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Building block of llfo. APPLICATION No, : e-/ t,-<JiS/ Oj1-'2- I APPLICATION DATE! 'l 0 'lJ ,g r 2o') ,--. 
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NAME or APPLICANT : 
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AGE-YEARS ~-'cfll SEX 1wf 
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FATHER'S/SPOUSE'S NAME : 
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PERMANENT RESIDENCE ADDRESS : ~ 3mlTRt!I 'l@l 

, 

OCCUPATION : (-ft"R N'/hHH ( .P-AT~ E-~) I MARRIED (~m), uNMA~~l ~ 

TOTAL ANNUAL INCOME : 

2 I Lf QI 01) 0 [[.AT H fl<.) 
(Attach Proof of Income) 

~q{f$j;311<1 ( 3Till c!il m~ m,r.i) 

PAN No. ~ 'lfillll tTl§!!l 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes/ No 
ll<lT 3l1l! 3Till "iii"{~% (o!T lfPl 'ITT ml~~ <liT futR ffll ~ I "lit 

FAMILY DETAILS ~ ~ 
Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 
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BASIS for REQUESTING ASSISTANCE {Tick whichever Is applicable) 

smi@lcfifullg~ 

BPL Card 
EWS Certificate Ration Card 
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{Attach Card Copy) {Attach Certificate Copy) {Attach Copy) 
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"PURPOSE" for Rl:QUESTING ASSISTANCE: 

smi@l ta fcl;q lf4 mm qiT ~= 
Sr. No. Medical Reports/Prescriptions Attached 

ilil! ffl 3WrnR,~ 'R .rm "'1 ~ ~ li"T m,r.i 
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ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCESl$ 

~~<Ii tti_ ~ 3F! ~ Q WI~ 'R ~ ~ m7 
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

ilil! ffl 3Fl~'ifil"lr:t ~ lJ{ smi@l mil 
AM-



DECLARATION by APPLICANT: ~ i:TU 'l1llVIT 'I'!: . . A llcation & ongoirg assistance, 11 any 1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false stateme~t will render ,ny PP • Hable for reieclion/cancellation. , • tated 1,, this Fonm. for which such assistance 2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the purpose ' as 5 
was requested by me . . / ployer/insurance company, of the amount 31 thereby confirm that I have not & will not in future, avail of reimbursement, 1n part or in full, from any other source em 
for which th,s assistance Is requested • f.m<I ~ -;;ri .r"'8t ti 
i) -4" 'l1llVIT <n(ill t f.r; ~='it ITT 1Jll <NI~ mt~ -t 31:lt!R lll'I ~ -mt ti llfl:: 7li1l f<rovl ~ ~ ~ 1!l'll ;;i@I t m mt -mt'@! . 

2) -zlti:TU-;;/t~ufu "~~" ~<'it=-"-'- off<l;lo'l'll'i"om-"-<!it...F.l-,t~f<l;-qr"<ll1'f'l(, -;;it ~~-q 'l!U'l'llil -" • ' .,, '"' ~, o,,~ oi" . m @'II l 3m "'! "t\ ~ "~I 3 >·-4" ~ <n(ill t r.r.- ft;m -«W«ll tu "If&'~ 'lit 1li t, ~ um ef;l 3lifual; l!l Wlio'! frn1T f.lim 31"1 ~r,.1ti,t ~-a" 
AGREEMENT by APPLICANT ( ~ i:RT q;m) 

1) By ffi . . . F d ton and it's Trustees to a ixmg my signature or thumb impression on this Form I (Applicant) hereby agree & authorise Kosh1ka oun a I h 
use/publish/put-up/reproduce my name address photo & details of the "purpose" for which such assistance is requested/granted, throug_ anybout ·it's med· · 1 d. . . · ' ' . d' · ting information a ium, inc u mg but not hm1ted to verbal print electronic for soliciting donations for Koshlka Foundation and/or issemina f h • rpose" activities/achievements. Such use of my photo & details ca~ be made by Koshika Foundation before or after my treatment or fulfilment O t e pu 
for wh ich assistance is being requested. d 2) 1 (Applicant) further agree that any such use of my name, address, photo & details of the "purpose", for which such assistance is requeSted/grat":~,~I 
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will res y 
with the Trustees of Koshlka Foundation, and their decision is this regard will be final and acceptable to me. 
l) ~,r<r,J'i< 3i'R-m!~'IT 31'rra'lit;m~, -q (~) ~~'lit~~{~"~~ 3!li:~~ "q;'\ ~-..,un(f<l;,ro"'!T'l, 
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2) ~ (~) W iffil ~ -m-ira { f<I; ,ro "l!I{, '«ll, ~ 3!ti: m<"1 -;;it f<I; '!m'«II -,t ~ ~ 1iffera t ~ t>«I: '!m'«ll '1.fil ~ "'itt q-l@li ~ 'W<itt -q 
"~" ~ ~ "IITT,lll <liT f'folt! 3fi!ll am:~ Wlll 

APPllCANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~~~'lla:iii.a<lilf.rm 

AGREEMENT by HOSPITAL (~ ~ <li<R) 

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) 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 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 or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source . This 
confirmation essentia lly 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 
in the matter. 
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2. 11 q;yfmr ~ 11 ~ m 11t llW«IT ~ ~ ~ <nT ti wrr "I'{ mlllFI ~ ~ 1Tt ~"' ~~~qi!~ 'U1il ~ ~ 
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ctt ~ am "~ 11 <tt cm 'IR'fiT '!!I ~ ~ 'l!)lffi 1l -:m mt, 
Dr. CHHA' GUPTA 

Date of Surgery 

aifmR c!i1 • 

v~i)~ 

20-03-2025 

Adjunct ConsullflSCOMMENDED FOR ACCEPTENCE 
Jculopfasty and Ocular Oncol~~ ~ ~ 

Dr. Shroff's Cha·,t. Eye ~ 

(Name of Or. & Regn. No. w~ Stamp! 
~cliJ1TIJq~q ~- ,. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE ofTRUSTEE 1 
~~) 

Director, Medical Educat1 
Regd . No. 002 

n I' t--r " r1ia1i ty E~e 
(Nam~. Designation & Sta of Authorised Signato 

on behalf of Hospital) 
1T!Jcf1R~ 31f~ ~ 

SIGNATURE of TRUSTEE 2 
-;i:mft fflm 2 



Dr. Shroff's Charity Eye Hospital 

Dear Mr Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast Samsad ali-E/082510172 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Or Srroffs Charity Eye Hospir.ar 

Cielhr 1a Now NASH Accredtted 

Name Mast Samsad ali Address/ Bargadva, Shahpur, Shrawasti, 

Uttar Pradesh, 271840 

Phone: 

DEL-P-25-07-1770 

MR N Age/Sex 7 months 

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

date Unit 

1 27/08/2025 EUA(Examination under 2000 1 

Anesthesia) 

Total 
/ 

Best Rcgaro,y 
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 KHERI • VRINDAVAN • KAROL BAGH (DELHI) 


