcase, as we are 
requesl!ng to get from Kosh1ka Foundalion, to the extent that such assistance 1s granted by Kosh1ka Foundation. If the requested assistance 1s 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 
conftrmaMn essentially states that the Hospital will not avail any duplicate assistance for the same patienVcase from any other NGO or any other source 
2) The assistance from Kosh1ka Foundation 1s only financial m nature. The choice of the treatmenVprocedure advised/conducted by the Hospital on the 
pallent. is based on the arrangement between the patient & the Hospital, and Is In no way influenced by Koshika Foundation. Hence, the Hospital will 
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or respons1bll1ty 
1n the matter. 
~ ~ . ~ ~ 311< -a 1lfl!WU1il "'1 "ffiii;l ~" -a fimrq ~ ~ IB'li1ITTI ~ '"1lit t. f;;m "' (mint!) f.r"! ~ ,! l!r-<I " ~ q;«\ t I) llJ f.l; 'I lit 'lllfilR 3ITT 'I tt ~ if fimr'I tm'llll mfl ~ mlliTU m>ll'I "ll mfl 3FI ~ -a ffl ~ if .iiT "lT <'I '{f t, tll f.l; 'fl!'l "ffiii;l ~• 
-a fuq;rimilRfcl ffl 'Ii~ if "'i1>11tm ~· -1'0 ~ ~ f.l; t, ~ .. ~ ~· -1'0 llW1'«ll f'l:ml 3l1Wl>~ ~~'!ITT f.1;'11 "I@! t nl 3lt'lffi<I 
r...m 3FI ~ ~ m 'Ill mft - '{RITTf! -a llW1'«ll .r-l 'q;T ~ 'l!M Wlll t, ~~if l'I'<: ~ ;;rnn t f.l; ~ m ~ ffl wit/l!Tllcl ~ f.l;m 
~ ~ m lll mft 3R WR -a 'ffl ~I 
2. "ffiii;l ~- -a <it 'It ~ ffl Mil'l ~ ~ t, wit 'R TI'@l<'I -1'0 ~ 'It '!@11' 'qi fll;l! ,rq ~ 'q;T 'l'l1ll wit 11,<i TI'@l<'I 
'q'; ;ftq 'q;T f<m i ~ "ffiii;l ~• -1'0 mft ll'oR 'q;T 'il>1( WI 'ffl t1 ltlIB'I nr@@ if wit 'Ii ~ ~ ~ 3lR w-1 ~ mu ~ wit 11,<i Wla@ 
~ ffl ~ "'il>1ftm" ~ 'il>1( ~ "ll f.;ra!ml ~ l!l'l\'I if 'm wftl 

Date of Surgery 

i1~ 

RECOMMENDED FOR ACCEPTENCE 
~ <fi ~ ~ 

Or. CHHAV\ GUPTA 
(Name of flt.I-" . wll. h ~fflh )cul • ,. .. ,. 

SIGNATURE of TRUSTEE 1 
'lllfflmrol 1 

m-dsHIKA FOUNDATION 

(Name, DesigBat of Authorised Signatory 
oi\J lil!llalf of Hos ital 

5 

SIGNATURE of TRUSTEE 2 
'lllffl ~l<f~I~~\ ;_2 =------7 1.----~ --,,,------t--&--=--; ~~ 

11-04-2024 



Dr. Shroff s Charity Eye Hospital 

31
st 

May 2025 

Dear Mr Tandon 

G rcetings from Dr. Shroff's Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast. RaJ- E/0525/0065 

Estimate cost of treatment 

Dr. Shroff's Charity Eye Hospital 

Retinoblastoma Surg_eries 

Dr Shroffs Charity Eye Hosp11a1 

Deihl IS Now NABH Accredited 

Name Mast RaJ Address/ Orchh1, S1sarka,Budan,81sauh,Uttar 

Pradesh-243632 

Phone: 

MRN DEL-G-24-08-4288 Age/Sex 6 years 

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

date Unit 

Examination under 
2000 1 1 10/05/2025 

anesthesia 

Total 

Best Rega~ _r/ 
Or.SimaDa~ 

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 

Male 

Aprox. Cost 

2000 

2000 

OTHER CENTRES 

ALWAR • SAHARANPUR • MEERUT • LAKHIMPUR KHERJ • VRINDAVAN • KAROL sAGH (DELHIJ 


