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K~htka APPLICATION FORM FOR ASSISTANCE (Healthcare) 

fl~l£1dl °ITTt ~ m (~~) foundation 
-

Building block of life. 

APPLICATION No.; r;-foq2~j D/6~ 1.c;~oNDATE: ;y:3/9 }~ V 
~m-§!U: - - ~~ -

NAME of APPLICANT : MAST 
AGE-YEARS ~-c:flf SEX '@IT ~ 

AAQHAV 
,. 

3lfcl1;c!i'q;l,itf s~uvzq, fVllrtl I 

~ I 

..._,. 

FATHER'S/SPOUSE'S NAME : 
VPrJIP-.NMJJ [ f-ANVZ) ~ 

'-.-
fl@T~q;i~ ~ 

. PRESENT RESIDENCE ADDRESS cf< nrr(3lfclml<f 't@l il:~: \Ill I 1-tlt P, l"'- ,;..,.,A\ffi IV'( Arv " ,l'!, fl.,,/J ,r ,_,.. ..-. v':'bf< 1 

11, /r:vtl p Mf){:. ,,I.A-/ - ,, d) W: CV'll 

\ 
PERMANENT RESIDENCE ADDRESS : ~ ~ ,rnr ~ - -

\ 
-

--
. I MARRIED(~), u~~~) Vt} 

OCCUPATION : ~URcJL 7 f-AHu_;, 
~ 

TOTAL ANNUAL INCOME : 
l;~o rrrro { fl+f}f u, 

(Attach Proof of Income) 

~mfifci;aw:r 
(~clil~~) 

PAN No. ~ "&@T m§Zll 
ARE YOU AN INCOME TAX ASSESS EE (Tick whichever is applicable): Yes/No 

<FIT 31N 3WI cli{ ~ t (iift lfP:! ID ~ 1:1\ ~ clil mTR m1 'ITT I -;m 
FAMILY DETAILS -qftc!R FfcRUJ 

Sr. No. · Name of Family Member Age (Years) Gender 
Relation with Applicant 

liilfffl ~ qi' ~ qi! ';f11l "3lJ (c!'f) '@IT ~ 31T<K<1i it W?.n!Ml~ 

f 11A. l f J;} NA-fYI 3'1 fl,Utl/~ f-1) JY/ l:/"-

a.. ruUT A ~, I CA.,:,,, ..-f'./ ' l\1uIn~ 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 

~<li'~mRI'~ 

BPLCard EWS Certificate Ration Card 
(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) Aher 

'IJtl.lt wr i ~ !lllTDT '<l'lr an;q m 'a!lf 'lNJ1'I ~ o<lffl'<m 
roof 

(WW'!~ '11ft '!Jl'tlT '!ml tfw;r '!fit, (iftllllT -q;{ 1'IT W!l W!I' l@T'I ,i;tl (W!M ~ 1'fi1 tWl'l 1lflf l@r.l 'liitl 3F-T~m~ 

"PURPOSE" for REQUESTING ASSISTANCE: 

~ ~ f<t;q ~ f.!;o1 '111T ~: 

Sr. No. Medical Reports/Prescriptions Attached 

slii:rffl ~ ~ ~ 'll\1 ~ ~ ~ ffl 

I I\ I M J rvI) ill,.,- R ~ ti,,.f\)J'I 'h. ..1 .-tlm) M1) 
Cl' TR r.A-m,,1 C.N'r - f. tJA 

~~•-•·· 

, ... ..,. .... 
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,. 

IJ' ~ 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 
(\,UY' ~ ~ i ti~~~ fcirt:it ~ ~ 7-i m lf?.U m? 

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

i1i1'.fffl 3R~~';f11l ~~wr-«llmTT 
wn 

-• 

I 
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DECLA;RA;;T:;:::~:-::-:-----:-----:----------------------------
1 ION by APPLICANT: ·m, r.m 1Wl'1ll ~: 

. 

) 
1 
hereby co I h . 

