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APPLICATION FORM FOR ASSISTANCE (Healthcare) K~htka 
~~l~t'II~~~ (~~) foundation 

APPLICATION No. 

~ I GGz..r I OD~l I APPLICATION DATE : 
1) b u" 

B<lilcfng blodt of life 
~1'1lY-11: 

311mfilm 
NAME of APPLICANT: 

Yus Tf< I Pf'.tTH l 
AGE-YEARS ~-crf SEX @ll 

~'ifil'!iil 

0 3 y f:M<. S, mME-
FATHER'S/SPOUSE'S NAME : 

fr«) 11 1«1PA,r11 ( Ht TH ff<- ) ~1fil1ri! 

t-.lUhl NI 
PRESENT RESIDENCE ADDRESS lfttl!R ~ 'tllll 

Q Al- P,f-H<,i.:-1 I [), V 7_ '2-'l Ln 6 , , 

PERMANENT RESIDENCE ADDRESS : ~ ~ 'tllll 

l,,l - -· j 
OCCUPATION : 

F-A-f.ME-R (_ f-A 1 H f-P_ ) I MARRIED(~) ' UNMARRJ~ ~ 

TOTAL ANNUAL INCOME : 

½,io/~ L HtTM~) 
(Attach Proof of~ ~ <llfitq; 3Wl 
{3!!lPiil ~ 

PAN No. ~'&@fffl 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes / No 
~ 31Tti 3Wl ~ ~ ! ('111 l!R ll oll -qi: -ml 1fil f.mR Wll'lil -gr I 1l1 

FAMILY DETAILS -qftqT{ ~ 
Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 

ifitlffl ~ ~ ~'ifil"lll! o;( (<ilf) @11 ~~~~ 
/, H71 II ,/r~1rn<.J ~z rnlHF. {-f-17 rtt::-K. 
7_. r;J()(\ ) ;+ ? t. t~nR-1 r- rrJOTHf-:K.. . (, , /,<.., tt/1 'J,.,/4/ ;;:.. -, ~ F- fHJAfl 
lJ' rt1n1 /lAJ/'.-4 I I 'i "I 1-f,-(Y)fH_,,(- c., l.ZIH\ VI r I /'3/T'n L~ 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

~ciimfcr-rfu~ 

BPL Card EWS Certificate Ration Card Any er (Attach Card Copy) (Attach Cer+jficate Copy) (Attach Copy) 
is/Proof 1Rlcfr wi ci; ~ Wlrll 1f;I 3IBI 3l!l! q,j Jrll1III 'la ~c!ilt 

3F!cf>l{~ 
(Vl!J'OT 'la q;'t ~ '1fil m,r, ~ I (Vl!J'OT 'la "'1 '0Tll1 WI '!IB"I ~I (Jrllllll 'la <1>1 Wl1 WI m,r, ~, 

"PURPOSE" for REQUESTING ASSISTANCE: 

~-tuf<liq1F1fcf:fm<!il~: 

Sr. No. Medical Reports/Prescriptions Attached 

ifitl ffl ~ l! ~ c!iT 11'{ ~ ~ ffi 
I. fl I A LI IJU,'\I <. u r--r fl !fl r-< r,ro '1 

() H1+ 
l . I K. r-r- 7 fl I /-1\J I P-11~ 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES /J}-w ~ .t 4 cf>1{ 3P:J ~ fc!im 3R ~ .1 m l!?II ~? 

Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

ifitl ffl 3R~'ifil'lll! 'ffi'IJ'{,m'@lmi\ 
/llf-J 

I 



01::CLAMl lON by APPLICAN'r. aTI,, ~ 1iH11l1'1111T '11-a1 twill ronder my Application & ongoing Hllatance 
\) I horllby <.-onnrm thnt oil ctotolls In this Form oro Truo to tho bost ol my knowlodgo, AnY folso etotomon • w lily, ., lloblll lor Mjucllon/concollollon, , 

