
APPLICATION FORM FOR ASSISTANCE (Healthcare) lC~hika 
~~lll(!I ~ ~ ~ <~W'l@) foundation 

APPLICATION No.: 

210 g J-.5f O 16 3 :;.;c:ltoN DATE: / L(-O i ·W) : 
Building block of lift 

~ffl; 

NAME of APPLICANT ; 

Y uvie. ,1 J ~H i+-K~JA{ 
AGE-YEARS aTI'g-lf'i SEX @l'I 

~<lil"llif ro 4 V r-r+R. s fn{HE: 

FATHER'S/SPOUSE'S NAME ; 
Y/Ji D Rw! ( .rt:rn--t~} -~' 

~ <Iii "lliJ . --, 

PRESENT RESIDENCE ADDRESS '!fllTl'R ollll1WI 'I@! ~ 
NHV n..... ,t~ I T) H H""'N I ., Ll/ I l-1 R n_ , ll I I< f.l. f-1 ~ ·1 Hr, 1_7, 
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PERMANENT RESIDENCE ADDRESS : ~ ~ 'I@! 

OCCUPATION : 
t' IH<_ M f--R_ LP-A1HEf?- I MARRIED (~),~(~) 
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TOTAL ANNUAL INCOME ; 

r,2-0
1
000 l r--11 -r H HZ j 

(Attach Proof of Income) 

~~ 3Wf ( 3Wf 1'iT m~ "fiw:I) 

PAN No. ~~ffl 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever la applicable): Yea/No 

~ 31J1f 3Wf ~ ~ ! (;in 1lR '1 ~ ll'{ .in <Iii f.l'ln:! ~I li / ~ 
FAMILY DETAILS llftim fcrcnVJ 

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

lliliffl llftim ct m 1'iT ':!Ill all(~) IB7l ~cttllii~ 
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BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 

<1l'fl«ll ct fu4 mm ~ 
BPL Card EWS Certificate Ration Card Any Other 

{Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 
Basis f 

l}'00~'1fi~'lll!l'O'f~ ~oll?f~'5l'l!JOI~ ~<lilt 
~~ 

(Wll"I ~ 11,l iJTtlT 1ml mR lfit1 (Wll"I ~ 11,l "0fll1 1ml mR lfit1 ('5l'l!JOI ~ <Iii "0flll lrnl mR lfit1 

"PURPOSE" for REQUESTING ASSISTANCE: 

~ ~ f<l;q lfll min 1'iT ~: 

Sr. No. Medical Reports/Prescriptions Attached 

lli1i m ~ "ij ~ "'1 ~ ~ ~ "fiw:I 
f n I (-}-(,1 Ii OR I C - P t 71 Jlll\'t""'K u-n T n i"-1 rr , 

I {( ~ - 1-1 7 fl'l > /V I - r 11 C,.,f\.{, 1 , f 1-- K J.l1!/ v 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES/\/'() 

~ ~ <fi "Si <lilt JR .imill Q 3A l<!ra "ij ffiq'f 1lllT "? 7 

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

lli1i ffl aRWff<lil"llif ffl tr( .mr@l mil 

/A/T-1 

' 



DECLARATION by APPLICANT: ~ mi "l1l'l"11 ~: A f \se statement will render my App\icauo 1) I hereby confirm that all details In this Form are True to the best of my knowledge. ny a n & ongoing ass\ liable for reIection/cancellation. . . d only for the "purpose', as stated In \his Fo 
st

ance, 1! any, 
2) 1 solemnly confirm that assistance, If received from Koshlka Foundation, will be use rm. for Which such was requesled by me. . . . . . full from any other sourcelemp\oyer/insur assistance 
3) I hereby confirm that I have not & will not m future, avail of reimbursement, In part or 10 

' anee COrnp for Which this assistance is requested ~ fimu1 ~ <liYfl ~ 'ltll1 ~ t 
111 

any, of the arnount I) ~tll'1'ltl<!i""1{fi!i~~it W1ll<l'll1fi~"t1ft~'t~.!Ft~~t1'lffe( ;;i)~~~~ llt\~~ 2) ~ ~ o1t ~ m'l1 "~ ~ 11
• ~ '81 o!! wt~~ om~ qi! 'ifd 1fi full fililll ,=.fiiltn ~ ~; m ~t, ~ ~ ~ t, 3) if ~<li""1{filim 'lml@l~~wt.n<1i1 TTtt ~mt1<1il 3lITT1l!i'lll~~ f.!;m 3P11llll 1 ~,t ~

11
• 

AGREEMENT by APPLICANT ( ~ mi q;m) ~ 1 
. & uthorise Koshika Foundation and it's T 

1 l By affixing my signature or thumb Impression on \his Form, I (Applicant) hereby agree . a h slstance is requested/gra t d rustees to use/publish/put-up/reproduce my name, address, photo & details of the 'purpose", for which sucF as dation and/or disseminate.' through any medium, Including but not limited to verbal, print, electronic, for soliciting donations for Koshlka tn r after my treatment 
O 

t~fi;"forrnation about i\' activities/achievements. Such use of my photo & details can be made by Koshika Foundation be ore 
O 

r u I 
ment of the "purpos:" for which assistance is being requested. 

