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By affizing hereunder, signatine of aur Aulhored Signatary for recommanding this caselpatient for financial assistance fom Kthika Foundztion, w
(Hospital) herely affirm & accapt Tollowing:

1] that wes neither are presenly noe will i futune svail of insncil ass|ztatioe fram anether 8GO or any other yource, for Ihe =ame palisnticases, au we ano
requesting 10 get lrom Koshika Foundation; to the extent that such assistance 5 granted by Koshika Foundation, If the requested asslstance 1% rot grante:
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Dear Mr. Tandan
Gerectings from Dr. Shrol™s Charity Eve Hospital!

Please find below attuched estimate expendiire of Kulsum- E/G724/0127

Estimale cost of treatment
Dr. Shroif's Charity Eye Hospital
Retinoblastoma Surgerfos

Name Foulsum Address/ 8267, Kusha rehman, Chandn)
chowk, Dalhi
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Oculoplasty antd Ocular Oncology Serviees

DR. SHROFF'S CHARITY EYE HOSPITAL

5027, Kedar Nath Road Daryaganj, New Delhi-110002 India
Ph-011-4352 4444 4352 BBE28, Fax : 011-43528816
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