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APPLICATION FORM FOR ASSISTANCE (Healthcare) K~htka 
l'.fc':'"fr.@f iiq ~~ ,;;m;nJ 

(~~) 

l>F'l'lli:Afl0/111,, 
~ 1 foundation 

~,-1--1 '1':/11 ~ J or:zs:-J o o -=r r:;;; APPLICATION DATE 

I'S 'rr Bu,lding block of 1,fo 

~fu~ 
tl.lV4'E ot APPUCAm 

f\)11 E: 51-f AGE-YEARS miJ- "-l'f SEX IB1f 
m•4,:,,, 'f.f -i1•1 

D LI \( f fH< 5 mr+tE-
FATH!!R"JISPCJU',F.'S NAMF. 

~() TT(-} Yu I{<.. S.r(\)41; C -HtT HE:(!._) ftr-!T/'Y."1L'f •1,f 'fll< 

PRESENT RESIDENCE ADDRESS <1i111T'! 3!JlfTm7l 'qffi ' I IVVHiJf<::. 
,.,,,LJld:t-1\/u~rlfl-h ~ l1TTH-K. //f<A-n,-fH-7J12('11 

PERMANENT RESIDENCE ADDRESS : _ ~ -~ 1«!! 

OCCUPATIOI' , 

L.f763o u t<C-f.?_ ( .f-A T vf t-R) I MARRIED (~) / UNMA~- '~) 
~~ 

TOTAL ANNUAL INCOME 

( ./-A TH f-(<,) 
(Attach Proof of Income) 

"l;f;;1 $f; m,~ I I '-f Lr I {:)--{r{) ( 3!17.l qiJ 1<1~ "!lw-1) 

PAN lfo r>.lft T•IT:11 ~J.l'I 

ARE YOU AN INCOME JAX ASSESS~E (Tick whlchovor 19 appllcablo)· Yes I No 

l'~./1 m•l ~ 'V ~ t (ill 1lr-1-I "81 ~ '1ft 1m <fiT m!R ffll lf nit 
FAMILY DETAILS -qfti;m ~ 

Sr. No. Name of Famlly Member Age (Years) Gonder Relation with Appllc.int 

iJ7q W'?-11 -qftqn: .:i;- ~ cfil "'!I'll o!I (cflf) ff;i',t ~'fimti~ 

'. t. . .fj I I ft _'fU I IC.. , ~ I IY/ _fr/ J- .!:"1d.7nf:.--r,/ , 
Ill frf.,JH I J ncv, L,/ '.l. ,-,r~I-H r /YJO I rt r---f< 

-

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

~,j;fW-ifcl"!fc!3!ltlR 

BPL Card EWS Certificate Ration Card 

~ (Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 

~,m 
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fflT1'.Jli;:fr-t~'l:f 3l1."l 3111< <f1i 1!lllVI 'q;f 3F<!~~ 

('J?ll'lll'l'),f.lW'-flllf.lw.:ir.i~, ( 'Jlll'1I 'q;f ,f.r W11 Jml mf"I <!rt I ('lllll"I 'q;f '11,'j llTlll mil li.!"I lirt1 

"PURPOSE" for REQUESTING ASSISTANCE. 

~ Wu fcl;?} lfll fcr-@l 1fi1 ~: 

Sr. No 
Modlcal Reports/Prescriptions Attached 

'Pi ffl 3WTc!R'I~ ~ -;;im <t,'t Tl"$ ~ ~ "!lw-1 

I QlfK-INn,Ji t< t l 1 /VU t-<..Lfil 7 t-1 tIJ 1± 

'2-. I K ,-- rr I I I J r--,v I - ut:-f\.Ll:-_, f { ·Tr-< \ 

ASSISTANCE BEING AVAILED for SAME "PURPOSE'' from OTHER SOURCES 

/\;tr-
lJl ~ ;t ~ -~ 3Pf lfSTtfi!I ~ WI m ~ IBlll 1TIU '1? 