. 1 r & ngo1ng assistance, if a 

llah1u I n 111 n 1 ,it all details in this f orrn 11ro Truo lo tho bnst or my knowlodflc, Any false statement will render my App ,ca ion ° '·, 
?) 1 soi or r<?Jocllon/cancollallon 

h · 
1 

omnIy confir ti t . 
• d . th Form for which sue ass1s ance 

wa~ ruq 1 . m 1n a:.•l~tonco, 11 rc•w,vod trom Kosh1kn I oundot,on, will bo usnd only for thu 'purpose , as state in is • 

3) It, IP.Slf)d by IT1f' 

f Hrnhy conf 11 · 
1 

company of the amount 

or Which thl irm 1at I havo nol & w,11 not 111 futur, , avnll of reimhur•urnr:nt, in pail or in lull, frorr any othor source/employer insurance · 

1
) ~ s n:.~i<,t;,nco ,~ rPqu11stud 

q 'll'fl111 lttiu ~ f!f ~ I r . • , ,tfr lffl'frll mm ""1 'l!I 1'ff.ift ll 

i) 'Ill . ..._ •. l'l 1,a" 11 ,.,.1 "Ill 111 t ,,iwq ,tu ijf-H;rt\ 1, :!f[TITT Tfr''l lfl ,lift ~1 ,ffe lttl fF~,.r{llf rv.i ,i;~.f'f 3fffr'l wn 'ifT1lf .,. m 

J) -q l':HJ o!l 'lr.flHll Tifti "Tf~flHI ,i,r,r;hH", !l •·ft ';jjJ ftl 1., '3"Jl·~I d'PM ;pft .-!~l'l ,fit ,1fJ ,i; @it Ri!l1 ':ilfll1ll, '.ii) {H 'JT1!;tJ if tfTI ~ i1 • ~ • 

~ 'lf.1'/Jl \ ~ fl.rii '!lm<fl ;!l 'll 9f•fll ,,a "' ~. '311 ~11/1 ·.,J mr,m; 711 lfilil'f ITT'll rn,m ~ '11Ti!tf:rirmr.r,frin <fiUffr 1l :i ill fw1'I t $ 1 tr 1W,!'7.I 11 iflll 

AGREEMENT by APPLicANT ( ~ WI >fiUT) 

1
) 

8

1
Y affixing my signature or thumb impression on this Form 1 (Applicant) horeby agree & authorise Koshika Foundation and it's Trustees to 

use publish/pt t / d dd ' 
d th gh any 

. J •up rcpro ucc my name, a ress, photo & details of the ·purpose", for which such assistance is requested/grante , rou . , 

mect,_um, including but not limited to verbal, print, electronic for soliciting donations for Koshlka Foundation and/or disseminating information about ,ts 

activ1t c I h · ' 
f h • • 

1 
.s ac ,_cvemcnts. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment O I e purpose 

for which assistance is being requested 

2
l_l (Applicant) further agree that any such use of my name, address, photo & details of the 'purpose", for which such assistance is requested/granted, 

wl,I not automatically entitle mo for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely 

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

1) rn m 'R 3l'f't mim 'lll ..m <1,1 fflt/ WTF!i1:, {f (~) 3ml ffl1ffi! <!ft~ '!li«ll ( 'q;ci "clilffillil mffl ;m{ <l'Wfi ~ "q;'l ~ qi{ffi ( f1li 1ttr "iT'l, 

t«11, "'1il am w ~ rn ~ ll mfi«I t ~ "~" ~ ~. ~. 'l!f,'Alfll'f ~ ~ t1-¢ rrfufclfl.ill'f 3!n ~ q;- ft:1-q f<fim tit 'lmR 1il"'Al! 

,l W1'1ful llwi ti; ~ ~ ti 1lt V<r.l '-liT ~ 1lt ~ ~ 'l'ffl 'lll <Ill!; ll qit'! ~ ~ "<li1Wlil ,mm" 'If ~ ~ t I 

2> 1' <~) rn <I@~~ t ~ ll'TI 'lfll, t«11, 'lliTG) ;m{ ~ ',jfJ ~ tllF«ll ~ ~ t1 'lllftfll t ~ m: tllF«ll '-liT ~ ~ cf-!@lt ~~ii 

";lilfiR;J" V'lfll ;rn,t ~ '-liT f:Mtl afu ~ ill~ 'Ml 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION ; 

