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for which assistance Is being requested 
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AGREEMENT by HOSPITAL (ffiiiIB WT <f(R) 

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Kosh1ka 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 a 
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is' not gran;:d 
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 essentially states that the Hospital will not avail any duplicate assistance for the same patienVcase from any other NGO or any other source 
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenVprocedure advised/conducted by lhe 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. 

illR ~ . ~ 11>'1 am ~ l!TlIB.rorft .,, -~ 'lilo'm" ~ f'crt1!il ,mi@! tg fu1li1fuT <ti\ ;;irii\ !. f;m ~ (fl'li!IBJ RI'! lr<fiT{ ii lif-ll. • <n«1 t i 
1) ~ fl!i"" m "lf<li!R 3'rt, -t1 ~ 'il filfu,; '!mlf<!l l%m m m1!ITTl mtlR '!!I l%m 3R 'fi1ffl ~ 'ffl "1ft/'l!lffi ll ~'!!Ia~ t. ~ fl;; rn -~ ~ " 
~ ~ oil<! ;t W<N 'l "~ 'lilo'm" WT ~ ~ Fili !1 '1!R •~ ~" WT ,mi@! mfd 3llfuil;fllirn 'tg ~ 'lITT f<!;'I! o!@l t m 3!l'«I@ ..... 
fll;m 3R m ~ ffl '!fl fil;m 3Pl ,RlllR ~ "lmllill ot'l 1li'1 aifu..R - W<ll ?I '!'fl ~ 'II Wi! 1li81 o!@l ? fl;; 3!l'«I@ mftil ~ ffl ~ ¾ fli;m 
-rrr ~ m 111 l%m 3F'I m!f-1 ~ 'ft\ W!lit'!'ft1 

2. "'lfilmlli1 ~" il 'ffi ~ .mi@1 ~ Pffilll 1l'ilj@ <tf\ ! 1 "(\,ft 1R ffiil1F! WT ~ ~ 1lffiW 7ll f<i;1l lfil ~ q;J ~ '(\,ft ~ G!'ll!IR 

;t ~ 1!i1 1'iP!ll t aft{ •~ ~" WT l%m ll'liR 1!i1 -.;W ~ 'It\ ! t ~ 5l'lil@ ii '(\,ft i ~ ~ 3ltt 3ll'l ofr-\ <tf\ 'llRl ~ '(\,ft Vii G!'ll!IR 

lift 1'ift om "ffll<lil" '1ft llil't ~ 'l!I f.lrirou '!'fl w ii m 'ST'ft1 
Dr. SIMA DAS 

RECOMMENDED FOR ACCEPTENCE Ltrec1or 

Dt(;HHA GUPTA ~ <fi ~ ~ oi~~o!i~s~ ~:,~ O~ular o~col~gy services 

Date of Surgery '~I!"' Reg No. 0Q291 
3/imR q;'\im't~ Oculoplasty an O 10•0Y Services Dr. Shrol~ ~llill'i!y Eye Hospital 

~/ ~12-c; ' 
e . 0 745 

(Name, Designation & Stamp of Authorised Signatory Dr. Shroff harit~ Eye H~s it~ 
(Name of Dr. & Regn. ~ wt h Stamp) on behalf of Hospital) 

-s ii s I "2-i, ~iiil,lllclm&Rcl'(f;;i.,. ,lll cl 'Rffiil@aif~31N<lim 

FOR INTERNAL USE of KOSHIKA FOUNDATION ff'ili ~ 4 

SIGNATURE ofTRUSTEE 1 SIGNATURE of TRUSTEE 2 

~m&R l ~ ~2 

~~, ~ -~-,-1 &0 -~ {} . --
20 · 03 · 2025 -



---· 
Dr. Shroff's Charity Eye Hospital 

Dear Mr. Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast Anas-E/0825/0174 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr Shroff's Charity Eye Hospital 
Delhi Is Now NABH Accredited 

Name MastAnas Address/ Holigate, Kidwai Nagar, Etah, 
Uttar Pradesh-207001 

Phone: 

DEL-G-25-02-5091 
MRN Age/Sex 2 years 

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

1 29/08/2025 EUA(Examination under 2000 1 
Anesthesia) 

2 31/08/2025 MRI 6500 1 

Total 
~ 

BestRoga~ 

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 

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


