
APPLICATION No. : 

NAME of APPLICANT: 

OCCUPATION: 

APPLICATION FORM FOR ASSISTANCE 

FATHER'S/SPOUSE'S NAME: 

BAHS 

TOTAL ANNUAL INCOME: 

PAN NO. PIS GI HA 

Sr. No. 

APPLICATION DATE: 

Sr. No. 

Sr. No. 

DEl- c- 2|-||- 4402 

MAST ANKIT 

BPL Card 
(Attach Card Copy) 

CHAND AN KR 

BIHAR 

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

PRESENT RESIDENCE ADDRESS a 31AI04 TGI 

(Healthcare) 
(TaTETY a) 

SADIPUR,. WALSALy 
XL504 

Name of Famiiy Menmber 

ICHANDAN KR MAHD 
SANGTA 
PRI VANSHO 
PINKY 
AN SRH 

PERMANENT RESIDENCE ADDRESS: S 31GTY YaI 

AGE-YEARS 314 

EWS Certificate 
(Attach Certificate Copy) 

5 YeAR MAVE 

(FAD AR) 

/24 

MARRIED (aaifea) / UNM RRIED (Gfaaifea) 
PAMeR) L, 20, 000 

4ENRA SIDRE HLPEKPDeR Atach Proof of lncome) 

Yes/ No 

FAMILY DETAILS faR faU 

NAME of OTHER SOURCE 

Age (Years) 
34 (q) 
32 

SEX feT 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

Gender 

MALS 

"PURPOSE" for REQUESTING ASSISTANCE: 

Ration Card 

(Attach Copy) 

Medical Reports/Prescriptions Attached 

KIINO BLASTDMA 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

Koshika 
found a tion 

Building block of life. 

Relation with Applicant 

FAMEK 

BROH 

SROER 

AnyOther 
Basis/Proof 

AMOUNT of ASSISTANCE BEING AVAILED 

t 

ic 

||ITITTTTITT 

E024 | O|D8 



hereby 
DECLARATION 
by APPLICANT: 

3TG
E 

AR 

ECUT 
E: 

liable 
for rejectionlcancellation. 

solemnly 

2)I 

if assistance, 

that 
confirm 

Koshika 

from 

received 

used 

be will 
Foundation, 

as 
'purpose", 

the 
for 
only 

which 

for 
Form

, 

this 

in stated 

sU
c
h

 

a
s
d

e
 

was 

requested 
by me. that for 

which 
this 

assistance 
is requested. 

AGREEM
ENT 

by 

APPLICANT 

(3MACCE 
ERI 

GU) 1) By affixing 
my signature 
or thumb 

im
pression 

on this 

Form, 
I (Applicant) 

hereby 

agree 
&

 

authorise 

Koshika 

Foundation 
and 
it's 

Trustees 
to Uselpublishput-up/reproduce 

my nam
e, 

address, 

photo 
&

 

details 
of the 

"purpose", 
for 

which 

such 

assistance 
is requested/granted, 

through 

any medium, 

including 
but 
not 

lim
ited 

to 

verbal, 

print, 

electronic, 
for 

soliciting 

donations 
for 

Koshika 

Foundation 

and/or 

dissem
inating 

inform
ation 

aho 
s 

2)1 
(Applicant) 

further 
agree 

APPLICANT'S 

SIGNATURE 
OR 

LEFT 

THUM
B 

IM
PRESSION 

: chandnK
a 

halalY
 

(futhen) 

AGREEM
ENT 

by 

HOSPITAL 

(
H

T
 

AR GUR) 

) tnat 
we neither 

are 

presently 
nor 
will 
in future 

avail 
of financial 

assistance 

from
 

another 

NGO 
or 

any 

other 

source, 
for 

the 

sam
e 

patientcase, 
as we are 

Foundation, 
to the 

extent 
that 

such 

assistance 
is 

granted 
by 

K
oshika 

Foundation. 
If the 

requested 

assistance 
is not 

granted 

Dy 

K
oshika 

Foundation, 
in 

part 
or in 

full. 

then 
the 

H
ospital 

reserves 
it's 

right 
to 

m
ake 

up 
the 

shortfall 

from
 

another 

NGO 
Or any 

other 

source. 

