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APPLICATION FORM FOR ASSISTANCE (Healthcare) K~hika 

~~lll(II mi_~ ~ (~~~) foundation 
APPLICATION No · 

& i o g)..s ) o n\J I ;c:JtoN DATE: 2--s --01 ~ UJ~ 
Building block'Of life ~m: .. l--

I 1r NAME of APPLICANT : 

AA~A-N 
AGE-YEARS ~-'!fl! SEX IB'I 

~<lil-lll! 

O".'.f NOri.riHS HA-Lt 
~ FATHER'S/SPOUSE'S NAME : 

5 fH.,,2-~ lf-A T £1 U) ~ <lil-lll! , ~ 
PRESENT RESIDENCE ADDRESS '!@lfA ~ 't@l r l '<. • V IU,l-t-QC: 12()/J/,I (Ult !I<.. I f/U'> L ,:H w (-1-(j £1 -

flU f<. 1~ iH 1-1 A-f< I 714-t.fr-f?.~ /J, V - 2.L/, '.l.2.f 

PERMANENT RESIDENCE ADDRESS : ~ ~ 't@l 

OCCUPATION : 

TA-! Ul ~ ( H,fH~) I MARRIED(~) I _uH~R(eD (~) 
~ 

TOTALANHUALINCOME : 

q 6100 0 ( ~A111$j<) 
(Attach Proof of Income) ~cllfilq;~ 
(~<lil~mA) 

PANNo. ~~ffl 
ARE YOU AH INCOME TAX ASSESSEE (Tlck whichever Is applicable): Yes /No lilll 3lTtl ~ <ti{ ~ ! (,;n ll8i -g) oQ 'I!{ -mt <Iii f.mR 'ffiTql -gi / -m 

FAMILY DETAILS ~ f<rcr(ui 
Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant ilillffl ~~ffl<lil~ all ('!fl!) IB'I 3ffllli~Wi~ I , l~'-fi" - \ YJ_/ t::.Y,/ n "< '-1 ,,,mr ,-H11ASK. 

') I\ lnr'\ l ~ '-\.-<\ I . J I l-- i--rn ill r.- Iv! /l, J,fC,. ft - -

' 
BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 
~ ~ ffi1I ftRftt ,3l1\IR 

BPL Card EWS Ce'rtlflcate Ration Card (Attach Card Copy) (Attach Certlllcate Copy) (Attach Copy) ~r 
of 'l!Uiit ffll ~ ~ Vl!1'UT ~ o!Rollll'!l1f'!f111111~ o<1111llill"ililt 

3R<lilt~ ('lfl!l'Ul""<lftfflll!lmltffil'l~I ('!f111111 ~ <!ft '0lll1 1ml ~ ~I ('!f111111""11,'\'IJlll11ml ~ ~I 

"PURPOSE" for R.EQUESTING ASSISTANCE: 

~ ~ fl!;!) ~ flr-@\ "iliT ~: 

Sr. No. Medical Reports/Prescriptions Attached 
ilil! m ~ ~ -.iRI 11>'1 1Jt ~ ~ ~ 

1 ' n , ~ 11 AK. I \ - {( > T l ILfrR. U'-H. r O Hf-'-
1.... r K S,-1+ T m e A, , - h ,a.. 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 
/lB-W ~ ~ ~ <lilt 3A <ffll@I fclim 3f-'II ~ ~ ffilll T\'lll ~7 

Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 
ilil!'ffl 3,-!I .-.qll <lil -Ill! ffl 1Ti .mt@! '(Tffl 
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DECLARATION by APPLICANT: • mu ~ ~: A y false statement will render my Appllcatlon & 
1) 1 h 

t f 1y knowledge. n 
ong01 

. ereby confirm that all details In this Form are True to the bes O n , , ng a, . 
liable for reiection/cancellation 

d only for the purpose , as stated In this Form fo ' '11.; 
2) 1 solemnly confirm that asslsta~ce if received from Koshika Foundation, will be use 

' r Which 
1 \ 

w
3

)als requested by me ' rt ·in full from any other source/employer/insurance u~\ 
hereby fi · . b ment in pa or I 

corn '\ 
for which ?0n irm that I have not & will not in future, avail of re1m urse ' 

Pan1, 
~ th1

s assistance Is requested <fill fc!q'{1l1 Tl;<i 11itr1 3l'!fill '1!1111 ;;i@T ! 111 i1't\ \ ~~ lit "\TI1l1Jn 1fiU!l { % r« im;q ll Rll 'ITll ll'i\ fcrcrorr lift~ <fi 3WITT m'II Tl;<i m't ~ ~ ~ M o1lll'll, it~~ if ,iu 'IJlll ti ~ ¾'1 \ 3) ~;';;it~ 'Uflt "~ ~11. ~ i'fi"" ~ t. ollifil - om roii <f>'I ~ 3R 'tml~/lf\ll! ~ 'Q, m fuin tam, t \ . qiU!( i % t.m .mimi tn ~ wrn 11,1 ~ t ~ "l1fu 'ili1 • 'Qt ~ ftml 1lim ~ ~ AGREEMENT by APPLICANT ( 31fcRqi mil ) \1 1) By affix, . 
& authorise Koshika Foundation and it's Trustees 

use/pubiis~g :: signature or thumb Impression on this Form, I (Applica~t) hereb~ agreehlch such asslslance Is requested/granted, through to medium in i ~. up/reproduce my name, address, photo & details of lhe purpose , for w hlka Foundation and/or disseminating lnformatlo any activitle~/a~h~ Ing but not limited to verbal, print, electronic, for sollclling donations for ~o~ before or after my treatment or fulfilment of thn ~bout\\' 
for wh' h '.evements. Such use of my photo & details can be made by Koshlka Faun a on 

