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APPLICATION FORM FOR ASSISTANCE 
(Healthcare) K~hika 

~ ~ mM ~ 
(Pm.P.f'1 ~) foundation 

APPLICATIOII Ho.: [/ oq:2.y }DI-ti j =c:t DATE. / ~ 8}2t/ 
e ,1 n;i Ii• I'• 

~W:i-ll: 
AGE-YEARS 311'1 l'1"i SEX f8'1 

MDf0- q- 2Y 09 

NAME of APPLICANT: 

~";f-1-:illl f//f,,~r TAUl/i 41/P..A~J. MAtt 

FATHER'S/SPOUSE'S llAME: ~UuvV (r:DT}lcf<.J 
I 

frr:n~"4~ 
PRESENT RESIDENCE AOOR£SS ~ ~lillml'Q 'lj!'IJ 

r.,,- -

\/,If 1 J-V J y .. LJWAf.111/U ,, I ~k'Uft(l PU ~ . I ~ ~ 

" 11CT,IHL U/[AI l ► M- 'J-?;?....::n ) / 

,: 

PERMANENT RESIOEIICE ADDRESS • ~ ornml'!I 'G'lli ~ I 

OCCUPATION : 1,,,-MOL?R~ ( f:f}TA'c.A-) 
I MARRJEo (f.l'm~) 'r"N~ ml n 

NA 

1ffl1.ll't 
TOTALAIIHUAL INCOME: 71-o..,rn ( Clf/)fcR) 

(Atuch P1oof of lncomo) 

~~IRl"t 

( iWI 1li1 lll1r-l wr-1) 

PAHtlo. 1J.JJf ~1l'il! 
AR[; YOU A/I INCOME TAI.. ASStSSEE (Tier ...mlchtVU b appllable). 

Ya/Ho 

l{11! :;wi '!!l't sq~ t (~ ~'Si~~ 'lJS1 liil f.lm ~, 
tf ,~ 

FA.ll:I.YOETAILS - ~ 

Sr No. Nam, of F&mr.-1 lumbef Ago{Ynr1) c;.ndcr 
Rtl~tlon with Appl1c 1111 

ir;q~ 'qftimtfi~'lfi1-:c:! i! (,r,l) ~ 
ll!l<f'tif 1f, ~ t!'Al11 

I lt //1 f\l J -
•If) 

;u-1u ... 1--trf ~,I'.. 

/_ r, lc>.JII/.. f:}. 
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..... ~nfn., n. n 
,n ''"..!' 

:!. 1'1HJ\J~.-J 10 .. ·~ flA../}4 ~ bi :D1,1'i".,R.. 

BA5lS lor RfQU~«J Als:!!W 
=ti: ~/lat: • 

If ti lppnm»IJ 

RP! Card EWS 
Card ~~ 

(Att1 h Card Copy) ~ :e Copy) ti eq,-, 

'IN\ ,t~ll'lll'l'ft ~ .. ., slProot 

(11'll'! ~ <; ,n ~ ffl {QI ( ..., .. 1' "1 '111 11:tl 

-·--- for 
AJ~AHtf 

,:& ~: 

Sr No 
;~ AnK:htcl 
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.I NAl'.t..1nt"J 1,,. ,t.''"':t ~, 1\11"1 11... 
• .l\ 

iJ -HJ ,i.,,hftVl(;/V1 r l'A r, 
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DECLARATION by APPLICANT: ~ -r;m l11lfllll ~: 

1) I hereby confirm that all details 1n this Form arc 1 rue to lhc bcsl of my knowledge, Any false stat t .
1 

. 

liable for rejection/cancellahon omen wi I ronder my Appl1cahon & ongou,g assistance 

2) I solemnly confirm that assistance if 1N·t1ivod from Koshlka Foundation, will bo used only for lh • • • 

was request!.'d bv me e purpose , a~ stated 1n this Form, for ·1th1ch such assist. 

3) l hereby confimi thst I havt1 not &. \\ill not 111 future, avail of reimbursement, in part or in full fro an th 

for \\hich th,s ass1slanre ,s rl'QUCsled ' m YO er source/employer/insurance compar,, of the arr 

I) ~ ffl ~T<ll { ~ ~ im,;-q 11 Rli 1Fl ri fi'f<ro'l itfl ~ 'ifi 31:fffi w:i lpj ..,.;i ¾I .,,r,, -:rrJ -.. · -:r , · ·, ~ ,.,; , 

,· "1~1 0 '11', 'fll~ l"l'll"I {{11 ,.,.,Pf! :mfc'1.! Tjp.Jf <ilTifJ °t m 'lf1T mf7.Till i,•,'<J • ..,, ':j!J 'lfP!l 

~' ~~';tmr-@] ufu"~~", 'Rffi ~ TITT f., ~l ~'3'm~<Jit1Ii<f 'ifi@irFli7-IJiifllTIJl, olt~ im,:qif trrrTJ'lllir 

3) ~ ~ ~ {llii ~ lm1«11 ~ ~ M<Jit lJt t '3'lt ~ inT 3ffi lll ~ frnTT fc!;m ·lR!Wiltf.mr.rci;(,'ijllJ 1fiurfr l!, m fwat ,h 1 tr~ ii "fl!' 

AGREEMENT by APPLICANT ( ~ ~ cfiUI:) 

1) By aff'.xmg my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to 

use pub ,sh put:up/reprodu~e my name, address, photo & details of the 'purpose", for which such assistance Is requested/granted, through any 

rneoium, including but not limited to verbal, pnnt, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's 

acti\ ties'achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose· 

for \\h1ch assistance is being requested 

:::1 I (Applicant) further agree that any such use of my name, address, photo & details of the 'purpose", for which such assistance 1s requested/granted. 

