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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. tor the same pabenUcase, as we are 
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assume sole & complete respons1bIhty of the treatment & 11's outcome & safety of the patient. and Kosh1ka Foundation will have no role or respons1b1hty 

in the matter 
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Oculoplastund ol'l.i~~Mi~ol ~p,ilt\~s. 
Director. ~•R~•,e,~ ~ n 1• 

3lRfu; '31ll1tl1 'tRid No 00291 

r· "'liioY1\ Cha11ty Eye Hospital 

SIGNATURE of TRUSTEE 2 

~mim2 



Dr. Shroff's Charity Eye Hospital 

30th June 2025 

Dear Mr. Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expendi ture of Vishnu- E/0625/0099 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr. Shroffs Chanly Eye Hospital 
Deihl Is Now NASH Accredited 

Name Vishnu Address/ Village Bairmabad garhi,Nehtaur,Dhampur, District-

Bijnor, Uttar pradesh-246733 

Phone: 

DEL-G-25-
MRN 05-4171 Age/Sex 5 years 

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

date Unit 

1 2025-06-13 Genetic Test 20000 1 

Total 

BestRcg,¥ 

Dr. Sima Das 

Director 

Oculoplasty 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 

20000 

20000 
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