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1) | hereby confirm that all detals in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing 2,
liable for rejection/cancellation.

2) | solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which Sugy
was requested by me.

3) | hereby confirm that | have not & will not in future, avail of reimbursement, in part or in ful, from any other source/employer/insurance company,
for which this assistance is requested.
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impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
me, address, photo & details of the “purpose”, for which such assistance is requested/granted, through any ’
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose
for which assistance is being requested.

2)- | (Applicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requested/granted,
will not automatically entitle me f

: or receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest sole|
With the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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(1Hosp|tal) he(eby affitm & accept following: ed Signatory for recommending this case/patient for financial assistance rom Koshika Foundation,

re) tﬂ:;ﬁ“:‘e ':e'thef are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are

h qKoshikg '(:) get fro.m Kpshlka Fqundatlon, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance Is not granted

cgnﬁ t‘a oundapon, In part or in full, lher} the Hospital reserves t's right to make up the shortfall from another NGO or any other source. This

5 Thrma 10N essentially states that the H.osp.ltal Will not avail any duplicate assistance for the same patient/case from any other NGO or any other source,
) ! ne assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the

patient, is based on the arrangemep.t between the patient & the Hospital, and is in no way Influenced by Koshika Foundation. Hence, the Hospital will

;s;::em; astct)I? & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
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N 0. Shroffs Charity Eye Hospital
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§it &= Caring for the communlty since 1914 |
i Delhi Is Now NAgp Accragin
28 February 2024
Dear Mr. Tandon
‘ v Fva enifal!
Greetings from Dr. Shroff’s Charity Eye Hospital!
H F Farhe : oo (
please find below attached estimate expenditure of Farhan- E/0224/0116
eas
Estimate cost of trealment.
Dr. Shroff's Charity Eye Hqspltal
Retinoblastoma Surgeries
dress/ Haji Gan|, Near S,B.|, Patna, Bihar -
Name Farhan Ad ey
Phone:
DEL-G-23-06-4346 ) o
r a
RN AgelSex years e
——
S.No. | Treatment Items Cost per No. of unit Approx. Cost
s Unit
1 210 Examination under 2000 ] 2000
Anesthesia
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—____—__“‘““‘———————————————_______________________________
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Best Regards
Dr. Sima Dag
Director
Oculoplasty ang Ocular Oncology Services
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Ph:. 0114350 e 43éyzaganj. New Delh|-110002 India

- 8888, Fax : 011.
E-mai : SCEh@SCeh.net_ 43528816

Website - WWW.sceh. net
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