
APPLICATION FORM FOR ASSISTANCE (Hoalthcaro) K~htka 
~~~~ (~w~) foun<Lltion 

APPLICATION No. : 

&}012l/} Dlb~ APPLICATION DATE : 2--0 q /2-y 
o,,,,,J,m1 111,,,~ ,,f 1,f. 

~m: amft!P.tt 

NAME of APPLICANT: MA 
ARPIT 

AGE-YEARS 3lf'g-?ltf SEX fwr 

~q;r-;,rq ~T RAJR!l 5 yr;.A,<$ MAl/4-
FATHER·s,spousE•s NAME = RoH rr R 

lrM>-r~ fur~ cliT -;,rq 1-\J lr-t. 

.'CHIV flll< I 
PRESENT RESIDENCE ADDRESS tfih:IR ammitu 1@I 

KUN I\ p_,g HU)-HR...., 17.An.JiimK,. f'\ln111r,r 

T1 KA fvl r. 1\1<. \,/ I J\,/l}N,.,fy/'r UL' ,.,, l'f-1).:, •t, 
u-::i.:.1rir.c:: 

J r'-1 · vr -

~ 7 

PERMANENT RESIDENCE ADDRESS : ~ ~ 1@1 

OCCUPATION : 
l,AbOOR~ l F kP(U(j I MARRIED (fcrc!!fffl), u~) tJA 

~ 

TOTAL ANNUAL INCOME : 
licW; 07ro u~ (Attach Proof of Income) 

~<Um-311'1 ( 311'1 cliT ~ l@T.!) 

PANNo.~~ffl 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes/ No 

~ 3l11l' 3ll7:f~~,t (~l!R"ITT~ 'tl'\~<iiTf.mRWJTltl ~ I 161 

FAMILY DETAILS -qrom fcmur 

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

si;i:fffl "CJRclR qi' m cliT ,Tll' ol,l' (cf!!) 1wr ~cli'm2i~ 

I i:;, [))1 rr KA1.AV 'L__!:; •VJ ,_ 
rff/J1.,.,11 / .., V 

r:?:l. RJ.¥<.nrn1 (}_~ . . _ II I " ~ Ji:/· NI Yf).,/'t!:,,f'<. / 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 

~q;-~fcRfuaTilITT: 

BPLCard EWS Certificate Ration Card Other 

(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) asis/Proof 

1Rliflt©-fq;-,Wwnurlf;l' ~~<PfWIJUl,r,i "3i!ffl <li1i 
3R' '1fiW ~ 

(WIJUI ,r,i c!i't ~ 'll@' ~ <lit1 (WIJUI ,r,i c!i1 ~ 'llfu ~ <li{I (WIJUI '!f:I c!i1 ~ 'llfu ffi <litl 

"PURPOSE" for REQUESTING ASSISTANCE: 

~~fc!;q~f<f!mcliT~: 

Sr. No. 
Medical Reports/Prescriptions Attached 

si;i:fmf 
~ ~ ~ <1,1 ~ ~ ~ l@T.! 

I f')IA &/\Hi VA ~ /-<F"J}1.,I\U) f).._..J LX.TIMA 

~ ./ I l\~Y/9...W I - l '.A--TY.-Jl1 .l) OU~ rv ~ 

I. 

,. ' 

-~•"' 
•: I ' 1 •• ( '•tr,fu 

,. . I .. , 

.... n, r 

~•" "' ' 
., 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES µ,a 
~~qi' 4 <iiW 3R' ~ f<fim 3R' ~ ~ ful!T 71m m? 

Sr._No. NAME of OTHER SOURCE 
AMOUNT of ASSISTANCE BEING AVAILED 

si;i:fffl 3FJ~q,f-;,J"q 
m 71{ ~ um 

\\ ) .ll 



DtCLARATION b)' APPLICANT: ~ t:m \Wl"ll 'll,: 

1) I hcrc-hy conf1nn that all dctn,ts In t111s I onn arc 1 nir to 11111 hcsl of my knowlodqc. Any f ii o &I ilomcnl will mnrJor m; ''Pph,,,,hon e, or 
liable for reJcchon/canc-cll,1110n • g/Jing ,, st 2) I SOll'm:-ily confirrn thot slstnn1 t If rcr, ,wd trnm Koshrko Fuundohon, will bo used only for tho purpo<;o ' us stato<l In 1h11 Frirrr I " a~ far 

wns rc-qli\'~IC'd bv inc . or i1hch si.. h 
3) I hercb) l:Onfirn, lh, 11 ,,aH' 1101 & 

111 
i 1101111 luturo, !MIii of ro1mh11rsc111cnt, in p,Hl or in full, from any othor source/employer/insur,1ri:.o r • a 1 t. 

loni liict> his ss st n,P rrqun, tu! . ;ornp.,rr, r,f llw! 
'> ~ ~1, ~ (. f.;; ~ ,m.~ ~ f.';1i lfli 11m r M{Vf ~11 ~m ;i; a11nH 11c7.1 iM 1m t' 11r: ,i;tt fr.mll,, Tfi ~'.f-1 W!F-1 1Wl1 1i1Tm v. m 'l!ii 7t . l'r.,-,ur, 

