
APPLICATION No. 

NAME of APPLICANT: 

OCCUPATION: 

APPLICATION FORM FOR ASSISTANCE 

FATHER'S/SPOUSE'S NAME: 

PAN No. IS GT HEI 

Sr. No. 

TOTAL ANNUAL INCOME: 

Sr. No. 

Gh4 

VRN- C-23- 0S-0Sa 

BABy AASH)A 

Sr. No. 

ED924 Oi43 

BPL Card 

(Attach Card Copy) 

MOH YAPAR TAL CHAM 
MAURA RAYA 

JAV ) (FARER) 

e4eTABLE 
84, 000 

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

PRESENT RESIDENCE ADDRESS TH HTAT0Y a 

Name of Family Member 

TAVED 
RANI 

AYASHS 
AYAT 

PERMANENT RESIDENCE ADDRESS: EIR0s YaT 

APPLICATION DATE 

SeLEK (FATIER) 

EWS Certificate 
(Attach Certificate Copy) 

(Healthcare) 

AGE-YEARS 3T4-q|'SEX fT 

4YeARS 

NA 

NAME of OTHER SOURCE 

28 

FAMILY DETAILS yfar cE 

Age (Years) 
3H (q4) 

26 

ACHRT 

Yes / No 

feMAE 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

MARRIED (eeiftri) / UNMARRIED aenfta) N4 

(Attach Proof of Income) 

Gender 
fe 

FEMAE 

"PURPOSE" for REQUESTING ASSISTANCE: 

EMAE 

Ration Card 
(Attach Copy) 

Medical Reports/Prescriptions Attached 

ROIAObAINNA 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

Koshika 
foundation 

Building block of life, 

Relation with Applicant 

MMER 
SLT 
SSTER 

Any Other 
Basis/Proof 

AMOUNT of ASSISTANCE BEING AVAILED 



hereby contin a that al detalls ln this Form ore True to the lbest of ny knowledge, Any falso staternent wll render my Aplication & 
ongoing an 2)1solenaly contirm that assistanco, if received from Koshika Foundation, will be used only for tho "purpose", as stated in this Form, for which such a 

3)hereby confitm that I have not & will not in tuture, avail of reimbursement, in part or in full, from any other sourcelermployerlinsurance company 
of the are 

kable for rejectioneancellation. 

wag reuested by me. 

for whlch this assiatance (s requeated 

7oy etNIhg my signature or thumb impression on this Form. L(Applicant) hereby agreo & authorise Koshika Foundation and it's Trustees to serpubtsh/put-up/reproduce my name, address, photo & details of the 'purpose", or which such assistance is requested/granted, through any tiedrdm, thcluding but not limited to verbal, print, electronic. for soliciting donations for Koshika Foundation and/or disseminating information about it's uvieslechievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose" for which assistance is being requested. <)1(Applcant) further agree that any such use of my name, address, photo & details of the "purpose", for which such assistance is requested/granted, Wl not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me. 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION 

RAN 

AGREEMENT by APPLICANT (3T445 GU U) 

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: 

Date of Surgery 

15-08-2023 

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 
reguesting 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 shotfall from another NGO or any other source. This 
confirmation essentially 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 treatmenttprocedure 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. 

AGREEMENT by HOSPITAL (3GIT ERI o) 

SIGNATURE of TRUSTEE 1 

RECOMMENDED FOR ACCEPTENCE 

Dr. HH GUPTA 
Det0745 

(FMGuAUe aptesy. cular Qncology 
Stamp) 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

Dr. 
Heed 

(Name, Designatiof & Stamp of Autharised Signatory Rega, Non behalf of Hospital) D Sh 

SIGNATURE of TRUSTEE 2 
BH 2 



Dr. Shroff's Charity Eye Hospital 

31 March, 2024 

Dear Mr. Tandon 

Greetings from Dr. Shroff's Charity Eye Hospital! 

Please find below attached estimate expenditure of Aashifa- E/0324/0173 

Name 

Carlng for the communlty slnco 1914..m 

MRN 

S. No. 

1 

Treatment 
date 

Director 

2024-03-06 

Best Regard_ 

Dr. Sima Das 

Aashifa 

VRN-C-23-05 
0752 

Items 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 
Retinoblastoma Surgeries 

Chemotherapy 

Total 

Oculoplasty and Ocular Oncology Services 

Address/ 

Phone: 

Age/Sex 

Cost per 
Unit 

2500 

Mohl Vyapari, Gali-Chaumnda, 
Achru,Lahora Mathura, Raya Uttar Pradesh-281204 

4 years 

No. of unit 

1 

Female 

Dr, Shroffe Charlty Ey Hospltal 
Delhl ls Now NABH Acoredlted 

Aprox. Cost 

2500 

2500 

UA 

DR. SHROFF'S CHARITY EYE HOSPITAL 
5027, Kedar Nath Road Daryaganj, New Delhi-110002 India 

Ph:- 011-4352 4444, 4352 8888, Fax:011-4352881 6 
E-mail : sceh@sceh.net, Website : www.sceh.net 

OTHER CENTRES 

ALWAR " SAHARANPUR MEERUT LAKHIMPUR KHERI VRINDAVAN KAROL BAGH (DELHI) 

NABH 