090
, 

86 
statod In this Form, for which such a1111 

' l I soll'nmly confirm lhnt o:ialslnncu, If roculvod from Koshlko Foundation will bo used only for tho purp • 'lance ~,,,,~ roquo~t111I by 1110 • / m lo er/Insurance company, of the a 
;~,' h~rob1• confirm lhut I h,wo not & will nol In luturo, avail of rolmbursomonl In part or In lull, from any other sourco e p y 11\oun1 w 1t h this osslstonco Is roquostod ' 
I ) ,, 1l1'f'Jn lhl11I ( fq; 111 \lTh"'I -q ~) ,Jll 11'1\ fmwil 'lftl ,-.....A -' ..,./ -A .I. ..ii. 'l!i1l ftrou1 w/ ~ 31lll'II "ll'lll ll!llll t 1ff -qt\ mflffll f.m<! l5\ -,i 'll1lilft t1 ' ) ,,t "11'1~1111 '11 3~ m'I! ,~ 11~1 ~, "' " .:, t, • cro •TI '\1~1,11~1 "11,\futtil ~". ~ ~ llll '\'dl t ~ ffl'l odl ~ tlft tlfil 'Q\ fail flli1!t •fllPTI, .n ta~~ 'l!U Tfl<l 
3) ~ '3f\! 1lml1 ( jlr, ~ 'IIUTlfffi 1u ~ 1l1¢lt ml 11°( t o'II ~ 1n1 1111m '111 wre ~ fllidl 31"1< 'Q\it~til\tlt l!ilJfit 'U 'I ill ft:l'lll t oITT 'I~~ i/ l'{rnt 

~.GREEMENT by APPLICANT ( am<fi ~ 'lfiUt) 1) By affixing my slgnaturo or thumb Impression on thl . & authorise Koshlka Foundation and It's TruStees to 
uso/publlsh/put-up/reproduco my namo address hot~ Form, I \Applicant) hereb! agree h such assistance Is requested/granted, through any 

:~~1~,:~t:~~:~:g bu\ no
5
t11mhltod lo 

1
verbal, print.' ~octro~1i,e,~;

1

: 0~;c\~~; ~:~;t~~n~f~;r~h~~hlka Foundation and/otr dl~se~::~
1
::~

11

1~~~~:,U~: ~~~~~~~: -
! hi mon 5• uc use O my photo & details can be made by Koshlka Foundation before or after my rea me or w ch assistance Is being requested, 

2), I (Applicant) further agree that any such use of my name, address, photo & details of the 'purpose·, for which such assistance Is requested/granted, 
w'.11 not automallcally enlllle me for receiving or continuing the said assistance The decision for granting and/or continuing the assistance will rest solely 
wi th th

e Trustees of Koshlka Foundation, and their decision Is this regard will be final and acceptable to me. 

I ) ~ ffi 'R 3N-\ m~'lll aiira<l>'l 'IJl'I ~. i'f (~) aN-ftmfl!~ ~ 'liT<!l( l{ii"~'lilfflR aiR ~~"<Ii\ ~<li«ll (iili' mi "'fill, 

't@l , 'l>1il am il f<lwT ~ rn 11 -q1flrn t oa "~" ~ "'ITTfi, m, 'qtq'ft/?11 ~ ~ -a -¢ ~ 3lR ~ rt ~ f<l;lil tit -imR llTll!ll 

-a 1ll11fu! <Ii'{'! <Ii~~ t , 1't rn ,i;i ~ 1't ~ it llffl 111 <11,; ~ i!ict rt~"~ 'lm'ITT" 'll "'ITTft ~ ti 
2) ~ (~) ~ <l@'ij'll81@\ fll;-mi"'ftll , '«IT, ffl '3fnf<lwlilfll;-ffll@l it~ ~ l!lftrai ~m: ,l8lllill1li1 ~m lfl@rl ~W<itlll 
"~" ~ "3tl<li ""l1furn 1li1 f.l,,lt! 3ffilll '3fn <11~ '8rlll 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~ <Ii -mim 111 311@ 1li1 mn, 

AGREEMENT by HOSPITAL (TI'li!R'! ~ .;-m) 