e Purp(l,' , 
IC assistance is being requested 

. • ·" 
2) I (Applicant) f · 

• ose" for which such assistance Is requested 
will not automa/rt~er agree that any such use of my name, address, photo & details of t~e iur~rantl~g and/or continuing the assistance Will lgran~u 
w'th th T ica y entitle me for receiving or continuing the said assistance. The decls on or 

rest soi;, 
' e rustees of Koshlka Foundation, and their decision Is this regard will be final and acceplable to me. II ·1 t) ~ 1l1lll 'Ram ma.R 'lll am 11,1 iJ1'l ~. ~ (~) 3111-:ft ri 11>'1 ~ 1liiffi { Tl;<i "~~am~~ 1li't ~ 1li«II t ~ ~" 'qffi, ~ ~ .it f<fcRut r« m ll wt '3"tl "~" ~ "'lm1, ~.~~$'I\~ ~llif aITT ~ ;r; ~ mit 111 ~ tntl!q , . -« imlful ~ qi~~ ! 1 lit m ilil fcrcrorr ~~qi iire '!fl~ -q '!!i('! qi~ 11

~ ~

11 

?.! ~ ~ *1 
2) ~ (~) r!I <I@ tl ~ { % ll<l '1!11, '«It, 'QTTil am f<i""1I ;;it% 'mt'1ilT qi~~ mf!ra ! ~ ,<Iii: 'lmllffi 'ilil ~ ,ti q,{@11 r!I ~II 11 .. ~ .. ~~~iii! f.ralq am,,:i am~ m1 
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : ~ q; ffla.R 'lll ~ l!i1 f.mi, 

AGREEMENT by HOSPITAL (~ mil ili(I{) 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 patienVcase, as we are 
requesll~g to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance IS ,not granted 
by Kosh1ka 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 palienVcase from any other NGO or any other source. 
2) The assistance from Koshika Foundation is only financial in nature. The choice of the trealmenVprocedure advised/conducted by the Hospital on the 
patient, is based on the arrangement between the patient & lhe 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, end Koshika Foundation will have no role or responsibility 
in the matter. 

~ ~' ~ ~ 311'{ ~ 'l!ll@fU'ft qi] 111li'tfml ~II~* iW@J 's mifu111>1 ;;rm\ t f.m ~ (~) RI'{ 'lllfil{ ~ m;q q «it<liR ~ !1 1) ~ %, m c@llR am ,'S'\ ~llfl.mlq.m,@T fllim~mllilit~'l!lf<fim 3R m 'll..mwftfll11R'l ll~ '!fl ~stt ta !lii"rn "~~" "ff ~ oilil <t; ~ 'tl "<lilfffl;r ~II WO ~ tn % !1 ~ lli!itfm;y ~II &TU ~ mfu 3llfflili~ tn ~ ,ITT ~ o!@1 t ffl ~ mi\ aR ~ mi!i1U m '!fl %m 3Pl ~ ~ 1mllill WI <li1 ~ p 'fflffl !I~~ ll 'f1ffi! "iliWl of@! t flt; ~ ~ ~ o<!<! wft/l!lt!cl ~ q ~ ~ m '!fl mit 3Pl ml.I'! 1l ,ITT WlTIWill 
2. •~ ~" ~ m '!Jl ~ ~ m 'lf<lifif 11>'1 %1 wit 'R mm &TU~~ 'llRffl' 'l!I f;;;,\ lfll ~ <li1 ~ wft ~ ~ -t 'ffl 'q;f ~ t am "<lilfffl;r ~ 11 wo mtt ~ <lil 'li1( ~ 'lit ti ~ TI'lilIB ll wft qi lITT mijl ~~ 11,1 mu ~ wft ~ ~ 11ft 1',ft am "<lilfffl;r" 11ft lli1l ~ '!fl ~ 'IBHHll\'li'IGR .. ~ .rl \)L Qi{ec\Ol o\og1 ,;e1~\ces 

Date of Surgery 
3fflRffl if>1 • 

;l6\ ~ 1~ 

20.03-2025 

r. C 1A', · 3UP I 
u\al one \11\tnl Adjunc onsu ~ED FOR ACCEPTENC5cu\o9 a die a\ ld a )culoplasty and Ocular Onco ~ . ~ ~ ~ \)l{ec\o{, t.'i\egd. l)O'l.9e\o-.911al 

Or. Shroll'~· · e Hospital 01. sn1° 'V · 
' (Name, Designation & Stamp of Authorised Signatory (Name of Dr. & R . No. with Stamp) on behalf of Hospital) ~ i!il ,Ill q ~ q 'dtt ,. 

,11! q ~ ffllffi - 3lMiRI 
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ ~ ~ ' 

SIGNATURE of TRUSTEE 2 
~~2 



or.'Shroff's Charity Eye Hospital 

Caring for the community since 1922 ... 

Dear Mr. Tandon 

Greetings from Dr. Shrofr s Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast Aaban-E/0825/0170 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr Shroffs Charity Eye Hospital 
Deihl Is Now NABH Accredited 

Name Mast Aaban Address/ 03- Village, rouli bouri, Post 
Alhabapur, Baihari talabad, U.P.-

Phone: 242221 

DEL-G-25-08-4046 
MRN Age/Sex 7 months 

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

date Unit 

1 25/08/2025 EUA(Examination 2000 1 
under Anesthesia) 

Total 

BostR~ 

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 

Male 

Aprox. Cost 

2000 

2000 

ALWAR • SAHARANPUR • MEERUT • LAKHIMPUR KHER! • VRINDAVAN • KAROL BAGH (DELHI) 


