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APPLICATION FORM FOR ASSISTANCE (Healthcare) Kfhika 

~¾~~ 
(~~) foundation 

APPLICATION No. : 

G-/f57f 2-~ I o1:rq / ;:c;~oN DATE : { 0 1 / 2- ~ 
Building block o( 1,(o 

~ffl: 

NAME of APPLICANT : 

AGE-YEARS 3!Tg-<llf sExm -
~'iji'f,f?l MAST A-t<lHtT 

-----
5Y£1rR.s yu~ r·- ~-~ 

;:,~~'::':°-:E'S NAME: ~AU R A 8 H {rM>1U ~ ' 

PRESENT RESIDENCE ADDRESS cfoIWf ~ l@T 

f,l<AM NAl0M1A ~ p.:-j 1-r/V k' V/Jf< ~ MD f-11).fY,',nn = ,.., A-fl ~~ 
,,c-.. 

r J lfl+-F< J-Jf<A-f)>-~ - ~!l,fl 0.Qh ' --.... --
PERMANENT RESIDENCE ADDRESS : ~ 3WffilT7l' l@T 

~~- l 

OCCUPATION : FARNe/L C t-M>f~ 
I MARRIED (flrcfrftcr) I UN~~) l\)_/J 

~ 

TOTAL ANNUAL INCOME : 60, 01fD { f-Mri Sf<_) 
(Attach Proof of Income) 

'!iRmfllq;3ll'l:f 

( 3ll'l:f 'iji'f m&<l' 'fiw-f) 

PAN No. ~ lffl' ffl 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is appllcable): Yes I No 

<FIT J1fl1 3W7 qi"{ 'eyffT i (iffl llR '87 ~ TR "!M 'iji'f mTR wml1 wi I ,ITT 

FAMILY DETAILS ~ ~ 

Sr. No. I Name of Famfly Member Age (Years) Gender 
Relation with Appllcant 

liilJ'ffl ~i'!lWlT<fil,Jtf o1J (<llf) m ~ i m t1"qtj 

I cSA-f )I< J.H,',J1 
~if ·MA-fk- l--tID1~.X 

,!;J ,, A1"\lu1::i 
~LI 

·r Tl IYL fl III J~C.1-' 

~ 

BASIS for REQUESTING ASSISTANCE (Tick whlche~e, Is appllcablt) 

1ffl!fc1Tr(im!l93WW 

I 

BPL Card EWS Certdic&te 
Ration Card Any 0th 

(Attnch Card Copy) (Attach C&rt1flcah: Copy) 
(Attach Copy) Ba roof 

lffiiil tw <li" ~ 1lffllll 11':f 
~,irq'lf'f,yini,11' 

~11ffl ~mfPf 

(J!Il!VI in t/>l ~ll/T vffl mir.l "lfitl 
('!flll"l ~ lt:J ~ r.rfd llw-i lf.tl <Jllllq Vl 1fi1 Ullll ~ mfr.f im, 

"PURPOSE" for llEOUE'.STING ASSISTANCE: 

~ tg ~ 11?J ff 1f.l ~~: 

Sr, No. 

Medlen I Reporta/P,escnptions Attached 

ilillffl 
~i'IP-t 'R ~ 1f,t Tfl MH qifr tfur.l 

I f\ IA Q, (ll<.kf. ') - fl. ¢-Tl fd.1" ., • ,.__,_ ~ .J fYY/1, 

:::i 1 f...vITT I 119-M - i .J-1 ,-. JIU) 'I >1 r A /WLt t-Uf-\ 

I 

... , I 
L . 

