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APPLICATION No. : 

~/ Db0 / OD9b I APPLICATION DATE: 
l +I~/ Building block of lifo ~m: 

~ftttft 2-{ 
NAME of APPLICANT : I 
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FATHER'S/SPOUSE'S NAME : 
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OCCUPATION : 

Uh3()U R E::f< lJ¥-JTHH) MARRIED(~) / UN~) ~ 

TOTAL ANNUAL INCOME· 

r_ p-p, 1nf-f. 1 
(Attach Proof of Income) ~~awl ' f / 2-A:? ~ ev--o (3WPlil~~) 

PAN No. ~ ls@! ffl -
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): 

cf<l1 3lJq awl qi"{ ~ t <on~ m ~ ~ .m ~ fuTR Wlllll 
Yes/ No 
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FAMILY DETAILS ffl\ ~ 
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ilitlffl ffll\~~~"'lllf mi (°qlf) 1wT ~lfit!!tiW<l!.l 

l. HI r rt -Jj...f -< '1 rrr 1 Ht: 1--H I rlF-12 
'? t'i )1 J /.l <,F; Lr...-, 11 J.-H I- ./n IJ I n r-r. 
1. £_' jrvuv n-i tr}() fY MF f1f<7J l Hr~ , 

-
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"PURPOSE" for REQUESTING ASSISTANCE: 

~~%<!1Tl!fcr-@I~~: 

Sr. No. Medical Reports/Prescriptions Attached 
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ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCE;vtt-
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llTll"II . . n & ongoing aulstance. ~ any, 1 
DECLARATION by APPLICANT: ~ ~ "'· will render my AppllcallO 
1) I hereby confirm that all det~ils in this Fonn are True to the best of my knowledge. Any false statement form, for which such as91&tance 

liable for reJeciion/cancellation. 1 . th , rpose' as stated In !his 
2) 1 1 1 

fi th I ssistance tt received from Kosh ka Foundation, will be used only for e pu ' mpany of the amount 
so emn y con nn a a • . ranee co • 

was requested by me . . . . . th ource/employerflnSU 
3) 1 hereby confirm that I have not & will not in future. avail of reimbursement, in part or ,n full , from any o er s ~ 'iill '!f<fiill ti 
for which this assistance is requested. ;;irai t it -qt! mT1f<II f.m<I 
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AGREEMENT by APPLICANT ( ~ ~ q;m) 
. . . . . • d It's Trustees lo 

1) By affixing my signature or thumb ImpressIon on this Form, I {Applicant) hereby agree & authonse Koshlka Foundation an d through any 

use/publish/put-up/reproduce my name. address. photo & details of the 'purpose', for which such assistance Is requested/gra,nte 
1 
'f matlon about It's 

medium, Including but not limited to verbal, print, electronic, for soliciting donations for Koshlka Foundation and/or disseminating n or t f the •purpose' 
activities/achievements. Such use of my photo & details can be made by Koshlka Foundation before or after my treatment or fulfilmen ° 
for which _assistance Is being requested. . re uested/granted, 
2)_ I (Applicant) further agree that any such use of my name, address, photo & details of the 'purpose', for which such asslStance 

I
~ q will rest solely 

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the ass
1st

ance 

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me. 
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
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AGREEMENT by HOSPITAL (ml!R'I mi 'iliU() 

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 patienVcase, as we are 
requesting to get from Kosh1ka Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted 
by Koshlka 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 patienVcase from any other NGO or any other source. 
2) The assistance from Koshika Foundation is only financial ,n nature . The choice of the treatmenVprocedure 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 will 
assume sole & complete responsibili ty of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 
in the matter 

m ~ . ~ 'l>'I am 11 'l!T'@IU'il ~ ·~ ~ - 11 Fl@'q lfflllaT t\l fuq;JmJ 'l>'I of@! t. r.m 'gl! (TI'«!@) f.19 'llilITT 11 lll"! " ~ ,rn t , 
I)~ fl!;', ci1 'lf<l'IR am, TI ~-q Fffil"l '{lglll1IT fll;m ¼ '!R<li1U ~ 'II fll;m 3P! v.mt 11 -m wi\fllfl@ if wt '11 '.t ~ t. ~ fl!;' rn "~ ~ -
11 ~ 'ffl ;i1; ~ if -~ ~" mi w; t\l fl!;' ti ~ -~ ~ .. mi mt'!lll flr-ml ~~ ta ~ '161 fl!;"!I o!1ill t ci1 ~ 

fll;m 3T'!I i\-( '!R<li1U m 'II fll;m 3T'!I tRlltl'l 11 lffllf<!T m <li1 3!N'liR • fflffi t i w ~ ll t'l'G! ~ o!1ilT t fl!;' ~ m 1R<; 'ffl 'Mtfllfl@ t\l fll;m 

~ '!R<li1U mt1! 'II fim 31"1 WR 11 '161 wnrnri\1 

2. "~ ~ .. 11 oil ~ lffllf<!T .le@ f<mlll 'll<li@ ~ l l uift 'ti'( ~ ~ ~ 11{ 'ffi'l1l 'II f.l;ll ~ ~ <1i1 'fill! -Mt v;<i ~ 

"<t ~ <li1 fcl'ltl t ~ •~ ~• ~ fim 'llilITT <li1 ~ WI 'lit t 1 ~ ~ ll 'Mt ;i1; ~~am air,) olR ~ t!rt\ ~'Mt ~ ~ 

~ zyi\ am u~• q;\ ~ 'ffe'iil 'II ~ .,! 'Ill'@ if 'ft\ m\1 
~ . 

RECOMMENDED FOR ACCEPTENCE , ✓ 1 
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Date of Surgery 
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" Or. S\Mfl.Ofl.S 

3WITTR ifi1 m 01rector I 1 se~\ces 

ti\bli,s' 
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Dr. Shroff'• Charity iyo Hotpltof 

'r ';;f',o/1, '/4"' / .,I~ ·'t/ ✓ ,1:. 

~ ..-;,,, ~ Wm ,:,.,.. 1-t//¥:-'¥: 

30th June 2025 

Dear Mr. Tandon 

Greetings from Dr. Shro l'l'11 Charity J,~yc Jfo!JJ,ltfll? 

Please find below attached !:f.tirnatc cxrcndit11rc of M111,!. l':1,/lJ,:, 1 Y. u,r,1,r f,/f1(/J,:;/f,t/J9 

Eatlmau., co,;t of tr'Ji:ltffll;nt 

Dr. Shroff't Char1ty Ey'J Ho1,plf;,f 

£3,ot{aotilY.ritowp .'i_lJflJ.'2£1rir. 

Name Mast. Raghav Kumar AdcJroi:Z/ IIHag<; er~,r..~•h f~e;,, r':; ... ~ ... ~ 

".,h:,hj:;.MJY, Jr J c;_ 2:47'.u' 

Phone: 

DEL-G-24-09-5504 

MR N Ago/Sex ~ /';~{~ 

S, No. Treatment Items Cost per 1/t), of unit 

date Unit 

1 2025-06-18 Examination under 2000 1 

Anesthesia 

Total 

Best Regacd~ 

Dr. Sima Das 

Director 

Oculoplasty and Ocular Oncology Services 

DR. SHROFF'$ CHARITY EYE HOSPITAL 

5027, Kedar Nath Road Oaryaganj, New Oelhi-110002 India 

Ph:- 011-4352 4444, 4352 8888, Fax : 011-43528816 

E-mail : sceh@sceh.net, Website : www.sceh.net 
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