
APPLICATION FORM FOR ASSISTANCE 

fH$ I < • .fffT "ITTl ~ m 
(Healthcare) 

(~w~) 
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foundation 

APPLICATION No. : 

r~~~~;:· :;;~: ;;,:;;--=f-::...J._D_G_2..__:s;':_L....:0:..:,0..'.:::8~1L _ _J_~~AP~P+L~IC@~A~~1o_N_o_A_T_E_: -~~-J_'.¾~,,---4----o_u11_c11,_,o_h1_u,_k _or_ur,_. ----1 

I NAME of APPLICANT : full 

~<lil"'!T'l SUN NY 
FATHER'S/SPOUSE'S NAME : 

furr~ <liT "'!T'l 

OCCUPATION : 
o!fc'IW! Lft-80 U (<.f:1. MARRIED (f!r<:flfim) I UNMA 

TOTAL ANNUAL INCOME : 0 f)....C...,-, 

WfqJmi311« /; 2.. , cru u C P+/1HE-f<.-. 
(Attach Proof of l~come) 
( mq <liT ml\<! '{@l,) 

PANNo. ~m@lffl 

ARE YOU AN INCOME !AX ASSESSEE (Tick whichever Is applicable): 

q<fl 3lfll 3IBl ~ ~ i (oil llPl' 'ITT ~ 11( ~ <1i1 f.rm ~I 
Yes/ No 
m I ,rt\ 

Sr. No. 

i!it!ffl 

BPL Card 
(Allach Card Copy) 

m ffiT ~ m 'lrGJ11l 1:f;I 

(1Jlll1lT 'l:i 'q,1 iW-0 'I)@ m.'fl'I <!it1 

Sr. No. 

FAMILY DETAILS 1!Rc1R fcrcRul 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

~ ~ ~ f<f;rnr 3ll!!R 

EWS Certificate 
(Allach Certificate Copy) 

~3W1q,fJl1llUl'q':i 

(1Jlll1lT 'l:i 'q,1 iW-0 'I)@ m:fT'I <!it1 

Ration Card 
(Attach Copy) 

'3"'!\ffl <liTi 
(JllllUl 'l:i 'l>"t ffl'l!1 'I)@ m:fT'I <!it1 

"PURPOSE" for REQUESTING ASSISTANCE: 

~ ~ flnq T[q fcRlft qiJ ~: 

Medical Reports/Prescriptions Attached 

3Wl'i!R'I~ 'ij "1Rt 'q,1 ~ ~ ~ .@"I 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES .II J't-­
~ $ ~ t<i ~ w.. ~ fcfim 3'f-'l! ffi 'ij @?!l lf!IT "ITT7 vvv 

Any 0th 
f 

<!iW a;'ll 

Sr. No. 

i!i1! ffl 

NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

3'f-'l!ffi<lil'llt! ffl~lmlf<llmft 



DECLARA.TION by APPLICANT: ~ mu '1T'lll11 'Ii!: 
' ' tance if any, 1

) 
1
1. hbereby confirm that all details in this Form are True to the best of my knowledge Any false statement will render my Application & ongoing assis ' Ia le for r j / . · ~ . 2) 1 1 e ect1on cancellat1on. . 

' h' h such assistance w so emnly confirm that assIs1ance, ,f received from Koshika Foundation will be used only for the "purpose", as stated in this Form, for w IC as requested b ' 3) 1 h~reb Y me 
. of the amount for Whic Y confirm lhat I have not & will not in future, avail of reimbursement, in part or in full from any other source/employer/insurance company, .,, h this assistance Is requested ' I) ~ '111!1Jn ,; 

f.m:a <1,1 o!! wi;m t1 2) ~ '""'1._,fil;',lll!W'lil ~'lll ~im!{Uli\'t\~t ~m'l~llm!l~~rcr<f{UI~~ ~'ll'ilo!Tl!fi'ffi-qUmrlf<!I 
3) ~ tlU -TI-~ 'Uf<1 "~~",,)~on \61 t offq;1 o1lll1T1 o.i\~.i\'lf<!tft'l'll ~-;;rrq,n, oIT!!l~'ll 'IU'llll~I • ~ ~ 'q;'mJ t n. m ffll@l ti!~ ffl <1,1 1J{ l ~ 'Ufu "ifi1 ll1fu.; '<IT ~ frnlI fq;m JP! mo~/ift'I!1 '!i"ffi " , m fu'<l1 i am " m ~ 11 ern1 

~,) B . ~.GREEMENT by APPLICANT ( ~ mu ,i;m) Y affixing my s· t h b • , . 
t use/pubr h/ igna ure or t um impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees o medium is put-up/reproduce my name, address, photo & details of the "purpose" for which such assistance Is requested/granted, through any actIvit '/"eluding but not limited to verbal, pnnt, electronic, for soliciting donallon's for Koshika Foundation and/or disseminating information about it's for w~~~ ach1_evements. Such use of my photo & details can be made by Koshlka Foundation before or after my treatment or fulfilment of the "purpose" c assistance Is being requested 2) I (Applicant) furth h h 

· · d/ t d 
will not aut . er agree t at any sue use of my n?me, address, photo & details of the 'purpose", for which such a~sIstance I~ requeste gran e , 'th omatically entitle me for receiving or continuing the said assistance The decision for granting and/or continuing the assistance will rest solely wi 

th
e Trustees of Kosh1ka Foundation, and their decision is this regard will be final and acceptable to me. 