1 ~·•.Ii l - 11 

. , " . . -· ~ 

•· 

I 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

~~it~~ aR ~ f.iajr aR ~ ~ ~ ~ wr? fu,{),,-- I 

Sr. No. 
NAME of OTHER SOURCE 

AMOUHT of ASSISTANCE BEING AVAILED j 

ii"lfffl 
a:pj"'f:Uaq;J~ 

l'it 7ft ~ 7Jm 

ll/tl 

1 
~ 
1 

J 
~__J 

I 



~~~'li, DECLARATION by APPLICANT, arc True to tho bC$I of my knowlodgo. Any (dl<\C &I 1tcmonI Will render my App11ca11nn?. on r b confirm that all details u, lh1s form 
• • 9')\i'l';J 

1) I he el y 1· ntcanrellahon Kosh1ko Foundation, will be used only for tho purpo&o, o1 staled In Iris Fo.m I 
liable or !eJ8C IO I reroi11od from 

Qr I('; • 

2) I oler.inly confirm thal ass stane(I 5 
ed b, rne 

8 ail of rc,mbursomont, in part or 1n lull, from any other source/r:mployer/rr si,ran 
\~as request ) t I',, \

11,1 not 111 lu1t,rc, v, 
tO <.ompa

1 

3) 1 hen::bv confirm that I havC' no ' 
. 

1 r for which th~ oss•!.lar.cc s reQ\IC
st

''.d ,ft f~{Ul l\tl ~ 1li JflW'. m,i ~ ~ !1 1lii; <li1l FVf{UJ 11:l 'intfl ~ WU '1lffl t m '1111 ~ fl!,,;, I)~~~ { ~ ~_m--q 11 fl;il ~ ~ "11 -al~ mt aW1i1 '31lll111 om ~l'-1 "'1 'l!\! q; ft;rq flnm ~. ~ ~ Wl"ll 'ti~ TJ7lt t, ll. ~> 'lt7 ~ ~ m11llll '1fu fflP,I ~·""'mt '3'Q ufu <lil 311W<li -qi WliFI mm M JP.! wi~r,itltl ~ 'll, mm tt :iltT, if\ 1 ~ ~ ~ '{ % ~ ~ ~ ~ '\l1tR1 ' ' AGREEMENT by APPLICANT ( ~ -;TU ~) ~ "q' ~ 
. th· Form I (Applicant) hereby agree & authorise Koshika Foundation and ,rs Truste th mb impression on 1s , , h . t . es lo 

1) By affi~ ng mys gnature or u h t & details of lhe "purpose", for which sue assIs ance Is requested/granted, through 
od my name address. p o o k F d r d/ d' . an1 

1;se. pub sh put-up repr u~e. , rint electronic, for sollciting donations for Koshi a oun a ,on an or issem,nating information abo . med u11. 'ndud ng but not hm1ted to verbal, p & d t 'Is can be made by Koshlka Foundation before or after my treatment or fulfilment of the • ut Its 
ac'.i~ tcs achievements Such use of my photo e 31 

Purpose· or \\hlC!l ass stance ,s oemg reque
st

ed f e address photo & details of the "purpose", for which such assistance 1s requested/g 
A ) f nher agree that any such use o my nam , • . di . . ranteo \ 

2) PP cant u . . . continuing the said assistance. The decision for granting an or contmu,ng the assistance will rests I : thrt~~a~;:~
1;!?~:~~1

:a ~:~~d~~~:~~,:~do;heir decision is this regard will be final and -~~c~ptable t~ me. , , .. 
11 

• 

0 

P.ly \ I' ti; re -qt~ mTm '!l1 31'rTa "'1 ~ ~. ~ (~) 3ltAT ~ q,'t ~ ~ { v;q <!>1ITTc!il ~ :3ITT ~ ~ q;J ~ ~ { % i:t,i 'iil1 \ -F ',iii -mi: -jj ~ ~ '111ft -q • t ~ "~" ~ -;:qim, ~. 'lll'Alf!l1 '% ~ " ~ ~ 31R ~ qi' IB!1 fq;m '!fl 'lffiR ~ \ .i ~ ~ i ~ ~ t, 'll't -srq;; qiT ~ 'll't ~ qi' 'Ire '!l1 ,w; ii~ ct~"~~" q -;:qmt 3lf'1f<li\l ti I ~, -:i (:;.,m;)~,j'@~~{f.fi-qu-:rrq, '«II, ffl 3ll\~~flfi~<t~.tni~m: ~<lil~,m<R@j, ~~~ll 
