S DEL- (1- 28- D]- 3062
APPLICATION FORM FOR ASSISTANCE (Healthcare) K{%h[ka
HEIIA ¥ SEEA WIEH (T SEWIE) foundation

——
Baill efiing blod of |Wa

momEe cl0124] 0006 [ame /)2
aGE-YEARS - | sEX fem

et MAST SHIVANSHD RABK 2 vepes  |MaLe
e oo RAJAK _(Fames)
TR W

PRESENT RESIDENCE ADDRESS S99
- J i (kLB PV MﬂDﬂ’_} 'JHPxﬂ-‘Ff}fj
Hﬁﬁ-ﬁf}féi % PRJJA DEAM = EE235 :

FERMANENT RESIDENCE ADDRESS : 2 STrd Tl

%mm: LABDURER ( A1 g) MARRIED (ToTTEm) f UHW} A
TOTAL ANNUAL INCOME j i roaf o
i 1% 72000 (Fafuer) ol
PAN No. 7RI 10T HEm
AE YU AN INGOME TAX AGSESSEE | Tick whichever |s appilssble): Yas | No
T AW S B A 8 (A S nTE a0 e e W ¢
FAMILY DETAILE wftam, Tamom
Sr. Mo, Name of Family Mamber A (Years) Gender Relation with Applicant
=0 WS AR & HEEl W T (=) fidn o e i R )
1 ZUCHI-  RATAK 22 Mad FETHER
] 2] ] MAT L _NAOTHEA
> =LA, 55 Mﬁ-bﬁ- GRANH FRTEL
ki WAL DY ] <D £ £ yTUuEE
g L lﬂdﬁ Im ; —EVLALe F{ K
full : = E Eﬁfn‘z- %
-1 SV 2 £ R
BAGIS lor REQUESTING ASSIBTANCE (Tick whichevar is appiicabie)
T & f B S
BPL Card EWS Corfificate Ratian Card Aity
[Aftach Card Copy) {Attach Cartificate Copy) {Attach Cupy) BasiProof
LR i i S AW T TR T e S
() U e (e 94 W v i e (e 7 1 T W O ) '

*PURPOSE" for REQUESTING ASSISTANCE:

&r Mo, Madizal Reports/Proacriptions Attmched
W SeTETEER # WA w1 T8 R #E Sa
[ HTRA: ' RETTALD ALACTD b
= TR Nl - U & 0 D D M AL
g
ASSISTANCE BEING AVAILED lor SAME "PURPOSE" from OTHER SOURCES
T % 9, W e weE Feal w A A fe e w? Lo
Sr. Ner NAME of OTHER SOURCE AMOLNT of ASSISTANCE BEING AVAILED

HH FE = T WA w1 T e i

4




DECLARATION by APPLICANT: e o sifm *=;

1) | hersby confing thisl =l detalls In this Farm sss True-s i bestal niy knéwledge. Ay false statement will rendes my Applisation & ongtind assistamoe, Fany,
lmble for rejechondcanceiiation,

4} | saleminly confim thal assistance, I reoetved trom Koshika Foundation. will bo tsed anfy for the "pulpose”, ae stsbud in this Form, for whith such assistarice
E [OGUEEELeD by ma

;] | n:ﬁany {ﬂh.fﬁh thiat | have nol & Wil not In fobee, svall of rembursement,in gart of in fall, Tearm any sther sourcelemploveriinelrinees company, of the-amouni
for which thiz pesistanc B reguested
i3 & e = f = oW @ B o wdt frsen Gt st 0 aepes o wd e & e e e wd wee s o s f ot ol e e W et B
1) FEm = e T w0 # o w3, e e Wi e ow g w et Rt W own e F o &

1) 3 i e € i Py men g we wnbn ) wf &, 9 Ol W S W wEe e T se il e 6 A W e R osie v W s F

AGREEMENT by APPLICANT {wies g 1)

11 By affiing my-signature or thumb impression on this Form, | (Applicant) hersby agree & alithorise Kashlka Foundation and |f's Trustees 1o
wealplblishipuliupireproduoe my name, address, pholo & deinlls af the "purpose”, for which such assisiance s fequesledigranied, hrough any
mium, Inclding bul nat limited (o verbal, prinl, elecironle, lor soliciting donations for Koehlka Foundation sndior disseminaling information about it's

achvities/achisvemants. Such use of my pholo 4 detalls can bo mads by Roshike Feundation before or after my treatment or fulfiiment of the “purpose”
for which assistance i being requestad,