t) ~ 1111;{"' 3i'fl 'm!l;T{ '<IT airra "'1 01'1 Wlm, ft (~) 3l'R1 ~ q;'\ ~ <f;«lT { ~ "~ ~ m( ~ ~ "<li1 ~ <f;«lT { 1% -qu 'fll!, 
'lill, ffl m( ;;i) fm!{UI ..i "111111 'fl ~to.) "fflq;T" ~ "'ffiit, ~. ~ ~ $,) ~ ,1fulm~ ml~ t ~ M tjt 'lm1< l!1>2l'! 
,) 'lm1fur '""1 ;,; IB1( ~ %1 'l1t 11'1:i "ifi1 im!{UI 11t ~ <It 'ITT! '<It <lfo; -q '""1 t ~ "~ '1il'mR" c! "'ffiit ~ !1 2

) ,'\ (~) .,1 'i.l@,) ~ { fl. 'IITI 'Ill!, "«11, ffl m( im!{UI ;;it fq; '!m'«lJ t ~,) mfi.\ii % ~ ffl: <ffll«I! "ifi1 ~ 'm eR@ll .,! W<ll! 'fl 
"~" ~ ~ ~ "ifi1 f.!ol<l 3ITTfll m( "1tllq;JU mII 

APPLICANT'S SIGNATURE OR I.EFT THUMB IMPRESSION : 
~;,;~i;T{'<ll~"ifilmJR 

AGREEMENT by HOSPITAL (~ i:R1 q;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 patient/case, as we are requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation If the requested assistance is 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 confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source 2) The assistance from Kosh1ka Foundation Is only financial in nature. The choice of the treatment/procedure 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 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 responsibility in the matter 

~ ~ . m~ sn'\ ml,) 'llf'l'Rmiil <li1 "~ ~",) f<lfoq mT1«l1 ti! fu'l;fuT "'1 ol@t %, m rii (~) f.r<;I 'Sfi!iR ~ 1lR c1 ~ ~ i1 I ) ~ fl!;' 'I ell qij'1R m( 'I "ITT lffefu.i if f<lfoq <ffll«II fil;m ~ m,i;m W!R '<IT fll;m 3'f'!l t'-ffil,) o<l<I witf1lll@ if <'fl) '<IT 'R ,t %_ ~ f<I; N-l "q;)fu"ifil ~" 
"~ o<lil t W<itt ii "q;)fu"ifil ~"mu~ ti! 1% i1 ~ "~~"mu mT1«l1 mm ~t,ml ~ ~ ~ ~ .i@f i m ~ M 3'f'!l ~ m.;m m '<IT M 3'f'!l '!RlN'I " ~ <'l"l "ifi1 affeliliR p 001 t, ~ ~ 11 ~ ~ .i@f t fl!;' ~ ~ ~ ffl witf1lll@ ~ M 
~ m.;m moll '<IT fll;m 3'f'!l W-.fl ~ ~ Wllffi'ill 
2. "<li1m"ifil ~" "m 1J{ mw«11 ~ f<lfoq ~ <1,1 t, wit"'~ i:R1 ~ '1f ~ '<IT r~ lfQ ~~ "ifi1 'fl1" wit~~ t -;.ft;;i "ifi1 ~ i m( "ffll"ifil ~" i:R1 fll;'m 'l(il;Rqij~~~ i1 ~~ilwit t~ w~ m( 31R'i!R"'1mo ~wit~~ <1,1 m,i\ 3Ur "q;)fu"ifil" <1,1 ~ 'IP""ifi1 'll ~ ,11 tf1tr.1 if~ m1fi1 Or. SIMA OAS 

Date of Surgery 
31imr-l "'1 • 

(&,\ 1,\ ~ 

30-11 -2024 

Or. CHHI\VI GUPTI\ RECOMMENDED FOR ACCEPTENCE 
•A;unel r.nns11ltant ~ cfi full: ~ 

Ocu\optasty and ocular Oncol~ervlces 
Regd, No, 10074 

Or. Shroff's Charity Eye 

(Name of Dr, & Regn o.'~ith Stamp) 
~<lil,Jtlcffflmc!'d'ol. ,. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~ffl~ I 

Director 
Oculoptasty and Ocular oncology servtc s 

r,. Director, Medical Education Departmer 

\__ ,/ Dr. Shroit·;-Ch;;;t;Eye Hospital 

(Name, Desig~ & Stamp of Authorised Signatory 
on behalf of Hospital) 

,ttl q 1K ~ ~ ~ 

SIGNATURE of TRUSTEE 2 
~ ffli\R 2 



Dr. Shroff's Charity Eye Hospital 

30th June 2025 

Dear Mr. Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please !ind below attached estimate expenditure of Mast. Sunny- E/0625/0089 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr. Shroff a Charity Eye Hospital 
Deihl is Now NABH Accredited 

Name Mast. Sunny Address/ Village Bhainsta Kalan Palharai, 
Shahjahanour, U.P- 242221 

Phone: 

DEL-G-25-04-2648 
MRN Age/Sex 3 months 

S. No. Treatment Items Cost per No, of unit 
date Unit 

1 2025-06-12 Examination under 2000 1 
Anesthesia 

Total 

BestReg,c~ 

Dr. Sirna Dns 

Director 

Oculoplast) and Ocular Oncology Services 

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 

2000 

2000 

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