.?) -q¼ tro ~ ll11l@l ~ "~funl 'htr'iro~". ~ 'ffi ~mt, mf<lil .i'JITill ;rn) "ro71 <ti! lj.fd ,i; ~ %lll ffl, -it~ lJTf'.'l If tJ7J 1P-!J ti -IT'vl) 9n, "'ti ~ lft,J.t 

1) ~ ~ 1'i'Ull ( ~ 1~ mJl1m ~ ~ Vll'i'll ~ 11t t, -a.i -ufu lfiJ )l!ITTfi 111 .{ffil rnmI f<lim 3FI ma~r-.it?!l <fillRT ~ ~ m R7l1 it ir 'I ~ 
AGREEMENT by APPLICANT ( 3!flWli "G:ITI "'-lim) ~ ll .pr. 

1) B} ,1fb. ng m} signature or thumb impression on lhis Form, 1_ (Appllca~t) hereby agree~ authorise Koshika _Foundation and it's Trustees lo 
ls(' rut- ,;hi put-up rcprodure my name address photo & details of the purpose , for which such assistance 1s requested/granted th 
med um includmo but not limilrd to verbal print' electronic for soliciting donations for Koshika Foundation and/or disseminating i~fo;ougt h any • ' ' ' · F d 1· b f ft ma ion about t' act1\ ii cs. sc.ruevements. Such use of my photo & details can bo made by Kosh1ka oun a ion e ore or a er my treatment or fulfilment of the • ur I s. 
for wh cl\ ass stance 1s being requested. P Pose 
2) I (Applicant) further agree that any such use of my name, address, photo & details of the 'purpose", for which such assistance is request d/ 
WI n I ' · · · Th d ' . f 1· d/ 1· · e granted 

th t
oh aT1.i.omahcall) cnhlle me for receiving or continuing the s~1d ass1slan_ce. _e ec1s1on or grba

1

n ing an or con mu1ng the assistance will rest soi~ly 
w, e rustees of Koshika Foundation, and their decision is this regard will be final and accepta e to me 

I) 'rnffi'l:ll am~~ 3lll-aq;tmq~
1 

-q (3llffl) ~-mqfuq;t~c!i\CIT{l{ci"cfilW<lil1liTfflr-r~~~ "cfil~.fcljo<li«!ljfq;- · 
. .. ll1J 1'tl 

sill. 'CliTcl .,fn ~ fcf<TTu1 ~ m -q' .um t. ~ "~"~-;.nm,~, '!!Rfllflll ~ ~ '{t ~ ~ am ~.J<IT ct fuq %m tj\ ~ ~ ' 

~ .mfta ~ ~ ~ ~ ti 1lt m lfi1 ~ 1lt ~ '1fi ~ 'lll ill1{ lt <liT-1 '1fi ~ "~ imm" cf -;.nm ~ t, 
~> ~ <~> TI1 ollcl 'Q~{fcli iro-=flli, "«II,~ ~fcfcf{ut~fcli~<fi~'Q•t~m: -mTl«ll<fil~~<Rffil1 ~l!I<i~ii 
.. ~.,~~~-<fil~amttl~<llti:rcnrUml 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

i>l~<.<t <Fi~ 'lll 3J1ra <ii1 mrr=i 

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 
(!-1osprtal) 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 lo 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 
n the matter 

~ ~. ~ ~ am ~ wmifl qi! "~ ~" '{t fqfu<I ~ ¾ mfu1 q;t ;;rmt t, 1;;m ~ (Til@@) m VcliR ~ llRI " ~ ~ i1 
1> ~%~m cffitlTi ~,m ~-q'fq@<l'm'fl«ll fl!im~mq;m ~ 'lllflnm 3FI t'-lffi'Qo<fflwit~ "il~'lll ~~t ~fc!;"rn"~~ .. 
.:i ~ o<ffl ~ ~~ 11 "~ ~" "G:m W, ¾ 1% i1 ~ "c1,1Wlil ~" bR1 -mTl«ll fcRfu 3llfuq;~ ~ ~ m M ;;i@f tat 3ltl@@ 

f-f:m ~fr{~ m:tillllfclim 3FI ~1:f'T'Q-mJcralffi <fi131Nc!iRwf'a.mwmt1 ~~"il~ciim;;r(al ti% ~fufil!IW,~wftg~f<l;1i\ 
111: ~ -rw.u m f,f;m 3PI m1:f'T ~ m WTI/WTTI 

2. u~ ~" -it 'ffi ~ -mTl«ll ~ m VcljTII ~ -%1wit'Ill~bR11{\ ~ ~ ~ ~ ~ ~ <fi1 ~ wit l{ci ~ 
i ~ 7f;l fq,~ t ~ "~ ~" bR1 flnm ]qiR <fi1 ~ ~ ,tt t, ~ ~ "il wit '1fi ~ ~ ~ ~ -.iA q,'y mu~ wit v.<i ~ 
-ti irfi ·;in"~"~~~~~ TI11lT1IB °G' -;,m mll 

Date of Surgery 