-~- ~ ~ ~ <lil f.l$i 31Rfl! 3TI\ q]~ m, 
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
~ ;j; ~ '!l1 3J'1ra liil ffilr-1 

AGREEMENT by HOSPITAL (~ IDU c!i"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: 
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 
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 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 wil! 
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. 

Pm ~. ~ q,1 31R ~ wlWft ctii "~ ~., ~ fqwi ~ tu fuq;Jfui q,1 -;;um !. ~ ~ <~) ~ 'll<liR ~ llPl q ~ ~ i, 1> ~ f<!i', m cffltlA 3TI\, tt ~ i( ~ ~ fq;#.111i: mq;m ~ "lit fclaj\ 3f.'!l ~ "~ witflUl'R'l -q -w1 "lll '8 ~ t ~ f<!i' rn "c!illml ~II 'i:i ~ ~ i ~ il ''c!illml ~·· ~ ~ ~ flfi t, "QR ''c!illml ~·· -;ro ~ fcRfu 3lifm~ ~ ~ ,m F:fill1 ;;i@l t m ~ %ID 3f.'!l itt ~ ~ 111 q ~ ~ ~ ~ 'ffi <lit~ ~P;ftl Will t, ~~ii~~ ;;i@I t flfi ~ m ~ ffl wit~~ mrr itt~~'!ll~ar-ilml.fl~,it~1 

2. "fflfi.!il ~" ~ 'ffi ~ ~ ~ fqwi ~ q,1 !1 wit 'q'I: milR'I IDU c{\ ~ ~ "lit ~ 'If!) ~ <lit 'f-ll<l wit 'q:r./ mi1R'1 'cf,~ q;] fem t ~ u~~II ID'{! fclaj\"llq;f'{qij ~ ~ ,mi1 ~ ~ ~wit-t ~~ ~ 31Ru!A q,'tmft~'Ulii'q:r.(~ q,1 m am"~" "il,l ~ ~"lit~~ w ii~ mini 

Date of Surgery 

3WITTR'lil. 

l~\j\&~ 

11-04-2024 

RECOMMENDED FOR ACCEPTENCE 
~<fiIB1lmwn 

r. 
Adiunct Consultant. 

uloplasty and Ocular Oncology Se~ices 

· (NalM. Sh~~R~~~EZ~~~\~fTlP) ~ <lil ,rq~,.~-q ~ ·,. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNA1URE of TRUSTEE 1 
~ ~m 1 

Dr. SIMA DAS 

Oculoplasty .geult(oncology services 
Director, Me ,i,{ducatlon Department 

(Name, DesignBlii,t l~tQ!ttl9lf Authorised Signatory 
Or. Shrotti,iQMrM!f 6ff!H~R\\~ 

,rq q ~ ~ 31f~ 31ftmtl 

SIGNATURE of TRUSTEE 2 
~ ~ 2 

fr 

mi: 



. 
, for tho r;ommun,ty tncc 1922 

Carmi/ ' 

.~:,-,,·:-:.){ .. = ... = 
✓, ,,,, ,, ~ 

1//;~,\ 
JOth September 2024 

oear Mr. Tandon 

. 1.. 1 Dr. ~hrofPs Charity Eye Hospital! 
(;rcct111g~ , on 

I l •I w atlachcd estima te expenditure of Mast. Arch it- E/0924/0 I 74 
l'ka~I.! fi ne )c o 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

-
Name 

Mast. Archit Address/ Gram Nawada, Atankpur 

Mohammadbad,Uttar Pradesh-233227 

Phone: 

- DEL-P-24-07-0520 

MRN 
Age/Sex 5 years 

-
Items Cost per No. of unit 

S. No. Treatment 
Unit 

date 

1 12/09/2024 Examination under 

anesthesia (EUA) 

2000 1 

2 12/09/2024 Chemotherapy 2500 I 

Total 

It 

Best Re ard~1/ g 

Dr. Sima Das 

Director 

Oculoplas ty 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 

2500 

4500 

ALWAR e SAHARANPUR • MEERUT e LAKHIMPUR KHERI e VRINDAVAN e KAROL BAGH (DELHI) e MODI NAGAR e RANIKHET 


