
APPLICATION No. : 

NAME of APPLICANT: 

OcCUPATION : 

APPLICATION FORM FOR ASSISTANCE 

FATHER'SISPOUSE'S NAME: 

TOTAL ANNUAL INCOME: 

Sr. No. 

PAN No. RTS GIGI HET 

Sr. No. 

bEL- G- 24-D-5489 

Sr. No. 

E| D324| ol4| 
MAST PREr 

BPL Card 

(Attach Card Copy) 

SA|KARAN (FATUEK) 

TRIVATE JOB (FATueR) 

5t) RAIPOK BAGAR, MAPCHA HTEM 
bUDDHA NAGAR bAR PRAD 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): 

201310 

PRESENT RESIDENCE ADDRESS artHT 3GT0Y YaI 

L, 0, 000 (FATyeR) 

PERMANENT RESIDENCE ADDRESS: IS 3IGI0T yG 

Name of Family Mermber 

JAIKARAN 
REENA 

TSHIA 
VASKI 

APPLICATION DATE: 

(Healthcare) 

EWS Certificate 
(Attach Certificate Copy) 

AGE-YEARS 314-y SEX feT 

MAE 6YEARS 
21|3|24 

Yes / No 

NAME of OTHER SoURCE 

NA 

FAMILY DETAILS YfaR frU 
Age (Years) 
34 (q) 

31 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

MARRIED (aafe) / UNMARRIED (afaaife) NA 

(Attach Proof of Income) 

Gender 

MAE 
FemAe 

EMALe 

"PURPOSE" for REQUESTING ASSISTANCE: 

Ration Card 
(Attach Copy) 

Medical Reports/Prescriptions Attached 

REND BASDmA 

ASSISTANCE BEING AVAIL ED for SAME "PURPOSE" from OTHER SOURCES 

Koshika 
found a tion 

Building block of life 

Relation with Applicant 

MoMeRt 
SSTER 

Anyother 
Basís/Proof 

AMOUNT of ASSISTANCE BEING AVAILED 



DECLARATION by APPLICANT: 
1) 1 hereby confirm that all I details in this Form are True to the best of rny knowledge. Any false statement will render my Application & ongoing assistar liable for rejection/cancellation. 2)l solemnly confirm that assistance, f received from Koshika Foundation, will be used oniy for the "purpose, as stated in this Form, for which sck 

was requestedby me 

s 

3) 1 hereby confirTn that I have not & will not in future, avail of reimbursement, in part or in full, from any other sourcelemployerlinsurance company, of the. 

amound a ti 

for which this assistance is requested. 

: 

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

medpaeupireproduce ny name, addtess, photo & details of the "purpose", for which such assistance is requested/granted, through any 
Bthdirg but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation andlor disseminating information about i's 
for wihich assistance is being requested 
for whevements, Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose 
<)(ApDlicant) further agree that any such use of my narme address. photo & details of the "purpose", for which such assistance is requested/granted, 
W eutomaticaly entitle me for receiving or continuing the said assistance, The decision for aranting andlor continuing the assistance will rest solely 

with the Trustees of Koshika Foundation, and their decision is this regard will be final and accepiable to me. 

APPLICANT S SIGNATURE OR LEFT THUMB IMPRESSION : 

AGREEMENT by APPLICANT ( rKs gU ) 

Date of Surgery 

15-08-2023 

By afuing hereunder signature of our Authorised Signatory for recommending this caselpatient for financial assistance from Koshika Foundation, we (Hospitaly herety affirm & accept folicwing: 

AGREEMENT by HOSPITAL ( 

1thatWe nether are presentiy nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are requesting to 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 o in full, then the Hospital reserves its right to rmake up the shortfall from another NGO or any other source. This Confirmation essentiay 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 assstarce 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 aTangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will aSSurme sole & compiete responsbilty of the treatment & it's outoome & safety of the patient, and Koshika Foundation will have no role or responsibility in the mater 

SIGNATUREcf TRUSTEE 1 

RECOMMENDED FOR ACCEPTENCE 

Dr. CiHiEV 
DMCC/RAT 

ame oftdojastyh ̀enly OncologY 

Ub) 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

Haad o of Deporv Coulopasby 
(Name, Designation &Stamp of Authorised Signatory 

SIGNATURE of TRUSTEE2 

fot Koshu a block of life 

S27 on behalf of Hospital) a 



Dr: Shroff's Charity Eye Hospilal 

31 March, 2024 

Dear Mr. Tandon 

Greetings from Dr. Shroff's Charity Eye Hospital! 

Please find below attached estimate expenditure of Preet- E/0324/0171 

Name 

Caring for the communlty slnce 1914.. 

MRN 

S. No. 

1 

Treatment 

date 

Director 

2024-03-23 

2024-03-24 

Best Regards 

Dr. Sima Das 

Preet 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 
Retinoblastoma Surgeríes 

DEL-G-24-01-5789 

Items 

Examination under 

Anesthesia 

Chemotherapy 

Total 

Oculoplasty and Ocular Oncology Services 

Address/ 

Phone: 

Age/Sex 

Cost per 
Unit 

2000 

2500 

6 years 

H no. 67, Raipur bahgar, Gautam Buddha 

Nagar, Uttar Pradesh - 201310 

No. of unit 

1 

Male 

Dr, Shroff's Charlty Eye Hospltal 
Delhl ls Now NABH Accredited 

AABH 

Aprox. Cost 

2000 

2500 

4500 