~~~ 

RECOMMENDED FOR ACCEPTENCE 

~<fi~~ 
r. CHHAVI GUPTA 
Adjunct Consultant 

Oculop!asty and Ocular Oncol~gy Services 

(Na~ffM"'!p) 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~nffil\R l 

ADAS 
Director 

Oculoplasty and Ocular oncology se~lces 
. I Ed catior 0epartmenl 

(Name,'w:~f~~a¥i~i.sta~p of Authorised Signatory 

11
, ,. on behalf of Hospital) 

1Jll q 1R ~ 3TI~ 3ffemU 

SIGNATURE of TRUSTEE 2 

~ ~~2~----1 
i---~--,,,.--+----h-;" ~_, 

11-04-2024 



or. Shroff'• Ch_arit~ Eyo Hospital 

~om s0ptc-mbo, 2024 

Dear Mr Tandon 

Cn'l'tmgs from Dr. Shroff' s C'harit) l~Yl' llospital! 

Pka,c find belt)\\ attnchcd estimate c\pcnd1turc or Mast. 1\rpi t Raj~-E/09211/0166 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinob/astoma Surgeries 

Or I rt)ff r 1/ E f ~ p.4 I 
0 r1 I tfa-11 M~ 8H Acr,r • d 

Name Mast. Arpit Rajk Address/ Shivpuri,Kundeshwar jamadar, District-
Tikamgarh, Madhya pradesh- 472005 

Phone: 

DEL-G-24-06-
MRN 6634 Age/Sex 3 years 

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

date Unit 

1 21/09/2024 Chemotherapy 2500 1 

Total 

BestRee~s~ g 

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 

2500 

2500 

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


