
APPLICATION No.: 
NAME of APPLICANT: 

0CCUPATION: 

APPLICATION FORM FOR ASSISTANCE 

FATHER'SISPOUSE'S NAME: 

TOTAL ANNUAL INCOME: 

PAN No. RIS aI HI 

Sr. No. 

Sr. No. 

DEL P- 24- 0l- 6|4 

e0824 O39 

S267H 

BPL Card 
(Attach Card Copy) 

Sr. No. 

BAbY KOLSUM 
KAMRAN A 

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

PRIVATE Tob 
l,0, obD (PANER) 

PRESENT RESIDENCE ADDRESS GGHH 3AIGIH0Y l 

Name of Family Member 

KAMKBAL 

(FAMER) 

PERMANENT RESIDENCE ADDRESS: I AIAIY YI 

APPLICATION DATE: 

(Healthcare) 

AGE-YEARS 3-44 SEX f 

|yEAR 

EWS Certificate 
(Attach Certificate Copy) 

DIACnuoss 
KAYNT -

(PAIeR) 

Yes/ No 

20)82y 

NAME of OTHER SoURCE 

Age (Years) 
39 (a) 

FAMILY DETAILS ytaR faGU 

(Attach Proof of Income) 
(314 al HIRA HTA) 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 

"PURPOSE" for REQUESTING ASSISTANCE: 

MAE 

MARRIED (aafta) / UNM�RRIED rfaa1fe) A 

Gender 

fe 

Ration Card 
(Attach Copy) 

Medical Reports/Prescriptions Attached 

K'ALBILDmA 

Inctzo15u 

esQ20H sJauow ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

KOshika 
foundation 

Building block of life. 

9 

Relatlon with Applicant 

Any Other 
Basis/Proof 

AMOUNT of ASSISTANCE BEING AVAILED 



Iherety con Phat al �etas n his Fom are Thue lo the best of my knowedge. Any false statement will render my Applicatlon # & ongoing as 
OecLARATION by APLCANT w pe 

3)1 herey ovfm at I Ne not & wil not is Aure, aval of 
reeinbursement, in part or in ull, from any oher 

Source/employer/insurance 
company. of he arv 2 soley contm hat asse, celved om Koshka Foundation, will be Used only for the purpos0, as stated in this Form for which such as 

labie eacsnbaeon 

was TeQUesed by me 

rahich ha asataxe rueted 

Usebubiahputpegrote my name, adtess, photo & detals of the purpose, for whlch sUch assistance is 
requested/granted, , through any 

3) By akingy signaue thunb inpression on this Form, I I(Applicant) hereby agoreo & authorise Koshika Foundation and i's Trustees to 

meum inkding but limited No verbal, print, electronic, for soliciting donations for Koshika Foundatlon and/or dissemlnating information about it's 

acthviesachievements Suoh use of my photo & detalls can be made by Koshika Foundation boforo or after my treatment or fulflment of the "purpose" 

r which assistnce ls being requested 
231(Asplicant) rther agree that any such use of my name, address, photo & details of the "purpose" for r which such assistance is 

requested/granted. 

will not atomaticaly entitle me r recelving or continuing the said assistanco. The decision for granting and/or continuing the assistance will I rest solely 

with the Trstees of Koshika Foundation, and their decision is this regard will be final and acceptable to me. 

APPLICANT S SIGNATURE OR LEFT THUMB IMPRESSION: 

-04-2024 

AGREEMENT by APPLICANT (9Tqs TU WU) 

Date of Surgery 

(fahe ) 

By afiing hereunder, signature of our Authorised Signatory for recommending this caselpatient for financial assistance from Koshika Founoauu, w 
(Hospital) hereby affirm & accept following: 

AGREEMENT by HOSPITAL (3HaI Z GK) 

1) that we neither are presently nor wilin future avail of financial assistance from another NGO Or any other source, for the same patientcase, as we a 
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granied 
Dy Koshika Foundation, in part or in full, then the Hospital reserves it's riaht to make up the shortfall from another NGO or any other source. i 
Contirmaton essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO Or any otner Sourbt. 
2) The 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 arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will 
assume sole & complete responsitbility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 

RECOMMENDED FOR ACCEPTENCE 

(Name ofrRe N9-Mh Stamp) 

OculoplrdraNtÊRNALQOSEOTKOSHIKA FOUNDATION Regd. No. 100745 
SIGNATURE of TRUSTEBdff's Charity Eye Hospltal 

(Nam�, Design�tidâra SlanpAuthorised Signatory 
on befalf6FPHospital) gorvices 

virctor, MeicaucionDENFment 
Regu. o n0291 

Dr Shrot Chauty tye Hospital 
SIGNATURE of TRUSTEE 2 

IT 2 

in the matter. 



Ap 

Dear Tandon 

Getigs trm Dr, SarfCharity Eye lopital 

Pese fad elow athed etinae ejenditure of laby Kulsut- EO82401)9 

Name 

MRN 

2 

Best Regards 

Dr. Sima Das 

Director 

Trsutment 
date 

2024.08.22 

2024.08.24 

Estimate cost of treatment 

Dr, Shrofrs Charity Eye Hospital 
Rvtinoblasfoma Surgeies 

Baby Kusum 

DEL-P-24-01-61 14 

Iterms 

EUA(Examination under 
Anesthesia) 

Genetic Test 

Oculoplasty and Ocular Oncology Services 

Total 

Address/ 

Phone: 

Age/Sex 

OTHER CENTRES 

Cost per 
Unit 

2000 

20000 

DR. SHROFF'S CHARITY EYE HOSPITAL 

E-mail: sceh@sceh.net, Website:www.sceh.net 

5267, Kucha rehman, Chandni 
chowk,Delhi, 1 1006 

1 year 

5027, Kedar Nath Road Daryaganl, New Delhi-110002 India 
Ph:- 011-4352 4444, 4352 8888, Fax 011-43528816 

No, of unit 

Female 

Aprox. Cost 

ALWAR " SAHARANPUR" MEERUT e LAKHIMPUR KHERI VRINDAVAN KAROL BAGH (DELH) 

2000 

20000 

22000 


