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DECLARATION by APPLICANT: ~ ~ ffl 11:i: 
1} I hereby confirm that all details 1n this Form arc Truo to lhc best of my knowlndgc. Any fc1lse Slalornonl will rcr1dor rny Applicalton & ongoirg <1ss1,tancr• 

liable for reJect1on/cancellation. . .. • stated in this Forrn f ., 2) I solemnly confirm that assistance, if received from Kosh1ka Foundation, will be usod only for the purpose · as · or which such ns•;i
3
t;; was requested by me 
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AGREEMENT by APPLICANT ( ~ WU i.filR) --
1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to useJ~ublishlpul-up reproduce my name, address , photo & details of the 'purpose", for which such assistance Is requ_ested/gra_nle~, through any meo,u_m, including but not limited lo verbal, print, electronic, for solicitlng donations for Koshlka Foundation and/or disseminating_ information about it's act1v1t1eslach1evements. Such use of my photo & details can be made by Koshlka Foundation before or after my treatment or fulfilment of the "purpose· for v. hich assistance is being requested . 

2) I (Applicant) further agree that any such use of my name, address, photo & details of the 'purpose'', for which such assistance is requested/granted, -.\, 
1 
not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely wi th the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me. 

I) w m 11'{ 3rq-'{ m~ <II 3l'ra cfi1 'Im~. -4 (~) 3N-ft ~ cfi1 ~ <fiUl1 ( ~ "~ irn'm am~ -;qm' II qiT 3!1lfclil! <!i«l1 { Ni' 1l'U ,It!, 
1lm, ~ ~ 'iil1 ~ ~ m -q wt.~ 11

~
11 ~ ~. ~ . ~/'lll ~~~~~am~ ct~ f.!;m tj\ ~ 'Cf1U!ll 

~ W'1lfu! cfiv! ~ ~ ~ ti ,tt: m <li1 ~ llt ~ ~ "ffil 'lll ~ ~ <liB ~~"~mm" 'Ii -;qrm ~ ti 
:!) * <~> w q@~~'{f.l;iru ,Tt{, '1@1, 't!i1li am~iili fq;- ~~~~-i~ffl= ~<lil ~m<R@l1 wlllq'tt-ii 
"~• 1!_q1l_ ~ ~qi] R1lTll 3'ITTlll am iijl~ffll 

AP_PUCANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
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AGREEMENT by HOSPITAL (~ WU i.filR) 
By affi_xing 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 patienVcase, as we are requesting to gel 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 con firmation 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 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 
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RECOMMENDED FOR ACCEPTENCE 
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~ Dr. CHHAVI GUPTA 

l ~~pluty ~=~ Serv~~ 
(Name o'ldlll:~i\h.Stamp) 
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FOR INTERNAL USE of KOSHIKA FOUNDATION 
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Director nlcll 
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-- Estimate cost of treatmen\ I 
Dr Shroffs Charity Eye Ho_spt a 

. ~nobfastoma Surgerres 

Mast. Mohd Ali 
Address/ 

Kajiana, Bareilly, Uttar Pradesh-229401 
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~ame 
Phone: 

OEL-P-24-08-4343 
Age/Sex 7 months 

:\~R 1' 

No. of unit 
Items 

cost per Unit 

s. \o. Treatment date 

2500 1 
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;o os202J Chemotherapy 

20000 I 
' 06 09 202-1 Genetic Test 
-

6500 I 
06. 09 202-1 t-.1Rl 

Total 

Best R,g,,.V 
Dr. Sima Das 

Director 

Oculoplast~ and Ocular Oncolog) Services 

DR SHROFF'S CHAR'TY 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 

2500 

20000 

6500 

29000 
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