" for which such assist . 2). I (Applicant) further agree that any such use of my name, address, photo & details of the 'purpose
1
.' and/or continuin 

1
~nce Is requested/granted will not automaltcally entitle me for receiving or continuing the said assistance. The decision for gran ing g e assiStance Will rest sol~! 

'\h th . . . . . fi I d acceptable to me. Y 
Wt e Trustees of Kosh1ka Foundation, and their decision Is this regard will be ma an 
l) ~ rn 'R 3l'R m~ 'Ill am qi! mq wm, ~ (~) amt~ "11 ffe qi{llt {~"~~am~~ 

II~~ 1liT<ll t % l)u ,rq '«!!, 'liR1 am o1t ~ ~ V<r-.l 'q • t ~ "ffl1i!il" ~ "'ITTll. ~. ~/'lll ~ ~ ~ ~ ~ 31tt ~ t fu?I filim ,j\ ~ 111tl!l! • ~ ~ qiB 1fi futz~ i1 it'( ffl q;i m"1! it'(~ 't ~ 'Ill mi:: it ,rn 't mq_ "~ ~" '11 ~ ~ ll 
2 > ~ < 31Tffli) ~ q@ ~ ~ t fili itu ,lq, '«!!, ffl am ~ o1t fl!;' 'W«l1 1fi ~ ~ m1m1 i ~ t«<I: ,rnl.@l <Iii ~ "ffl q-1@!\ ~ ~ 11 ""'1fmt

11 

1!.cfll ~ ~ <lil ~ 3lffi11 am ~ ffll 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
~ <I; ~ 'Ill ~ <Iii f.mR 

AGREEMENT by HOSPITAL (~ i,RT <lim) 
By affi_xing 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 \o make up the shortfall from another NGO or any other source. This confinmation 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. 

~ ~. mm1 <1i1 am~ w!U'ft q;) "fflf<lil ~" ~ m ~ ~ fuili1fut 11>1 .{@\ t ~ lEl (ma@) f.!t,; ,lqiR ~ lll'll c( ~ ~ t, 1) 'Ilg' flli'; m c@IIA 3iti:, it~~~ <rnl.@l mn ~ miffi1 ~ 'Ill fllim 3Fl ~ ~ '3'1fil wft~ -q WI lll ~ ~ t, ~ fili ~ 11fflc!il ~" -a~ o<lil if;~~ 11fflf<lil ~II i,R11W( ~ fili t, ~ 11ffl1ilil ~II i,R1 ,rnl.@l fcR@ ~~ ~ ~ "ffi Ni'lll o!loT i m 31,I@ffi fcim 3R fR m<1iTU ffl 'Ill fll;m 3A ~ ~ ,rnl.@l ~ <Iii ~ p 'tmt t, ~ ~ 'q ~ ~ .i@1 i fili ~ ~ 1W, ffl Wit~~ mil ~ ~ m 'Ill mn 3A WB ~ ,t1 Wl!rwn1 

2. ·~ ~" -a m lit ~ q;c@ ~ 'lfcli@ <1i1 %1 wft 'R ~ i,R1 ~ ~ ~ 'Ill fq;-q ~~<Iii~ wft ~ TI!@@ if,~ c(il fclirq tam•~ ~II mi Q 'l1lffi 'q;J ~ ~ "ffi i1 ~ ffi<lIB 'f1 Wit 't ~~am 31R or.'~ r wil ~ ~ ll>'t wft 3iti: "~" <!ft ~ ~ 'Ill~ ~ ffl 11 "ffl m,i\1 
Director 

Date of Surgery 

31lmA i!l1 • 

1q\i1~ 

20 -03 • 2025 

' 
Ocu\o la 

Adjunct Consult~ ~COMMENDED FOR ACCEPTENCE Director, Medical Education Department 0culoplasty and Ocular 0ncolo~ est ~ ~ Regd. N . 00291 

Dr. Shrofl's Charily Eye~­

(Name of Dr. & Regn. No. w1t~ mp) 
~c!i1,Jll<1mmc1'd'ol. ,. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
-;:qm\~j 

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

,JI! q 1R ffiijffi ~ ~ 

SIGNATURE of TRUSTEE 2 
-;:qm\ffim 2 



Dr. Shroffs Charity Eye Hospital 

31st August 2025 

Dear Mr Ta1don 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast Yuvraj Kharwal-E/0825/0163 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinob/astoma Surgeries 

Dr Shroff's Charity Eye Hospital 
Delhi is Now NASH Accredited 

Name Mast Yuvraj Address/ Nayawasi Dhani, Dugrawat, Rajasthan-

Kharwal 303004 
Phone: 

DEL-C-24-11-5214 
MR N Age/Sex 4 years 

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

date Unit 

1 19/08/2025 Chemotherapy 2500 1 

Total 

BestRe~ , / 

Dr.Sim::;r 

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 

Male 

Aprox. Cost 

2500 

2500 

ALWAR • SAHARANPUR • MEERUT • LAKHIMPUR KHERI • VRIN0AVAN • KAROL BAGH (DELHI) 


