
APPLICATION FORM FOR ASSISTANCE (Healthcare) K~ hika 
~H:'lllli;!I ~ ~ ~ c~ W'!R'I) foundation 

APPLICATION No .• 

E-( rJi 1-6 / 0 1 Sr .c~iON DATE: n -a g ,-)Q) Building block al lifo 
~ffl: I,--, 

NAME of APPLICANT: BABL/ J)JPT\ AGE-YEARS ~ -1:!'f SEX@'l 
~<lil'llls 

osv~ ~E-mA{t 
FATHER'S/SPOUSE'S NAME : 

\-HtiU N DE--R C f-A1 v, Ei:) ft@r~ "if;! 'l1l, 

PRESENT RESIDENCE ADDRESS <@m:I ~ l@I ~ 
I 1--111\fl - l r J t - ")<..U '?01 1 ,_ I tu I ( /1 Y+-1 I • ft1,-/ r-HV - ~ _c.,,,IP\JV<.. I() f:i_.,H I -- IO 07.. 7... ........__ 

~ PERMANENT RESIDENCE ADDRESS : ..-em ~ l@I . 
/ 

OCCUPATION : 
t.)t-1!;0 u (( ~ Cl-A1v!H ) MARRIED (~)/ U~ (~) ~ 

TOTAL ANNUAL INCOME : 
CJ i) c9-th? Lf41ri~) 

(Attach Proof of Income) '{iR ~ 3W! 
( 3!lll 1liT ti!~ llw-1) 

PAN No. ~ "&@I ffl 
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes / No 
~ 31'1! 3W! lfii: ~ t (~ l{Fl:j 61 o{I 'ti\ tffi clil f.mr-1 ffll 'g'j I -:rat 

FAMILY DETAILS ~ fr.fcRvr 
Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant iii1l ffl "ITT<1Ri~ 11iJ'l]'q "3'!l' (c!lf) @'I ~ <fi.rf'.I ~ 1, I--IFH< (VLJ'7,R (,', M .11.-1 ,... ,ca·,n~ 

") . rrru J 1-n I r<. r t.:- f-'1Yl -n~ (V) ff? v1 f-1( 
7 n..y V SH oz IY)A- F- R l2 ,FH H F-e. 
Lt T)yt JII< l'H'-1 \.v 1:'.1"1 I r-: n i; r--m J '.Ht: {',.,, t' A-n ,... A..,/ /1 < / f,-{ 1-:-K 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 
~.trel)mrea.NR 

BPL Card EWS Certificate Ration Card 
~r (Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 

7JUcit t&i.tm "ll1lfCJI ~ 3r.'l 311'1q,jJ1ll111111a ~.fili 
Basis/Proof 

(J1ll1111 'la <liT iWII "If@ ~ lfill (J1ll1111 'la <liT WII "If@ ~ lfill (J1ll1111 '!a <liT iWII "If@ ~ lfill 
3R ~~ 

"PURPOSE" for REQUESTING ASSISTANCE: 

~-tu ~'tf!)fcf:rcit11iJ ~: 

Sr. No. Medical Reports/Prescriptions Attached 
ifi"l!ffl ~~ "ij ol1U il>1 TJt ~ ~ liw-1 

, . flJA-fJl\.n...tl\ - I< r- 7 I f\ rtrK f .A-{ -r O 14 I+ -
J . 7 r< r---.::.1 -r rr , 1--tu , ~ J..,,, I 1-1 L1 f<. I 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES (\A9--
~ ~~ .t 4 ~ aR ~ fc!im aR ~ "ij fuiu -rru -g)? 

Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 
iii1l ffl ,\A~ <Iii 'l]'q 'ffi TJt -m,tlffl -um 

tviu. 



DECLARATION by APPLICANT: ~ mu "l11!U1I '<!:!: 

1) I hereby co_nfirm that all del_ails In this Form are True to the best of my knowledge. Any f I 
t tement will render my Application & ongoing assistance, if any, 

liable for reiect1on/cancel/at1on a se s a . 

