
APPLICATION FORM FOR ASSISTANCE 

APPLICATION No. 

NAME of APPLICANT: 

FATHER'S/SPOUSE'S NAME 

SIRSL 

OCCUPATION: 

TOTAL ANNUAL INCOME: 

Sr. No. 

MAST ABHI KUMAR 

PAN No. TS aGI HI 

DEl- Q-24-0- 4579 

Sr. No. 

el0124) D0 92 

Sr. No. 

BPL Card 

(Attach Card Copy) 

AJAY KU MAR 

DIVER 

231001 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): 

PATHER) 

UAHARAR TMIRZAPDR UIAK KANEM 

2, 40,0DD 

PRESENT RESIDENCE ADDRESS HIT 3A1GT0T yáT 

PERMANENT RESIDENCE ADDRESS : TS 31Tg YaT 

Name of Family Member 

ANAY 
MAMTA 

APPLICATION DATE 

(Healthcare) 
(rareert ay) 

DIAGNO SU 

(FAYER) 

EWS Certificate 
(Attach Certificate opy) 

10139W0 

AGE-YEARS 314-qt 

lyEAr 

(FADER) 

5l9/24 

Yes / No 

NAME of OTHER SOURCE 

FAMILY DETAILS ytarr faary 

Age (Years) 
3H () 

SEX fT 

MALE 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

(Attach Proof of Income) 

"PURPOSE" for REQUESTING ASSISTANCE: 

MARRIED (ratfta) UNMARRIED (afRTrfta) NA 

Gender 
fa 

Ration Card 
(Attach Copy) 

Medical Reports/Prescriptions Attached 

REL INOSTATDMA 

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

Koshika 
found ation 
Building block of life. 

Relation with Applicant 

PAK 

Apy Other 
Basis/Proof 

AMOUNT of ASSISTANCE BEING AVAILED 



1ife 

a & my 

DECLARATION 
by 

APPLICANT: 

3TGKeE 

A
I 

IqU 

Y7: 

such 

liable 
for 
rejection/cancellation. 

reimbursement, 

was 

requested 
by 

me. 

for 

which 
this 

assistance 
is requested. 

AGREEMENT 
by 

APPLICANT 

(31d<G6 
EM

 

6T) 

oy 

l
g

 
ny signature 
or thum

b 

im
pression 

on 
this 

Form. 

I(ApDlican!) 

hereby 

agree 
&

 

authorise 

Koshika 

Foundation 
and 
it's 

Trustees 
to 

Use/publish/put-up/reproduce 
my 

nam
e, 

address, 

photo 
&. details 
of the 

"ornose 

for 

which 

such 

assistance 
is requested/granted, 

through 
any medlum, 

Including 
but 
not 

lim
ited 

to 

verbal, 

print, 

electronic. 
for 

soliciting 

2)1(A
pplicant) 

further 
agree 

that 

any 

such 

use 
of my 

A
PPLICA

N
T'S 

SIGNATURE 

OR 

LEFT 

TH
U

M
B 

IM
PR

ESSIO
N

: An atienl A
G

REEM
EN

T 
by 

H
O

SPITA
L 

(3H
a 

aR G
R

) By 
1) 

that 
we 

neither 

are 

presently 
nor 

will 
in 

future 

avail 
of financial 

assistance 

from
 

another 

N
G

O
 

or any 

other 

source, 
for 

the 

sam
e 

patientcase, 
as 
We 

are 

requesting 
to 

get 

from
 

K
oshika 

Foundation, 
to 
the 

extent 

that 

such 

assistance 
is granted 
by 

K
oshika 

RECOM
M

ENDED 
FORACCEPTENCE 

Dr. 
SIMA 
DAS Director 

Date 
of Surgery O

cN
ahetyD

eslghatiorA
slam

porA
thorlser 

Signatory 

Director, 
Medical 
EBNcaAaIP8PHOSBR§I 

Dr. 
CHHAVI 
GUPTA 

Adiunct 
Consultan 

pculoplasty 3A
IR

6 
34 

SIGNATURE 
of TRUSTEE 
2
 

DI. 

Shroff's 

ChagoY
A

eRajaL 
uSE 
f KOSHIKA 

FOUNDATION 

SIGNATURE 
of 

11-04-2024 

knowledge. 