Sr No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

ih"?J ~ 
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N b APPLICANT: ~ ~ 'ElfllVll '111: k wledge Any false statement will render my Apphcat,on &. 
DECLARATIO Y . h F rm are True to the best of my no """'""-. 
1

) 
1 

hereby confirm that all details'" t ,s 

O 

II 
b used only for the 'purpose", as stated in this Form. for,, 

liable for reiecbonicancellaUon ,f received from Koshika Foundation. w, e h~ ~ 
I fi m that assistance. / I I • 

2) I solemn Y con ,r rt or m full from any other source emp oyer insurance comp 
was requested by me t & will not in future, avail of reimbursement. in pa · an~ <>1 ' 
3) 1 hereby confirm that I have no ! · ' 
for which this assistance ,s reque

st
ed , 'llU ~ qt ~ l!l"I ~ ml ll 1!fl:: <!ill flliw,i ~ <fi1'.R ~ ~- ;;imr ell l\iT ~ ~ ,ti ">ti"""-

I) if m'fOII ilil1II { ft!; l!l ~ 11 ~ lJll wi\ ~ ffl'1 offl m,t <l>1 '1f<! q; full~ ;;nwn, ;;it~~ 11 'm lJ?IT %1 . ' 

2> llt ~ "1i ~ "!Tftr "~~ ... ~~;;ii mt. olf<l>I Rifuq; 'Ill~~ f<lrnl 3BI ~~ <!iDRT .t 1 mm t ~ 1 m ~" ~
1 if nm <R<IT-# ft!; f.;m m;Tllol ~ ~ ll1tt-n q,1 ~ t. oll 'UfiT qi! •u~~;;.~.,;;:ii"ir'iiiii~~;;-;;;;;--;;~----------

J) 

3

•= ~ 11:c;REEMENT by APPLICANT (~ WU <lim) 

1 A licant) hereby agree & authorise Kosh1ka Foundation and 11's Trustees to 
1) By affixing my signature or thumb impression on this Form, . '. pi h • • for which such assistance is requested/granted. through any 

use/publish/put-up/reproduce my name. address. photo &. deta1b o. t e purpose n' for Kosh1ka Foundalion and/or d1sseminaling informalion about it's 

medium. including but not hm1ted to verbal. print. electromc. for soltc1tmg donaho ~ d t b fore or after my treatment or fulfilment of the 'purpose· 
act,viltes/ach,evements Such use of my photo & details can be made by Kosh1ka oun a ,on e 

for which assistance ,s being requested . , se" for which such assistance 1s requested/granted. 

2) 1 (Applicant) further agree that any such use of my name. address. photo & details of the iurpo t' a d/or conUnumg the assistance will rest solely 
w,11 not automatically entitle me for receiving or continuing the said assistance The decision or gran mg n 

with the Trustees of Kosh1ka Foundation. and their dec1s1on 1s this regard will be final and acceptable to me • 

I) ~~'R3!1flmM'!ll 3l'ra""1~~. if(~) 3f'AlllWtml<1>1~q;mi(~"~'li'lmA om~~" 'ifil ~<li«!f l_fll;- -qu "llll, 

'«II. ffl ati:.,, ~ ~ ~ 11 wt aa "<li1fflllil" ~ ~. zyJ, "ITTf-lV'!ll ~ ~ -u ~ ~ 311'{ o'ffif.>-Pll .t fuil mfi m 'lmR ~ 

.t 'lmITTl! 'l,{il q; ~ ~ ll ~ ~ qi! ftfwt ~ ~ qt~ '!ll ~ il 'l,{il qt~"~ 'lilmR" " "'Ira\ affe~ ti . ~ 
2) ~ (~) ;.i <I@ <t ~ { fol; l1'!1 'IJII, '«IT, ffl ati: ~ ';;11 ft!; l!WTl@1 qt~ 'R inltllJ t ~ l<@: ~ 'q;J ~ 'llTT q-!@J\ °fH ~ 'If 

