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l-1 f I voo [.f:-{lf Ht~) (Attach Proof of Income) 

~~ 3TI'll (3TI'll'ifil~~) 

PAN No. ~'&@lffl 
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DECLARATION by APPLICANT· ~ mi mqun ~: 1 th best of my knowledge. Any false statement will render my Application & ongoing assistance, ij 1) I hereby confirm that all dota1ls 1n this Form are rue o e •~

1 liable for rejec11on/cancellalion I d f K h ka Foundation will be used only for the "purpose", as slated in this Form, for which such assista 2) I solemnly confirm that assistance, 1f rece ve ram as 1 , n~ 
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AGREEMENT by APPLICANT ( ~ IDU "ifim) ---... 

1) By affixing my signature or thumb impression on this Form, I (Applica~t) herebr, agree~ authorise ~oshika.Foundation and it's Trustees to ---.... 
uselpubhshlput-up/reproduce my name, address, photo & details of the purpose , for which such assistance is requ.ested(granted, through any 
medium, including but not limited to verbal, print, electronic, for sohc1llng dona~1ons for Ko~hlka Foundation and/or disseminating information about it's 
act1vilies/ach1evements. 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) 1 (Applicant) further agree that any such use of my name, add~ess, photo & details of.t~e "purpose", for which such assistance is requested/granted WIi i not automatically entitle me for receiving or continuing the said assistance. The dec1s1on for granting and/or continuing the assistance w·11 t , 
with the Trustees of Koshika Foundation, and their decision s IS regar WI e ina an acceptable to me. · I th' d 'II b f I d I res solely 
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
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By affixing hereunde.r, signature of our Authorised Signatory for recommending this case/patient for financial assistance from K h'k F d r (Hospital) hereby affirm & accept following: os 
I a oun a ion, we 

1} that we neither are presently nor will !n future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are 
request1~g to get Imm Kosh1ka Fo~ndation, to the exte~t that such assistance 1s granted by Koshika Foundation. If the requested assistance is not granted 
by Kosh1ka Founda(1on, in part or in full, then the ~osp1tal r~serves it'~ right to make up the shortfall from another NGO or any other source. This 
confirmation essentially state.s that the Hospital will not avail .any duplicate assistance for the same patient/case from any other NGO or any other source. 
2) :he a.ss1stance from Kosh1ka Foundation 1s only financial in nature: The ch~ice of the treatment/procedure advised/conducted by the Hospital on the 
patient, 1s based on the arrangement between the patient & the Hospital. and 1s 1n no way influenced by Koshika Foundation. Hence, 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 responsibi lity 
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in the matter. 
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Dr. Shroff's Charity Eye Hospital 

Dear Mr Tandon 

Greetings from Dr. Shrofrs Charity Fye Hospital! 

Please find below attached estimate expenditure of Baby. Anaya Kesharwani-E/0825/0156 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr. Shroffs Charity Eye Hospital 
Delhi is Now NASH Accredited 

Name Baby. Anaya Kesharwani Address/ Jajra Bazar, Prayaganj, Uttar 
Pradesh- 212107 

Phone: 

DEL-G-24-06-3986 
MR N Age/Sex 2 years 

S. No. Treatment Items Cost per No. of unit 
date Unit 

1 14/08/2025 EUA(Examination under 2000 1 

Anesthesia) 

Total 
I/ 

/ 

:::',~:Y 
Director 

Oculoplasty and Ocular Oncology Services 

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 

OTHER CENTRES 

Female 

Aprox. Cost 

2000 

2000 

ALWAR e SAHARANPUR • MEERUT • LAKHIMPUR KHERI • VRINOAVAN • KAROL BAGH (DELHI) 