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika 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 patienUcase, as we are 
requesting lo get from Koshika Foundation, to the extent lhal such assistance is granted by Koshika Foundation. If the requested assistance is not granted 
by Koshika Foundation, In part or in fu ll , then the Hospital reserves It's right lo make up the shortfall from another NGO or any other source. This 
confirmation essentially slates that the Hospital will not avail any duplicate assistance for the same pallenUcase from any other NGO or any other source 
2) The assistance from Koshika Foundation is only financial in nature. The choice of the lrealmenUprocedure advised/conducted by the Hospital on the 
patient. is based on the arrangement between the patient & the Hospital, and Is in no way influenced by Koshlka Foundation. Hence, the Hospital wil l 
assume sole & complete responsibility of the treatment & It's outcome & safety of the patient, and Koshlka Foundation will have no role or responsibility 
in the matter. 

'P!1t ~ . ~ lf,1 3lR -a ~ <fol "~~"-a filfu1! ffll@1 ~ fuq;fuT lf,1 olf<il t. f;m 'W'I (TI'@@) R"I 'll'nR -a l!R q ~ <ti«\ t , 
1 > ~ Ill;- " m '!@l!R am , m ~ 11 filrn1! ,l8lllill f<l;lll ~ m'lilU WlR '111 q 3R m -a o<1a wftf'IT'@ i! ~ 111 -a 'lt t ~ Ill;- -m "fflF!il ~" 

'11 ~ o<l<f <Ii Wq!j 11 "~ ~ " ~ 'Ra::~ fili t, ~ "~ 'lilRlR" ~ ~ fcfml 3!ilmt'Wre ~ ~ m fili'll1 .i@t t -a1 ~ 
f<l;m 3F! ~ m1li1it m '111 q 3R <Rllll'f -a -mT'@1 m 1li1 ~ ~ Wf<ll t, ~ ~ if ~ '!fiWT .i@t t Ill;- ~ ~ 'Ra:: ffl ~ ~ q 
~ m1li1U m:t!! 111 f<l;lil 3F! Wl.-1 ~ 'It\ ~I 

2. "~ ~" '11 m lll -mT1«1! ~ filrn1! ~ <1>1 t, wft 'f{ ~ ~ i;1 rrf lffilf '111 fl!;,) 'Tlf ~ ,i;i ~ wft ~ -w@@ 

<Ii ~ 1li1 ~ t 3fn "~ ~" ~ f<l;lil V<nR q;i <lil-f ~ 'It\ t, ~ TI'1i!R'! 11 wft rt lm 1!W1 aiR a,r,) o!A lfo1 mu ~ wft ~ TI'@@ 

<1>1 m 3fn "~" <1>1 ~ ~ '111 ~ ~ w if m mift, 

Date of Surgery 

31imR qi1 • 

7,\ b\'}( 

30-11-2024 

RECOMMENDED FOR ACCEPTENCE 

~cfifu'il:~ 

Dr. CHHA UPTA 
(Name of Drd&.Rll!111Jrijc;ia~i\h Stamp) 

u~ ~ ffll!OtCffilfill cNI~ Services 

Dr. ~~ e 1 8{~~HIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~ fflm I 

Dr. SIMA DAS 
(Name, Deslgnallcm:!/IStam of Authorised Signatory 
Oculoplasty an ff.II es 
Director,-:f!!t 

3lRITT<li ft t's Charity Eye Hosp tat 

SIGNATURE of TRUSTEE 2 
~fflm2 



Dr. Shroff's Charity Eye Hospital 

. . . : . 

30th June 2025 

Dear Mr. Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast. Yug Tripathi- E/0625/008! 

Estimate cost of treatment 

Dr. Shroff's Charity Eye Hospital 

Retinoblastoma Surgeries 

@ 
Dr Shroff's Charity Eye Hospital 

D~lhl is Now NABH Accredited 

Name Mast. Yug Tripathi Address/ Ekauni, raebareli, Uttar pradesh-

229206 

Phone: 

DEL-P-25-01-6123 

MRN Age/Sex 3 years 

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

date Unit 

2025-06-02 

1 Examination under 2000 1 

Anesthesia 

Total 

Best Regacds~ 

Dr. Sima Oas 

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 

Female 

Aprox. Cost 

2000 

2000 

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


