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APPLICATION FORM FOR ASSISTANCE (Healthcare) K~ htka 

~HW-H11~~m (~~) foundation 

Building block of ltfo 

APPLICATION No. : GI lY112-it I I APPLICATION DATE : I ;J-i1 /~~ ~m: 01~i 3TI<K-Tfttm 

NAME of APPLICANT : 
AGE-YEARS ~-c!lf sExfuil 

~<fil,{lil P:;Pt~ y ~A~RJN )~Hlf710N s YU+!{.5 ~~ 

;1:0.:E·s NAME: t\/ Al)~ Ii/+ p ANSA~I ( F-~t/Lj f 
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OCCUPATION : f,,,.-A 13>0 IJ R ER__ F-M>r~) MARRIED (~) / U _ o(~)l\,-2) 
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TOTAL ANNUAL INCOME: 
1-, ~tom> C FM f.RJ 

(Attach Proof of Income) 

~c!lf'ircl; 31f!! 
( 3WJ <fil ~ ~) '-

' , 

PAN No. ~l9@lm! 
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes/ No 

cp:jJ 3lJ1'.I 31f!! cf;\ ~ t (-ffl ltR 'ITT ~ ~ ~ <fil Rm ~I 'ITT I "ffl 
FAMILY DETAILS -qfiqT{ fcftRuT 

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

ifjq'ffl -qftqT{ -t ~ <fil ,{!ii '31i! ('cf!f) ffilT ~-tm~ ~ 
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t' • :L 01,H~ k f.\1/)1)1\) ' ~ CL ';rt C. "f L ( I 'I :;.j 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 
'lffll@lcfi"@'?im@3titm 

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

Any Other 

,ro-;fi too ~ ~ 'llllP'l 'llf 3W'f 3ltll '!fl{ 'lf'l!l'af ~ ~m Basis/Proof 

(WWJ! 'tf:I '11,'t ffl!II 'llffl "{{'W'f '!fi{I ('l1111"1'1:f'lfi'l1Wnvfil~'lfit1 (Vlll'II 'l:f '11,'t 1Jllll 'llffl .im '!fitt 3R'~m~ 

"PURPOSE" for REQUESTING ASSISTANCE: 

~ tn fif;!) 'lflt fl-fl'lit ~ $: 
Sr. No. Medical Report1/Presctlptlona Attached 

ifjq' ml ~ -q ~ '!fiT 11'{ ~ ~ ~ 
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ASSISTANCE BBNG AVAILED for SAME "PURPOSE" from OTHER SOURCES 

~$-t~~3Pi~Q~-xira~m~m? ~ I 

Sr. No. NAME of OTHER SOURCE 
~m§!ll 

AMOUNT of ASSISTANCE BEING AVAILED 
aBl~'q;T"lJ:t "ffi~~~ 
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DECLARATION by APPLICANT• '.llri;~r, :m lffll 1l'.~: 

1) I hereby confirm thill all dctr1,ls m !Ills f-orm IHI' I run lo 111n ht;Sl of my lrnowlvltl' ' Any fctf o ,1 itom-0nt w11f tender m Ap ~ ~ r. . 

liable for re;eclion/cancPllat,on. . .. . 
1 p on & IJrJo ;,g oss.stanCP.. If an, 

') r solemnly confirni thot oss,qnnce 1f rt!l't'1v,!(1 from l\o~h1k11 I 011mlolnJ11, will bo 11~1•rl only ro, lhu 'purr>o~o· o~ ,~1 1 
,. • • 

• • w 01 ,, 1hr Fr,rrn :01 ,it:" .,di ,rs :;<ance 

was requcslC'd h)' nit 

31 I hercD)'COnflrrn lbat I hllv, not,\ will nol 111 ful111,1. nv,111 of ru1mhw ,imenl, m p,HI or m 11111, from flny other sourr:r/o I f th,, a 

for which th is nssMance 's rcqu,·<:: IPd 
"1p o,r.r,ir,~.,,an :e wrt1oar;. 0 
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I ) ~ ffl ;,.Tcfl '{ fir, '(:n W ill 'Q ~ TJ·1 TT'll f !lf!l'I ,111 'ilr:H.nt .,; JF:fW 'Ii'! o/l 'fITT t 1 7ffe :i,-)t fi/!TT111 Tffl 11;,.r, "l''W! ~ 11Ti!i f ?If IffJ T'3'f,r,t.1 f{'?'l 1il 7.1 l1'W' ? 

i l 11t ~m 1i11 ~qm mTI "1;,mf<l,1 v,wtfr ➔", 11 HI 'ulf TIii t, 3"!N,l o'!'Wl ~i-!fl af,pi -f.t '/Fil •Ii f;.pi fis;qr ;wrn, iilT l1! ~ tf ,rn 7f'-!I t• 

3) ~ 'f,~ irrai '( llii" f,lll t?S!'lin 't!l ~ 'Ql!HI ,f,f ~ ~. :ni '!Tm 1f.l 3111m; 1ll !li!i<'I R flr;#t '!Pi "'llilf.tf.rmr.f;?frin 1fjap,J if :rm~ t #,_ 'I eft $-4 'ri 'ifi 

AGREEMENT by APPLICANT ( ~ WT <fi111) 

il 8) aff x1ng mv :;19naturr or thumb impression on lh1s Form, I (Applicant) hereby agree & authonse Koshika Foundation and it's Trustees to 

use nub :sh put-up 'rl'produce my name, address, photo & details or the "purpose", for which such assistance is requested/granted, through an; I 

I 
r1eo. um .. me uc n~ but not ti1111ted to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating Information. aoolt. 1t s 

c1cti,,!ics·ach,c-vc1:;ents. Such use of my photo & details can be made by Koshlka Foundation before or after my treatment or fulfilment of the 'purpose· 

for 11·1',ch as:::,slancc ,s being requested 

2) I 1AJ>p cant) further agree that any such use of my name, address, photo & details of the ·purpose", for which such assistance 1~ requeste~/granted, 

1,u not ,1tJtomaticany entitle me for receiving or continuing the said assistance The decision for granting and/or continuing the assistance wu, resl so'ely 

I 
wrrl'l ni,, Tn.s!ees of Koshika Foundation. and their decision is lhls regard will be final and acceptable to me. , ., " . ,; . 