~ ci; rnM 'lll 3llJ'3 '-liT f.mA \__ 

~ 
AGREEMENT by HOSPITAL (~ ml <iim) 

By amxing 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 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 

m ~. m:mem <1,1 3lt{ ~ lll1IBIWir q;) "cfiTITT!il ~" ~ mfutl ~ iu fu'!rnm <i>'I o!liit t f;;m ~ <~> f.19 T<liR ~ 1'lR' ~ ~ <li«l ti 

1 > ?ff f1li :i m <i<fG'R ant "I -gr ~ -q' ~ ~ f<ITTfl -m ~ ~ 'lll f<fim 3Pl t'-lTil ~ '3<@ wft/llllffi -q: ~ 'lll 'l't rt t. ~ ~ rn "<li1fml ~" 

~ ~ T<fij ,t <l'Pil~ -q' "cfiTITT<lil ~" ~ m ~ ~ !1 ~ "<li1Wlil ~" ~ ~ fcRfu 3TI'ftr<I;~ tq ~ :m f<li'lll -.rrm tit~ 

f!im 3P-1 in m<nm ~ 'llT ~ wt ~tR ~ ~ m <Iii ~ wf~ '{&lll ti rn ~ 11 ~ ~ -.rrm t f1li 3W«I@ mfri:I ~ '3<RI wi\fl'llt@ ~ fc!im 

~ 'ITT<liTU ~ -qi ~ 3F< m~.:r-1 ~ :it! wrrffllit1 

2. u~ ~" ~ m ~ ~ $@ fqfcrq wefo ll>1 !1 wit 'II\ ~ ~ ;;, ~ ~ ~ m ljt) ~ <Iii 'J'll<I wft 'q;ci ~ 

q; ,iA i:fil ~ t ant Ucfilfui:fil ~II ~ ~ V<f>'R i:fjJ c!iW ~ "IWJ !1 ~ ~ 'fl wft ~ ~ ~ ;m{ 3lR ~ <I>'\ mu~ wft 'q;ci ~ 

'i.l>1 'ITT) .,m "cfiTITT<lil" cfft ~ ~ 'llT ~ ~ ~ 11 "ftt mll 

Date of Surgery 

~ ~ ,~ 

11-04-2024 

RECOMMENDED FOR ACCEPTENCE 

~cf,"~~ 

~ Dr. CHHAVI GUPTA 
W. Adjunct Consultant. 

' (Nqtl11St1 ilniliiRnN6otWJI~~ 
~ RsgllINa. ffffli"~. ,. 

SIGNATURE of TRUSTEE 1 

~m~l 

~ 8~ OSHIKA FOUNDATION 

Or. SI 

(Name, DesignationQl'Sfa9"p of Authoris d Signatory 

Ocutopras M 
DI~~ 

3lRfficli - ~hrott'S Charity yt Hospltll 

SIGNATURE ofTRUSTEE 2 

I 



111 ,1111 ,II ' r h,irlly I yo I lo ,p1t.1I 

I 1, 1111 I M1,w NAHi I /\1,<,111d1tud 

l)t'.11 M1 I ,mdnn 

\'kas\' ti 11d \wh,\\ att,1dwd t·s11111ah' t·,pt·111 li111n• 111't\l11st. R11gltnv l•/(l<).
11

1/01(1} 

I •1thm1l0 coiit of lroal111011t 

Dr. Shroll'n Chnrlty Eyo Ho~pltal 

Hot/110LJ/i1s(o111u S1119or/cs 

N.1mc M,1:.-;t. lt1ghnv Address/ VIiiage Bhainsta kalan, 

Shahjahanpur, Uttar Pradesh 

Phone: 242001 

- " 

DCL-G-2'1-09-5504 
MRN Ago/Sex 3 years 

S. No. Treatment ltoms Cost por No. of unit 

date Unit 

1 9/24/2024 EUA(Examination under 2000 1 

Anesthesia) 

\\ 
Total 

llcsiRcy 
Dr. Simn Oas 

Director 

Oculoplast~ 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 

ALWAR e SAHARANPUR e MEERUT • LAKHIMPUR KHERI • VRINDAVAN • KAROL BAGH (DELHI) e MODI NAGAR e RANIKHET 