"~" ~ M ~ <lil f.l,,tq 3ffi!it ati: ~'1111il'O '111!1 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION 

~q;rntl!.l'{'lfol1j_o<lil~ 

B~L 

By aff1x1ng 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 w,11 in future avail of financial assistance from another NGO or any other source. for the same pat1enVcase, as we are 

requesting to get rrom Koshtka Foundalton. to the extent \hat such assistance 1s granted by Kosh1ka Foundation If the requested assistance 1s not granted 

by Koshtka Foundalton. in part or in full. then the Hospital reserves it's rtght to make up \he shortfall from another NGO or any other source This 

conf1rmat1on essentially states that the Hospital w,11 not avail any duplicate assistance for the same pat,enVcase from any other NGO or any other source 

2) The assistance from Kosh1ka Foundalton 1s only f1nanc1al in nature The choice of the treatmenVprocecture advised/conducted by the Hospital on the 

patient. 1s based on the arrangement between the patient & the Hospital, and 1s in no way influenced by Kosh1ka Foundation. Hence. the Hospital will 

assume sole & complete respons1b1lity of the treatment & ti's outcome & safety of the patient. and Kosh1ka Foundation wtll have no role or responsibtltty 

AGREEMENT by HOSPITAL (TI'«lre ~ <i>m) 

in the matter 

~ ~- mTl\!U <i>1 ,31T{ ~ llll@;uril ""1 "<li1fflllil ~- ,t f<i@l! ~ !a wi;fut ""1 of@I W, ~ ~ (~) A"'! Y<ffi ~ 'tlRI <I~ in«! !1 
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mft 3A ¾ ~ mi 'lT ftl;m 3A lRmR ii im>«ll '{'fl <lil 3mllnR WW<' '(1§lll t, ;.i ~ 11 ~ q,'ST ';;t@T ! fif; 3W!illol ftm"<I ~ ~ 'U'il~ ~ f<i;m 
¾~~'Ill ftl;m 3A W,R 'll '!ITT ~I 

2 "<1>1fml ~" ~ <'ii ~ mm! 'q;c@ f<i@l! • <i>1 WI wfi 'R ~ ml 1(t 7Tt ~ 'Ill fq;-q Tl') ~ <lil ~ wft 1l,!i ~ 
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<1>1 ml ,mr "~" ""1 "f>1t '!Pf<lil 'Ill ~ ~ 1TI'l<'I 11 'ISl ~ITI 

Date of Surgery 

;r~;; 

30-11-2024 

RECOMMENDED FOR ACCEPTENCE 

~ ~ ~ ~ 

UP11' 

(Na .11,glR\ices 

SIGNATURE of TRU 
~ raa,n I 

mmKA FOUNDATION 

(Name, Desi f Authofl~Signatory 

~aw~·~"\ 
oculo ~ 

3lRlftl; •1-\0S\ll\a\ 

SIG RUSTEE2 
~mim:2 



Dr. Shroff's Charity Eye Hospital 

Canng for the community since 1914_ 

3· " '.'af 2025 

Dear ivlr Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find belO\\ attached estimate expenditure ofNitesh- E/0525/0075 

Estimate cost of treatment 

Dr. Shrotrs Charity Eye Hospital 

Retinoblastoma Surg_eries 

Or Shroff's Chamy El e I-'~sp;.a 

De .. s "low NABhAccrea -=O 

Name N1tesh Address/ fndaur Bulandshahar, Uttar Pradesh-

202392 

Phone: 

MRN DEL-P-25-04- Age/Sex 4 years 

0595 

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

date Unit 

Genetic test 
20000 1 

1 02/05/2025 

Total 

Best Regardy 
Or. SimaD: r 

Director 

Oculoplasty and Ocular Oncology Se,·viccs 

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 

OTHER CENTRES 

Male 

Aprox. Cost 

20000 

20000 

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