Any 
false 

statement 

will 
render 
ny 

Application 

ongoing 
assistance, 

1
)| 

hereby 

confirm
 

that 
all 

if details 
in ary 

this 

Form
 

are 

True 
to 

the 

best 
of 

assistance 
as 2) solem

nly 

confirm
 

that 

assistance, 

if received 

from
 

will 
be 

used 

only 
for 
the 

"purpose", 

stated 
in this 

Form, 
for 

which: K
oshika 

Foundation, 

in part 
or in 
full, 

from 
any 

other 

sourcelemployerlinsurance 
company. 
of 
th

e 

am
ount 

3)| 

hereby 

confirm
 

that 
I have 
not 

will 

&
 

not 
future, 

in 
avail 
of 

dnnations 
for 

Koshika 

Foundation 

and/or 

dissem
inating 

inform
ation 

about 
it's eoiviuesachievem

ents. 

Such 

use 
of my 

photo 
&

 

details 

can 
be 

m
ade 

hy 

Kochika 

Eoundation 

before 
or after 

my 

treatm
ent 

or tulim
ent 

o
 the 

purpOse 

for 

which 

assistance 
is being 

requested. 

nam
e. 

address 

nhoto 
&. detals 
of the 

"ourpose", 
for 

which 

such 

assistance 
is 

requested/granted, 

WIl 
not 

autom
atically 

entitle 
me 
for 

receiving 
or continuing 
the 

said 

assistance 

The 

decision 
for 

aranting 

and/or 

continuing 
the 

assistance 
will 

rest 

solely 

with 

the 

T
rustees 

of K
oshika 

Foundation, 

and 

their 

decision 
is this 

regard 

will 
be 

final 

and 

acceptable 
to 

me. 

affixing 

hereunder, 

signature 
of 
our 

A
uthorised 

Signatory 
for 

recom
m

ending 
this 

caselpatient 
for 

financial 

assistance 

from
 

K
oshika 

Foundation, 
We (H

ospital) 

hereby 

affirm
 

&
 

accept 

follow
ing: 

Foundation. 
If the 

requested 

assistance 
is 

not 

granted 

by 

K
oshika 

F
oundation, 

in 

part 
or in 

full, 

then 
the 

H
ospital 

reserves 
it's 

right 
to 

m
ake 

up th
e 

shortfall 

from
 

another 

N
G

O
 

or any 

other 

source. 

T
his 

C
onfirm

ation 

essentially 

states 

that 

the 

H
ospital 

will 
not 

avail 

any 

duplicate 

assistance 
for 
the 

sam
e 

patient/case 

from
 

any 

other 

N
G

0 
or any 

other 

source. 

2) The 

assistance 

from
 

K
oshika 

Foundation 
is 

only 

financial 
in nature. 

The 

choice 
of the 

treatm
ent/procedure 

advised/conducted 
by 
the 

H
ospital 

on 
the patient, 

is based 
on 

the 

arrangem
ent 

betw
een 

the 

patient 
&

 

the 

H
ospital, 

and 
is in no 

way 

influenced 
by 
K

oshika 

Foundation. 

H
ence, 

the 

H
ospital 

will assum
e 

sole 
&

 

com
plete 

responsibility 
of the 

treatm
ent 

&
 

it's 

outcom
e 

&
 

safety 
of the 

patient, 
and 
K

oshika 

Foundation 

will 

have 
no 

role 
or 

responsibility 

in 
the 
m

atter. 

aevaaf 

CheoßegsNa.wih 
Stamp) 

TRUSTEE 
1
 



APPLIC 

APPLI 

Dr. Shroff's Charity Eye Hospital 

31st July, 2024 

Dear Mr. Tandon 

Greetings from Dr. Shroffs Charity Eye Hospital! 

Name 

Please find below attached estimate expenditure of Mast. Abhi Kumar- E/0724/0097 

MRN 

Caring for the community since 1922... 

S. No. 

1 

2 

Treatment 

date 

Best Regarda 

Director 

Dr. Sima Das 

2024.07.11 

2024.07.11 

Estimate cost of treatment 

Dr. Shroff's Charity Eye Hospital 
Retinoblastoma Surgeries 

Mast. Abhi Kumar 

DEL-G-24-01-4579 

Items 

EUA(Examination 
under Anesthesia) 

AGE 

Chemotherapy 

Total 

Oculoplasty and Ocular Oncology Services 

Address/ 

Phone: 

Age/Sex 

Cost per 
Unit 

2000 

2500 

1 year 

No. of unit 

DR. SHROFF'S CHARITY EYE HOSPITAL 

Sirsi, Gaharwar, Mirzapur, Uttar 

Pradesh-231001 

1 

1 

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 

NABH 

Dr. Shroff's Charity Eye Hospital 
Delhi is Now NABH Accredited 

ALWAR SAHARANPUR MEERUT LAKHIMPUR KHERI VRINDAVAN KAROL BAGH (DELHI) 

AOUALITo 
LHIAHCA 

Aprox. Cost 

2000 

2500 

4500 


