
APPLICATION No.: 

NAME of APPLICANT: 

OCCUPATION: 

APPLICATION FORM FOR ASSISTANCE 

FATHER'S/SPOUSE'S NAME: AZAD (PMee) 

PAN No. T a 

HND-1II 

TOTAL ANNUAL INCOME 

E0324o145 

Sr. No. 

Sr. No. 

Sr, No. 

DE 4-21-D3- 41S4 

MAST RIyAZ 

FARMeR 

BPL Card 

(Attach Card Copy) 

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

PRESENT RESIDENCE ADDRESS HF 31AI04 YI 

VILACE 

J, 20, 000 (FAmeR) 

Name of Family Member 

A42AD 
INIRAALe 

DIAGNOS 

0LATA 

PERMANENT RESIDENCE ADDRESS : Ts 3TT YGI 

APPLICATION DATE: 

(Healthcare) 
(Tare� taa) 

EWS Certificate 

(Attach Certificate Copy) 

AGE-YEARS 3q 

3yEAS 

NA 

NAME of OTHER SOURCE 

HARyANA 

Yes / No 

ai/ 

sl24 

FAMILY DETAILS Yfr fatu 

Age (Years) 
34 (a) 

SEX feI 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

"PURPOSE" for REQUESTING ASSISTANCE: 

MALE 

MARRIED (aenft) / UNMARRIED (orfaenfa) A 

(Attach Proof of Income) 

Gender 

FeMALE 

Ration Card 

(Attach Copy) 

Medical Reports/Prescriptions Attached 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

Koshika 
foundation 

Building block of life. 

Relation with Appllcant 

MOTHR 

Any Other 
Basis/Proof 

AMOUNT of ASSISTANCE BEING AVAILED 



y al delals in this Fom are Trve to the best of my knowiedge, Any lalso slaonent will render my Application & ongoin 

ecicancelalin 

ly fm tut assistNe, itreceived from Koshika Foundation, will be used only for the 'purpose, as stated in this Form, (or which e 

uesied by ne 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

by om hat l have not & wl not in future, avail of reinmbursement, in part or in tul, from any other sourcelermployerlinsurance company 

Nh h axstane is requested 

AGREEMENT by APPLICANT (3TdK# U ) 

By affxing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees lo 

elpublishlput-uplreproduce my name, address, photo & details of the 'purpose", for which such assistance ls requested/granted, through any 

uedium, including but not limited to verbal, print, electronlc, for soliciting donations for Koshika Foundatlon and/or disseminating information about it 

ctivities/achievements. Such use of my photo & details can be made by Koshika Foundation belore or after my treatment or fulfilment of the "purpost 

or which assistance is being requested. 

Date of Surgery 

2)1(Applicant) further agree that any such use of my name, address, photo & detalls of the 'purpose", for which such assistance is requestedlgranted, 

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solel 

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

25-11-2023 

AGREEMENT by HOSPITAL (HaA U T) 

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we 

(Hospital) hereby affirm & accept folowing: 

SIGNATURE of TRUSTEE 1 

FATH 
frae 

1) that we neither 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 

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted 

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NG0 or any other source. This 

confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other sourca. 

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the 

patlent, is based on the arrangement between the patlent & the Hospital, and is in no way influenced by Koshika Foundation. Henca, the Hospital will 

assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 

in the matter. 

RECOMMENDED FOR ACCEPTENCE 

Dr. HAVAGUPTA 
DMCBAMAe7 45 

(Name of Dr BRe�ikLNa War ̀-ARHjar Oncology 

OCCUPATION 

TOTAL ANNUA 

Head of Department 

AN No. TAF 

cplasty and Ocul 

FOR INTERNAL USE of KOSHIKA FOUNDATION aa e 

on 

(Name, Designation & Stamp bf Authorised Signatory 
behalt of HosP 

SIGNATURE of TRUSTEE2 
2 



Dr. Shroff's Charity Eye Hospital 

31 March, 2024 

Dear Mr. Tandon 

Caring for the communlty sInce 1914... 

Greetings from Dr. Shroff's Charity Eye Hospital! 

Name 

Please find below attached estimate expenditure of Riyaz- E/0324/0 145 

MRN 

ADDR 

S. No. Treatment date 

Best Regards 

Director 

2024-03-07 

Dr. Sima Das 

Riyaz 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 
Retinoblastoma Surgeries 

DEL-G-21-03-4154 

Items 

Examination under Anesthesia 

Total 

Oculoplasty and Ocular Oncology Services 

Address/ 

Phone: 

Age/Sex 

Cost per Unit 

2000 

OTHER CENTRES 

3 years 

Village Ulata, H no. 191,Haryana 

No. of unit 

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 

1 

Dr. Shroffs Charty Eye Hospital 
Delhl is Now NABH Accredited 

Male 

Aprox. Cost 

2000 

NABH 

2000 

ALWAR e SAHARANPUR MEERUT LAKHIMPUR KHERI VRINDAVAN KAROL BAGH (DELHI) 