\\111 not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely 

\\ th the Trustees of Koshika Foundation, and their decision Is this regard will be final and acceptable to me. 

I) ~ ffl 'II\~~ ll1 ai1ra ifiT ffll! W!m, -q (~) aw-ft~ ifiT ~ ~ { v;<i "l!iTWlil 'tli1tiffi 311\ ~ ~ "<lil ~ wlT { fq; 11'{f 'lfll, 

'Rll, 'tli'ti! ~~ ~~m-4'wt ~ 11fflliiil" ~~. ~. 1!1ifll/l!l~~~¥t~ am~~ft,qfcl;m trr'!m'R1l!W1 

* ~ 'ifi'B <i: ~ ~ t, ~ m 1fi1 ~ ~ ~ <ii' '!!re 'l!I <Ill{ 11 lfiv! <ii' ~ "'ililfmT ,mm" cf~ ~ t, 

:) fi (~) ~ 'i!@ ~ -m-im { fq; 11'{f 'lJ'II 'l@l, 'CJillT am~ oil fii; ~~~~fit~ m: -mT1-@T 1fi1 ~ m 'if-1@11 ~ ~ ij 

"ffllilil" ~ ~ ~ qi! f.!ufii • am ~ m, 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~ i:: ~ ~ aii@ <ii) f.mr-r 

~ s~ ( FcJ-hvtJ. 

AGREEMENT by HOSPITAL (~ ~ i!im) 

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: 

1 J that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienUcase, as we are 

reouesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted 

oy 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 patienl/case 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 wil! 

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 

'RR ~- ~ cii1 ~ ~ 'l'.jflffi/U7Tt aj "fflliiil ~" ~ fcmrq -mT1-@T ~ fu1l;JfuJ cii1 -;;i@t t. ~ oil (~) f.19 'll<liR if 1!RI cf ~ ij;«f t, 

1) <!;- fq; -:rm '1fcllll'J am -:r -tr~ -4' ~ ~ fcrim ¾ m<lirtt ~ 'l!I fil;m 3F! ~ ~ ~ witftiTl@-4' ~ 'l!l "('f .t t ~ fq; rn "fflm ~,, 

-i:i ~ '3q:;J <ii' ~-q "fflliiil ~" ~ -m: tTI Ff;' t, 'll'l'1; "~ ~" ~ lm1«l1 fcRfu ~/tl<Rl ~ ~ m fcl;iu .i@l t m ~ 

f,;;m 3PI in tW-!ilU m 'l!I fcl;m 3F! lRTTtfl <'.I ~ m qiJ ~ wr~ W<II t, ~ 11.fie -4' ~ ~ ol@1 t Ff;' aw@@ w -m: '3'ifil wit/tllTIB ta fcl;m 

'o/. '1fl?f.RI ffil 'QI M 3F! tlltr-f <'.I m mffl1it1 

2. -~ ~·· <'.I 'ffi ~ -mT1-@T ~ fcmrq V<fi@' ifiT ii wit 'II\ mffiM ~ ~ ~ ~ ll1 ~ lflf ~ inT Wllcf wit T{<f ffil!@ 

~ ~<f.1 F<fflt am "fflm~" ~ M llq;Rqi) c!iW~ ,wtt, ~mffi'M 1lwit ~ ~~ 311\ 3lR ulR ifilmn ~witv:<i~ 

't.iirrit mr"<!iifml"ifil~ ~'l!l~~'l'.jflffi-4'm~1 

Date of Surgery 

- <!il'i\100 ,~~1J,~ 

11-04-2024 

RECOMMENDED FOR ACCEPTENCE 

----=:, n, 1\1 II IAlll 1\1 mm 'cfi m ~ 
~ - • v,,,n ,. -- ,,-, 

k Ad;unct Consultant. 
,oculoplasty and Ocular Oncology Services 

Regd. No. 100745 

(NameQ,, 6~.r~GI@~. ~RttlSfiWllJ) 

~<fil,f!!cf~<!'ITTT. ,. 

Dr. SIMA DAS 
Director 

Oculopluty and Ocular oncology stl'Ylcn 

Dlrtctor, Mldicll Education DIJ11rtm111t 
(Name, Desi .. J'N6.~ or Authorised Signatory 

Or. ShroftS>Olb#hjl!~ M,-1) 
,fI! q ~ ffio@ au~ 3lNcfiRT 

FOR INTERNAL USE of KOSHIKA FOUNDATION 3lRIITTi ~ 4 

SIGNATURE of TRUSTEE 1 

~~I 
SIGNATURE of TRUSTEE 2 

;imfi~2 



I I I ,, , ,,, 

~~:.'. Caring for the commumty smce 1922 ... 

~; .... ,~{::: 
Dr. Shroff's Charity Eye Hospital 

~'/l;ii\ .... "" ,,,,, \ ,,,,, 
JOlh September 2024 

Dear Mr. Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast. Talim- E/0924/0171 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surg_eries 

Dr Shroffs Charity Eye Hospital 

Dolhi is Now NASH Acr,red,ted 

Name Mast. Talim Address/ Village Piparrya,lakhimpur,Uttar 

pradesh-262701 

Phone: 

MOM-G-24-09-1732 

MRN 
Age/Sex 4 years 

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

date 
Unit 

1 17/09/2024 Examination under 2000 1 

anesthesia (EUA) 

2 19/09/2024 MRI 6500 l 

I\ 
Total 

\ ~ 
BestRegarV 

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 

2000 

6500 

8500 
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