I 
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:l rn~ 'ti< 3N=l ~'!IT -wracli't~ ~. il' (~) al'T'ft'fll"ll'fucli't~'i6tlll(v;ci"~~ _,mm~ qjJ ~<ifi! l!ml1 r:._f.:l;-.:p:; ,Ill, 
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I
;:: ><-ll~Q cw1 '($ IB'\t ~ t, -qt rn <fiT ~-qt~ <t 'lre '!IT~ °q '1/iB <t ffii:t II~ 'l!il3ffl" cf -;:qr.ft~ t, 

~, a) c ~> ~ q@ 'd m-i:rn i ~ im ,Ill, 1fcll, "C/iT2T am fcffiul ufT ~ ~ <ii' ~ ~ n t ~ m ; ffllIBT qjJ ~ "'!ITT <11@TI ni ~ if 

•~" ~ W<t ~- <!iT f.rufq 3lfflI1 3m qltzr,fi'l'U mTJII 

APP!.ICANT'S SIGNATURE OR LEFT THUMB IMPRESS/ON : 

,,, ~<"' cf ~ <IT 3T7Ii3 qi]' f.mr-1 

0~ Yf/ < (},\o.\h-&1) · 

AGREEMENT by HOSPITAL (~ i;:m cfim) 

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: 

·, trial we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienU::ase as we are 

·eques!ing to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted 

Dj Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up !he shortfall from another NGO or any other source. This 

confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patienUcase from any other NGO or any other source. 

2\ The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenUprocedure 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. 

r-=J7 ~, ~ <lil 3lR ~ 'llf!!R/U71T ifiT II~ ~IP °ij ~ ~ -tg W!iTfm qi1 o!@T t f-;ra ~ (~) R9' VcfiR ~ TjR! cf t<ITcfi'R cli«l ti 

1> ~ f!!i' 1 m qff?l'R am, tr~ ir ~ ~ fi!im ¾ m<iiTU mrr '1lT fil;m 3P-l' 'f'.l1cJ 'd "3'1ffi 'Ulit/l!llffi ~ ~ '1lT ~ w- t ~ f<fi ~ .. ~ ~ " 

.:i ~ o<RJ <t W<rt:f if"~~" mr m -tg ~ t, ~ "<iilfml ~" mr ~ mm ~/W@ -tg ~ ,eft 1%<u -;;J@l t m ~ 

w.m 3R fir~ ~'l!Tfc!;m 3P-l'-wmtR~ ~ ffi criT '3lf!:jcfiRWf~r&mt1 ~~'ll"~~-;;J@l t~ ~~ ?T«"3cffl wir/l!llffi tg %m 

111 ~ ~ <ll ~ 3A WJ.f! ~ "'!ITT W!Tffll!TI 

2. "<f,ffl ~" "H ffi ~ ~ m ~ Vc!ifir cfi1 it 'Ulit 11"{ mom mr in 1Tt ~ 'Ill' ~ 1117 ~ criT ~ wu ~ ~ 

<f. ~ liil f<m % mt "~ ~" mr fil;m Vc1iR criT ~ ~ ,eft tr ~ mom 'll" 'Ulit -it ~ W8JT am ~ ~ c!i1 mil ~ wrr ~ ~ 

'fl il7TT am "<litfml" <iii~ 'WfcliT 'Ill'~ ni -qflffi 'if m m, 

Date of Surgery 

ai'mllHT ifmtg 

\~ ~ ');\ 

11-04-2024 

RECOMMENDED FOR ACCEPTENCE 

~cf,"~~ 

~ . 
Adjunct Consultant 

loplasty and Ocular Oncology Services 

(N .. ~~-00745 
a1Jl!l~n,_!_" 11Vn-, ~9a w~mp) 

sfcR{ ciil ,fif q 6@&,{ q mi:~ 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 

~ mi~ l 

Oculoplasty an 

(RlmfJ~bM 
Dr. Shroff's 

,rtfq 

SIGNATURE of TRUSTEE 2 

~ram 2 

Ices 

RShsed Signatory 

al) 



or. S~roff's Charity Ey_e H~s_pltal 

30th September 2024 

Dear Mr Tandon 

(;rl'l'tings from Dr. Shrofrs Charity Eye Hospital! 

Dr Sl'iioffs Ch::ir,~; fye H~pt!,,, 
Olllh1 ,.,, Nr111 NABH Acc,re<:11'"'l 

Plc:N~ find belt)\\ attached estimate expenditure of Baby. Sabrin Khatoon-E/0924/0168 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Name Baby. Sabnn Address/ Village Mauza post District Jamui Vihar -

Khatoon 811305 

Phone: 

DEL-G-19-07-

MRN 3416 Age/Sex 5 years 

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

date Unit 

1 19/09/2024 EUA 2000 1 

Total 
':I 

BestRee~/ g 

Dr. Sima Das 

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 

Female 

Aprox. Cost 

2000 

2000 
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