
APPLICATION FORM FOR ASSISTANCE (Healthcare) lC~hLka 
B~l~?II 4 ~ ~ (~ "@'I'.!@) 

foundation 
APPLICATION No. : 

€1 t18)-S ( tJ 1 sz I ~C~ON DATE:/ 1- -@ r 2JJ)~ Buildin block of life ~w,:n: ~ -
NAME of APPLICANT : Shlv'AN~HU R ft :1 Pt-1< I AGE-YEARS ~-<!li SEX fu'rl 
~<Iii~ 

I 03 YE:-ftRi fVlfH.E: 
FATHER'S/SPOUSE'S NAME : 

SUSHI\... l?_~J~< l, t--tl1 H E--R) ~ fi@J~ <Iii "Ill{ 

PRESENT RESIDENCE ADDRESS c@l!R ~ 11m ........ 

lrlf\ 1
' ·~ rvu,,,,,,,c,,.-'< ..-- ..,...,, 6 

c._, r< lh'V -- /YI 1-n IV..l...-f ~ 

~~~:~ , fti.A, f+-1 Pl I{< 'tYl 1-nJj..,j \/ ' ,. VI< A-(JS I/ l-l -
/ L1 'X '<..' ·-2-" 

PERMANENT RESIDENCE ADDRESS : 'ftlJ \ ' ~ 3ll ITTllll '11m 
A ii ' ., . ..,,,---

OCCUPATION : rC.fi-BDuR.U (J-4-1HC-f<.. ) I MARRIED(~~) I UNMA~~) ~ 

TOTAL ANNUAL INCOME: 

qc., e-1'lJ 
/ 

(Attach Proof of Income) 
Wl~a:rri:t {__µ-Ty( H ) (~'lfiltll~~) 
PANNo.~gffl 

ARE YOU AN INCOME TAX ASSESSEE (Tlck whichever Is applicable): Yes/No 
~ 3lllr 3Wf <fil: ~ ! (~ 1lr-<I 'ITT~ 1l'l: -mt 'lfiT mTI-1 ~I 6T / "rn 

FAMILY DETAILS -qft<m ~ 
Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant ij;"ltmf -qft<m it m 'lfiT ';{fl! o1il (er!) fu'rl ~-tm~ 

' ,\ l I .\ ,;f 11 . <. '-f inf. HJ:=- -P-1-i Iv (- f' 
:1r I ?_i;, j..:.-1:-( 1-/ r- ml II£ 1-: K 

I ;.> \Jt. \ 
,, , 

~ f- SI T1 :--(.2 ' 
>LIi t:I I f'H 1-1--tr r:- c:. - C.:,T 171 

) . I\ l HJ+-r· I I< A- 0 ,( 'l-17, r7 r:- <:. l <;. 1.:7'--

" .<:'.l n 'Y lJ ou • ..... j AH- <..., 1 ."St l--i< 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

~ -t mf<f:m!~ 

BPL Card EWS Certificate Ration Card 
A~ (Attach Card Copy) {Attach Certificate Copy) (Attach Copy) 

'1JUift WT rt ~ '5lll'l1l'f 'Cf;! ~ 3Wl'1fl!'ITlllUJ'q:{ ~cfili 
B • roof 

( 'lftllUT ir:T <fiT ffl?ll iITTI 'ffi ~ I ('lllll'll '!{;j! <fiT ffl?ll iITTI 'ffi ~ I ('ITlllUJ ll:i <fiT ffl?ll iITTI 'ffi ~ I ~ ~ ~ 

"PURPOSE" for R,EQUESTING ASSISTANCE: 

~ ~ f<l;'l! 'If!! fcAm cfiT ~ : 

Sr. No. Medical Reports/Prescriptions Attached 

ilitlm 3Tft@@~ ~ ~ qft ~ ~ ~ ~ 

' 
J) ~/\;{MJ1 - I< (.. T I f\ P-R. r J.+-f.. Tn N f+ 

0 , r< 1-....1 1 ", e:; A\ n - '71/f-+ 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES l,j}._ 
~ $ <t ti_~ ~~mt ~ m ~ fwlT ~ m? . 

Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

ilitl m ~mcfil'=!Ttl ~ ~~-um 
~ ;r.-i-



b APPLICANT: ~ i:ru >it'lf01! "'' t f my knowledge. Any false statement will render my Application & ongoing assist 

DECLARATION Y I th' i=or'Tl are True lo the bes O 

ante , 

r, that all deta, s If' ,s 

• • as slated in \his F f · ' 

1) 1 hereby con ,rm n/ ellalion. 
r k F ndatlon will be used only for the purpose , 

om, or W!-oich such . 

liable for reiecllo m ~;~ assistance. if received from Kos I a ou ' 

. 
ass,S\a 

2) 1 solemnly co;fir e 

I 
f 'mbursement in part or in full, from any other source/employer/insurance company f "I.. 

was requested Y ~h t I have not & will not in future, ava, 0 rei ' 

, o \he all',,,. 

3) I hereby confirm a t d 
• 

. 
. 

'"lt 

for which this assistance is reques e 111' ~~-qt\~~ ~ m'l 'Q.ci ml ll ~ ~ ~ 11,l.1 'if;'-l'I ~ 'll'!ll ;;i@1 l ill -qu mtlftTI ~ ~ 

1> ~ mq1lll ~ i fl!;; .. :;;~ .. ~ .11 ~mt,~~ om~""' 'lf<i ~ n,q f<l;-qi -.uitrn, °" w ~ it 'qU 1llll i1 "II~, 
2> ,tti;ru~,m,ll!T ~ ~<!ii'lf{t oll'ufu<fil atim<li"lll~ ffl M 3R~rcittn q;tq;ft~"liil IBllll ;;m"li, ~ii. \ 

J) ~ ~ ~ { fq; ~ mTl@1 1fl\" ' AGREEMENT by APPLICANT ( ~ ~ 'ifi{R) 
~l 1 
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or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to 

1) By amxing my sra ~:ce my name, address, photo & details of the "purpose", for which such assistance is requested/granted, through any 

use/pubh~h/i:~;~P ~:rnot limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's 

medium, inc . g nts Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the •purpos • 

activ1t1es/ach1eveme · 
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for which assistance is being requested. 
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. t) f rther agree that any such use of my name, address, photo & details of the purpose , for which such assistance is requested/granted 
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AGREEMENT by HOSPITAL (~ ~ ~ ) 

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 

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 lo make up the shortfall from another NGO or any other source. This 

confirmation essentially states that the Hospital will no\ 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 \he treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 

in the matter. 
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FOR INTERNAL USE of KOSHIKA FOUNDATION 

P.e~d.No .00?.9' 
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Or. Shroff's Charity Eye Hospital 

Caring for the community since 1922. 

Dear Mr Tandon 

Greetings from Dr. Shroff's Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast. Shivanshu Rajak-E/0825/0158 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Or. Shroffs Charity Eye Hospital 
Delhi Is Now NABH Accredited 

Name Mast. Shivanshu Rajak Address/ Makan number- 216, Gram 
madai, jabalpur, M.P.- 483225 

Phone: 

DEL-G-23-01 -3062 
MR N Age/Sex 3 years 

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

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

Total 

Best Rega~ 

Dr. Sima Das 

Director 

Oculoplasty and Ocular Oncology Services 

DR. SHROFF'$ 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 

Male · 

Aprox. Cost 

2000 

2000 
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