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t:ere!)\ ro;.!':n-l ~t 3 .,...,,.,. II\ this Fonn are True to lhil best ot m) kno\\ledge Any false statement -v It render my Apphcallon & ong01ng assistance If any ~ ' e,.;,ct,.:),"oC-.a"cellJ:ion 
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AGREEMENT by HOSPITAL (~ ~ '1ml) 
By aff,x,ng hereunder signature of our Authorised S,gnatc.-ry for recommending this case/patient for financial assistance rrom Kosh,ka Foundation, we (Hospital) hereby affirm & accept following 
1) that we neither are presently nor w,n m future avail of financial assistance from another NGO or any other source, for the same patient/case as we are requesting to gel from Kosh1ka Foundalion, to the extent that such assistance Is granted by Kosh1ka Foundation If the requested assistance Is not granted by Koshika Foundation, m part or ,n full. then the Hospital reserves it's nghl to make up the shortfall from another NGO or any other source This confirmat,on essenbally states that the Hospital w1tl no! avail any duplicate assistance for the same patient/case from any other NGO or any other source 2) The assistance from Kosh1ka Foundation ,sonly financial m nature The choice of the treatment/procedure advised/conducted by the HospItaI on the patient, 1s based on the arrangement bel\\een the pallent & the Hospital, and Is in no way influenced by Kosh1ka Foundation Hence the Hospital ,-.,n assume sole & complete responsibility of the treatment & It s outcome & safety of the pot1ent, ond Kosh1ka Foundatior> w It have no role or respons1b1lity in the matter 
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Date of Surgery 

1M"~ 

30-11-2024 

RECOMMENDED FOR ACCEPTENCE 
~er;-~~ 

Dr. CHI fV G JP 1A 
l\&lJ~IICI CQL t~~tt, 

(N_ , ~'tllrii:~l«!~ t 9111~1ccs 
1ffi il ~0111:,. 

qtdiHFlf'~RRf<~~~~fJS IKA FOUNDATION 
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Ocut~astillh~~lf 11lH~J1119l~er:,11ce,s 
011oc\'&r'.1~$.l~ ~l'lll\'lffl;mlcn, 
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Dr. Shroff's Charity Eye Hospital 
-; ,·=-, .,,,-; .. ~,c--,...i.,.,,,,,, .. ,-;_.:,,!!, Caring for the community since 1914 ... 
ri Ill\'-,~ ,,,, .. ,\ .. 

31 11 May 2025 

Dear Mr Tandon 

Grcctin~s from Dr. Shrotrs Charit) E_yc Hospital! 

Pka~c lind hdo\, a\lnchcd c:.t11natc expenditure of Ma:.l. Sunny- E/0525/0068 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retlnoblastoma Surgeries 

Or Shrotrs Chanty Eye HOsp,tal 

Delhi IS Now NABH Accredited 

Name Mast Sunny Address/ Village Bhainsta kalan Pachara,. 

ShahJahanpur-242221 

Phone: 

MRN DEL-G-25-04-2648 Age/Sex 1 month 

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

date Unit 

Examination under 

I 15,05/2025 
anesthesia 2000 l 

Total 

Best Regards 
... 

Dr. C.,ima Dae. "<)./ 

Director 

Oculopla\ty u111I Ocular OntoluJ,!y Sen it:t·, 

DR. SHROFF'S 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 KHERI • VRINDAVAN • KAROL BAGH (DELHI) 


