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DECLARATION by APPLICANT: irrirof; J;'Jlt mlfV11 TM: 

1) I hereby conhrm lhnl 811 dcla•ls ,n lh,s I orm mo Truo 10 tho best or my knowlmJgo. Any false slalomenl will render my Application & on 
0
_ 

lmhle for f!lJOCl10n/cancoilaI1on 9 ing assista 
2) I solemnly cont,rm !hot o•slslonrc. ,f fl'C<'ivod from Kosh1ka FouncJation, will bo usod only for tho "purpose", as slated in this For r n~ If ;, 

m, or 'llf-' L , was rcqur.slC'd by me . 1c,, Such~;•, 
3) f horetoy conr,rrn Iha! 1 have nol & will 1101111 ruture, avail of ru1mb11rscrnonl, in parlor In full, from any other source/employer/insurance c •i:.t~ 
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AGREEMENT by APPLICANT ( 31f<W!i IDI! <Jim) . ' 'it ~ 1 

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation a d . , 
use publlsh/put-up'roproduce my name, address. photo & details of the "purpose", for which such assistance is requested/ n its Trustees to 
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or dissem·granted, through any 

. d . . mating informar act1V11tes achievements. Such use of my photo & details can be ma e by Kosh1ka Foundation before or after my treatment f ion about it's 
for which assrstance is being requested. or ulfilment of the 'purpose" 

2) I (Applicant) further agree that any such use of my name, address, photo & details of the "purpose", for which such assist . 
wi I not automatically entitle mo for receiving or continuing the said assistance. The decision for granting and/or continuing t~nce I~ requested/granted, 
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me. e assistance wI11 rest solely 
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
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AGREEMENT by HOSPITAL (~ ID1! ilim) 

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation 
(Hospital) hereby affirm & accept following. · we 

1 J that we neither are prese~tly nor will in future avail of financial assis!ance fr?m another NGO o~ any other source, for the same patienUcase, as we are 
requesting to get from Kosh1ka Foundation, to the extent that such assistance Is granted by Kosh1ka 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 wil! 
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. 
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Date of Surgery 

~lfilalim 
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RECOMMENDED FOR ACCEPTENCE 

~<(;~~ 
Ire or 

Dr. CHHAVI GUPTA Oculopla nd ular oncology services 

AdJunct Consultant, Directo~ · alH~~~n P!~~:~~~ Signatory 
uloplasty and Ocular o_ncology Services (Name, Design .'ffl.vvc:ff 1 'bl~ 

Na~ Qfh~!&tk&wn,.11~~88? Mlh siamp) Dr. Shroff% UM~~~'2',::;.,.;f 
~•ciiTf!im~- ~"~:I ,Ill q iR ~ 3TI~ 611'1'!>1\I 

FOR INTERNAL USE of KOSHIKA FOUNDATION ~ d fc!. 
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30th September 2024 

Dear Mr Tandon 

. , , , Dr. Shroff's Charity Eye Hospital! 

Gn·d1ngs hom 
4/0164 

. M hd I iasan- E/092 
I d timatc expenditure of Mast. o 

Pka~c find bclo\\ at1ac 1c cs ' 

Estimate cost of treatment. 

Dr. Shroffs Charity Eye H~sp1tal 

Retinob/astoma Surg_enes 

Or ',h•c,ff', Ch ,rt;, f 1 1-!cnpita 

Dolh11 t1, ,, NABt-1 Accr"d'e,i 

Name Mast. Mohd Hasan Address/ Village khulra,Kheri ,Uttar Pradesh-

MRN 

S. No. Treatment 
date 

1 9/24/2024 

I'i 

\ 
BestRegacv 

Dr. Sima Das 

Director 

DEL-G-24-03-

5504 

Items 

Chemotherapy 

Total 

Oculoplasty and Ocular Oncology Services 

262701 

Phone: 

Age/Sex 3 years 

Cost per No. of unit 

Unit 

2500 1 

DR. SHROFF'S CHARITY EYE HOSPITAL 

Male 

Aprox. Cost 

2500 

2500 

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 

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