This 

Contirm
ation 

essentially 

states 

that 
the 

H
ospital 

will 
not 

avail 

any 

duplicate 

assistance 
for 
the 

sam
e 

patient/case 

from
 

any 

other 

N
G

O
 

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 

Hospital 
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 

requesting 
to

 
get 

from
 

K
 

in 
th

e 
m

atter. 

By 

afixing 

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 

following: 

RECOMMENDED 
FOR 
ACCEPTENCE 

Date 
of Surgery 

Dr. 
SIM

A 
DASN 

Director 

Dr. CHfAVIAUPTA 
Adjurlconstant, 

(Nän 
pd0A

S
teA

phbitB
ed 

Signatory FOR 

INTERNAL 

USE 
of KOSHIKA 

FOUNDATION 

SIGNATURE 
of TRUSTEE 
1
 SIGNATURE 
of TRUSTEE 
2

 

11-04-2024 

1)1 

confirn 

&
 

that 
al &

 

my 

details 
in will 

Form 

this 

are 

statement 

render 

Application 
True 
the 

to ongoing 

best 
of my knowledge. 

false 

Any 
assislant 

confirm 

hereby 

3)1 

reimbursement. 

of avail 

future, 

in not 
will 
&

 
not 
have 

I sourcelem
ployerlinsurance 

other 

any 
from 

full, 
in or part 
in 

Com
pany, 

of 

activities 

achievem
ents. 

Such 
use 
of my 

photo 
&

 

details 
can 
be 

made 
by 

Koshika 

Foundation 

before 
or after 
m

y 

treatm
ent 

or fulfilm
ent 

of theoure 

for 

which 

assistance 
is being 

requested. 

that 
any 

such 
use 
of my 

nam
e, 

address, 

photo 
&

 

details 
of the 

"purpose", 
for 

which 

sUCh 

assistance 
is requested/aranted 

wl not 

autom
atically 

entitle 
me 
for 

receiving 
or continuing 
the 

said 

assistance. 

The 

decision 
for 

granting 

and/or 

continuing 

the 

assistance 

will 
rect 
e
l 

with 
the 

Trustees 
of Koshika 

Foundation, 

and 

their 

decision 
is this 

regard 
will 
be 

final 

and 

acceptable 
to 
me. 
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h 

Roa
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gan
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lhi

-11
00
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Ind
ia 

DR, 

Oc
ulo

pla
sty

 and 

Oc
ula

r 

On
co

log
y 

Se
rvi

ces
 D

ir
ec

to
r 

Dr. 
Sim

a Das 
Bes

t 
Re

ga
rds

 

To
tal

 

200
0 

1
 

20
24

.0
7.

05
 

und
er 

A
ne

sth
es
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EU
A(

Ex
am

ina
tio

n 20
00

 

1
 

200
0 

S
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da
te 

T
re
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m

en
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Ite
m
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 per No. o

f 
un

it 
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rox

. Cos
t 

MR
N 

Ag
e/S

ex 

5
 

D
EL

-C
-2

1-
11

-4
70

3 

Ma
le 

Ph
on

e:
 

Na
me

 Mr. 
An

kit
 

Ku
ma

r 

A
dd

re
ss

/ 

84
45

04
 Bah

si 

Sad
ipu

r, 

Va
ish

ali,
 

Bih
ar 

Re
tin

ob
las

tom
a 

Su
rge

rie
s 

Dr. 
Sh

rof
fs 

Ch
ari

ty Eye 

Ho
spi

tal
 

Es
tim

ate
 

co
st o

f 
tre

at
m

en
t 

Ple
ase

 find
 

bel
ow

 

att
ach

ed 

est
im

ate
 

ex
pe

nd
itu

re 

o
f 

Mr. 

An
kit 

Ku
ma

r-

E/0
72

4/0
10

8 

Gr
eet

ing
s from

 Dr. 

Sh
rof

f's 

Ch
ari

ty Eye 

Ho
spi

tal
! 

De
ar Mr. 

Ta
nd

on
 

31st
 

July
, 

202
4 De
lhi

 is
 

Now
 

NA
BH

 

A
cc

re
di

ted
 

Dr. 

NEA
LtH

C Ca
rin

g for the 

co
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un
ity

 

sin
ce 

19
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