2) I solemnly confirm that assistance, if received from Koshika Foundation will be u d 
I 

f h " " stated in this Form, for which such assistance 

was requested by me , ' se on y or t e purpose , as 

3) I hereby confirm that I have not & will not in future, avail of reimbursement i rt . / ployer/insurance company, of the amount 

for which this assistance Is requested ' n pa or In full, from any other source em 

I) ,l'l),i,,n q;urr {f<f;~ ~if~ Tfll ~~ 'lltt .JAifi1U q; ar:imtm'll1!;1i.,.,.,. ~ -..A,.,.+i • ;;nm tm mt lfflTl@l fu«l'i!,1 o!l ffl %1 

-;;il 'Ufu"~~" ~"°" 4 "01 ol ~,,..,,,~1l:<fqi'f!~'11?11 
2) ,tt mu ~ '<'IO'<>m ' "11 o!l ,ITT o, ~~am~ ilil '!fcl q; fuil fin'll - oil if 'It! lllll ti 

3) ,l~ 1li«ll{f<l;-f.m .w@l tg;~~ "'1~ t_ oll <Ifu 1ii1 3'f1mlli'!ll ~ ~ f.i;;ft 3R'.m!~/lITl!l~=~"I <11 IB'1T ! ~ "I 'ITT~ if ~I 

. AGREEMENT by APPLICANT ( ~ ~ q;m) 

1) By affixing my signature or thumb impression on this Form 1 (Applicant) h . , tees to 

use/publish/put-up/reproduce my name address photo & det'a·i I 
th • ereby agree & authorise Koshika Foundation and its Trus h y 

' · 1 s O e purpose" fo hi h • . di ted throug an 
medium, including but not limited to verbal, print, electronic, for soliciting donati , r w c _such assistance is requ_este _gra~ . ' ation about it's 

activities/achievements. Such use of my photo & details can be made by K h.:n~ for Kosh1ka Foundation and/or disseminating tnfor~ f the "purpose" 

for which assistance is being requested. os I a oundation before or after my treatment or fulfilmen ° 
2) I (Applicant) further agree that any such use of my name, address, photo & details ,. " . . . uested/granted, 

will not automatically entitle me for receiving or continuing the said assistance The d of_ the purpose.' for which such assistance is \eq ce will rest solely 

with the Trustees of Koshlka Foundation, and their decision Is th· d . · . ecision for granting and/or continuing the assis an 
is regar will be final and acceptable to me 

i> ~ Jltr,T 'R 31'!'1 ~'!ll 3l'rra "l>'t 'lJl'! ~. ~ <~> 3l'l'lt ~ "l>'t ~ "li«ll {1!;1i "1limT<lil ., am m ~ "q;J ~ ~ {f<l;-m1-:nt1, 

'«fl, 'liTit am oil fimuT ~ Jltr,T if mflrn t oa "~" ~ ;:qrnt, m, 'l:lr.Rl/l!l ~ $ ~ ~ ~~<I'; full mrr m '!laR l!IUll! 

~ mfur ,rn q; @I( ~ ti ~ Jltr,T 1iil ~ ~ r.tr.l 'ifi' mt 'lll 'illl{ 1l <ffi q; ~ "~ 'li'ram" <( "'!Tm 3lN1!j1I t, 

2> -4 c~J ~<I@-«~ t f<n' mi "llll, 'I@!, 'liTit am~ .n % .mi@l 'ifi' ~-«mt~ m, ,ml@! 1iil ~ m 'ifl@ll ~ -w;iti if 

.. ~" l(c!1l m ~ 1iil f.lvftJ 3l@li am <llt2!1iilU m,n1 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~q;~'!ll~~ 

[\f-0 

AGREEMENT by HOSPITAL (~ ~ q;m) 

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

(Hospital) hereby affirm & accept following: ' 

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 

request1~g to get fro_m Kosh1ka Fo~ndat1on, to the exte~t that such assistance is granted by Koshika Foundation. If the requested assistance is not granted 

by Kosh1ka Foundation, tn part or tn full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This 

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

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

In the matter. 