20| (Applicant) lurther agree that any such use of my haime, aidress, phote & detalls of tha "purposa®, for which such sssistance i raguestedigranted,
will pol auiomaticsily antite mo for recolving or continuing the said essistance. Tha docision for granting andior cantinding the sssstance will rast sololy
wilty the Trustees of Koshika Foundatian, and their decision |2 this regand will ba final and scceplatile (o me

L) T AT W W ST W W wene, § (sriew) s wenin w g won f u C wilre wse s s st ¢ oW it e f & ST
o, wteh sl W P wa w3, R CaER o Sl S, e et Ak A gl i S e 3 R Felh o wer e

7 wnftr W W G e ) A we W T # e ¥ T owm T w F fr il e w = i

1) B () TR R R S e, o, e ol T A e e W e Wi § g wEe: WET S AN TR WA I s

*imR " Y T S e i s S W s

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
s W FEO A SR W

Wﬁ#- ( fect fee '}

AGREEMENT by HOSPITAL {wems o &)

Ay allixing hereunder, signature of our Authonzad Skgnatory for recommanding this cassipationl for inancial assigtanoe from Keshike Foundalion, we
iHospltal) herely affirm & accapt fllowing:

1) that wo neithor ara prasenily nor will in tuture: avail of nancial assistancs [rom-another NGO o any alher source, for the sama polientcasse, 0s We are:
retjuesting 1o gt from Koshika Foundation, to the exient thal such asslstanca |s granted by Koshika Foundation. || the requester assistance is not granted
by Keshika Foundetion, in part or in [ull, then the Hospial mearves (Vs ight 1o maka up the shorfsll from snother NGO or any other source, This
confirmetion essantialy states thal the Hosplial will nat avall any duplicate assistance for the same patient/case from any olher NGO or any ofher source. |
2) The askigtance from Koshiks Foundalion s only firancal in nature. The chaice of the treatmentiprocsdure advesed canductod by Ine Mespital o the
patient, b tased b the arsngement babwaan (he patent & the Hespital, and is in no way influenced by Keshils Foundation. Herce, e Hosplial wili
ps=ume gole & complate responsibility of the reatmant & ifs outoome & astety of the patient, and Koshika Foundation will hove no rale or respansibility

in the fatlar.

wwrt s, e W i i W) i st 8 i e Ay fed o) ad 8, B e (reme) B oweR B ow 5 wER

vy o i vt e = ) vt o afvn sy fandt i s s TR s v @ o S F G ow A 39 e e it wmrsv
% Pl 7R W w8 w1 e bl e e wemw TR sineeee % a9 O e o s
it o b e T o Tt = § wwe o Sl g o e S e ww am  F eme f w wm wivees ay e
sl s m B == we R W S

2. "witfewt sty S o T R S e v o8 A0 s g s W TR T s W S o e

< ofver a1 T & e il 2" g T SR i e ) B e seee O o e o el s SE e il O ue s

=t ot ol Y o = e o Faoerh e w8 A

RECOMMENDED FOR ACGEPTENCE
i e & e \
Date of Surgery '“ e = Dr SIMADAS
HAH Q ol e Diractar
: A QNN T RN
H lﬂ (Name of U, & M GU:&SIWF \. Dirac1or, Jl gt
L i gy Bervica, caalts baad
o L H hﬁﬁﬂ-ﬂﬂh FOUNDATION 31 2w 77
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

= T |

vl BAE




Dr. Bheolf's Charity Eye Hospital
Dalh| is Menw NABH Aocreditod

A& July, 2024

Dear Mr Tandon
Corectings from D, ShrofPs Charity Eve Hospitall

Please find below arached estimate expenditure of Mast. Shivanshu Rajak- EAOT24/0096

Estimate cost of treatment
Dr. Shroff's Charity Eye Hospital
Retinoblastoma Surgoeries
Hame Wast Shivanshu Rajak Address/ Tehsil Manjall, Gram Madai,
Jabalpur, Madhya Fradésh
Fhonet
DEL-G-23-01-3082 )
MR N AgefSex 2 yeark Male
5. No Trestbment |barmis Cost par Me. af unit Apros, Cost
data Unit
1 21240711 FUA(Txamination 2000 1 2000
vcler Anesthesia)
§ Total 010
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Dre. St Dras
I¥irectog

Orenfoplasty and Ocuelar Oneology Services

DR. SHROFF'S CHARITY EYE HOSPITAL

5027, Kedar Nath Road Daryaganj, New Delhi-110002 India
Phi- 011-4352 4444, 4352 8888, Fax : 01143528816
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