~ ~ . 6'<fl~ "'1 3ITT 'ij ~/U'it qil 
11

~ ~" -« • 1ffl1@l ~ fuq;fuT <!>'I ;;illil t_ m ~ c~> f.l"! V<liR-« l!R " ~ ~ i, 

1 > <lo'% "' m cllfllR am "' ~ efcr&!! if fcmr.r OOlf<ll M ¾ mlliTU ~ '!ll mrr 3'R "'1111 '{l '31@ 'U'itg '11 wi '!ll ~ ~ t. ~ % rn "ffl11iil ~II 

'ij ~ ffl ~ 'W<lti if "~ ~ 11 

bRT ~¾% ti lffe "fflTllil ~" mt 1ffl1@l f<r-ml 3Tiffli!i~ ¾~"I-ti M -.nffl t m ~ 

m:rr 3r,ll ih mq;m m 'l!l m:rr 3'Pi ~ ~ .mi@! wr 1liT ~ ~ ffl<l1 t i ~ ~if~ im olllll t % 3W«lffi ~ ~ '31@ 'U'itg ~ mrr 
¾ mlliTU m 'l!l m:rr 3'Pi .!1lR 'ij "I-ti wwwft1 

2. -~ ~" ~ 'ffi ~ ~ m fcmr.r 'lllljfo "'1 t 1 'U'it 'R ~ mt ~ ~ ~ lll f.fil! 1fll ~ 1liT ~ 'ttrft v,ci ~ 

~ ~ 1liT fcl'lf!I t 3ffi II ~ ~II bRT M 'll<liR ~ ~ ~ "ffl ti ~ ~ '11 'U'it ~ ~ ~ ~~ffllA &).ire ~ 'ttrft v_ci ~ 

am •~11 <!>'I c!iTt .-m-r= ~~VJ,G.lJRT ,tt ~ Director 
<!>'I ~ '11"'~" 'AdiUOCl Consu1fan ' C: ,;~.~ ~ .... and ocular oncology services 

Date of Surgery 

3i/1!Wnftm ,-z,i,)--~' 
1 ~ l i \ ).,~ 

Qcu\op\asty ano ucuiai v,,74.5" RECOMMENDED FOR ACCEPTENCE Director, Medical Educ;~,~~,u-,-

Regd. No._io~ .. ~ Hospit~ ~ ~ ~ ~~-gd~~-\'. t:v• 14osoital 
-• u1,. ('k,oriht l'Vti UL ;JIIIV"., 

(Name of Dr. & Regn. No. with Stamp) 
sftR{ cfil ,Jtl q ~ q' 't.l. ,. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 

~~ I 

(Name, Designation & St of Authorised Signatory 
on behalf of Hospital) 

,Jtl q' 1R ~ ~ 3W<li!U 

'.SIGNATURE of TRUSTEE 2 

~ fflm2 



Dr. Shroff's Charity Eye Hospital 

Canng for Iha community sines 1922 ... 

Dear Mr Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find belO\, attached estimate expenditure ofBaby. Dipti Dipti E/0825/0157 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr. Shrolfs Charity Eye Hospital 
Delhi is Now NABH Accredited 

Name Baby. Dipti Dipli Address/ H/no. 30, R- 534, 500 Wali Gali, 
Jahang1rpur, Delhi- 110033 

Phone: 

MRN 
DEL-G-23-01-2026 

Age/Sex 5 years 

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

1 18/08/2025 EUA(Examination under 2000 1 
Anesthesia) 

2 19/08/2025 MRI 6500 1 

Total 

a .. ,.,~y 
Dr. Sima Das 

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 

6500 

8500 

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


