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APPLICATION FORM FOR ASSISTANCE 

~~~~~ 
APPLICATION NQ • I 

(Healthcare) 
(~~) 

311
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NAME Qf APPLICANT : 

31~~ ·<b1 ,Tlf f, A!, y ~./.) NVJ 
FATHER'S/SPOUSE'S NAME . 
fi«n~ cfil ,Tl:{ • 

AGE-YEARS ~-<-Jtf SEX fwr 

rehUtU 
L,T 

3 '-/bltfZg, 

PRESENT RESIDENCE ADDRESS <liftlF! ~ 1@T 

rl A I<. \I J.)..n. l I=> I -.. '7 O'J_-, 

PERMANENT RESIDENCE ADDRESS : ~ ~ 1@T 

TOTAL ANNUAL 1NcoME : a b 

Wf ~ ~ I I crOl) (_ ◊RAN!) t-#f)(ij?_) 1c:t;;0.;(;/!;;;el 
PAN No. ~Woiffl 

ARE YOU AN INCOME TAX ASSESSEE (Tick Whichever Is applicable): Yes/ No 
cP-11 3l)'q 3Wi qi{ ~lid (~ -i::fA ~ ~ 'If{ 'ml cfil fun:! ~ I 6T / ,tl 

Sr. No. 

ilillffl 
I 

BPL Card 
(Attach Card Copy) 

Name of Family Member 

~~~cfil,Tq 

FAMILY DETAILS ~ ~ 

\IIVI--19 / 

Age (Years) Gender 
'3ll (<l'f) fwr 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 
~~ffi"qmTI!3Titm 

EWS Certificate 

lW<!r tlID ~ ~ 1l'tll1JJ 'lf.f 

cw:rrorll:l'lltUPTim~'tlit1 

(Attach Certificate Copy) 

3TR 3Wl '!Pf 'lll!lVT 'Q'1f 

(Wl11'1 ll:f '1ft WIil m m,r.i ~I 

Ration Card 
(Attach Copy) 

~'iffl 
('lrlTIVl'lf:i'lltlJ1111'llflrM~I 

Sr. No. 

~ml 

"PURPOSE" for REQUESTING ASSISTANCE: 

~tn~"lf4Wllil~: 

Medical Reports/Prescriptions Attached 

~ lf ~ "'1 lJf ~ trft ffi 
Y'\I Af., f\1/) (l.,,,f;, _ ~Y"~ ,N.D r~_1~ UIYI f.J. 

<r'EJ.io.ATYVlf:M S--DA 

a 

K~hlka 
foundation 

Building block of Iii;-

Ml 

Relation with Applicant 

~~~~ 
'Jl\.]rJ 0, 

Any Other 

~ 

ASSISTANCE BEING AVAILED for SAME "PURPOSE~; O=R~~~CES f\-l_.v 

~ $ q; °4 ~ 3R ~ fcl;m 3R AMOU~ of ASSISTANCE BEING AVAILED 
Sr. No. 

F{ffl 
NAME of OTHER SOURCE m 11{ .mz«lf ffi 

~~q;y-:,iii-

M 



DECLARATION by APPLICANT; ~ "r.m Il)t;vn ,i,; 
1) 1 h--b 

1 
. 

0 11110 to the hcst of rny knowledge Any fal ,c t<1lomcnt will •r.n lcr my Apphc:ition e, 0,., ~," y CQnfum that all drt,11 s ir, this r 0m1 .ir 
'l'M(J ;, ,315,._ liable for re•ect'ontcancelll!Mn 

..,n~ I ") 1 sot-
1 

• ' ~-' troni ho~h1ko f ou11dnt1on, will tu u cd only for tho "purposo•, ll'l st 1ted in th, F • sr 
~ v .. ,n y confirm that oss1st nre 11 n r,,,v,,., 01111 • for which ur,t-was l'eQuested b) me 

a • ·, ~t 3) I hereb) confirm that I t'l,he n,'t & " ,mi 111 fLJlllf<', 11v,11l ot 1,•1rnbur umcnl. 1n p.irt nr 1n full, from 11ny ott,,,r ourco/c"Tlploter/•r Vilnt. compa for wh,rh th s n~slSt,l"'CO s n:q,H•sh d I Of 1t''! a"' I) ~ ~ lf;t,11 \ ~ ~ ~ 'q f~ '11~ TI'ft lif,Hlfl llil ~-l•t,ril 1i, ar,m TT~l Tl}i 1nit ~I 1.1t.:. lil{ f!F.tt:Ut ~ f.'fl 'W{"I l!lir i1ffi!1 -(i ii;~" ~ I'm: 
; , itt 'l:R1 ~ m:Tl«li 'ctr "'l!M'TI'<i,' 'llilJ !ffl", ~ tfl -'It ~l t alNil '1'l'tP1 rnl a~t •lit 'lfd ~ 1/:r~ f<li1ll u11itrn, m l'f m~ i.1 '!fl'! 11111 t · -1 'ti 'ttiJ I' 
3) ~- ~ lfi«l1 { % r.ri m.i1«11 "tiJ -in: 111tl11 ri~ 11l t, ~ ,mi ~ 1TI'i1Fli 'llf ~1 m fn;,i\ '.IA 1.m11f:rrrif!ir-.fttll ,i;urft 'll -:i m IB"ll i ~ -:i ti __ ------- ~,~~~~ AGREEMENT by APPLICANT(~ WI iPT') 

1 \ B\ aff \ ng mi sign:ituro or thuml> impression on this Form, I (Applicant) horoby agree & authorise Koshika Foundation and ·l's T rustePS t use pub sh...-,, t-ur •eproduce JT1Y name. address. photo & details of the 'purpose·, for which such assistance is requested/granted, throu;h 
0 

r"lec vn includ :,q but not limited to verbal, pnnl. electronic, for soliciting donations for Koshika Foundation and/or dissem,nating informa'·o ar Ibo - . 
u n a 1,t , act1\ ~ es ac" rve1•,ents Such use of my photo & details can be made by Koshlka Foundation before or after my treatment or fulfilment of the ·pur;>os~· for,, t- c-~ ass,sta" :\? s oeing requested 

:::1 ,A~;:' c~!'t h.,ther agree that any such use of my name, addr,ess, ~hoto & details of_ t~e "purpose·, for which such assistance 1s requested/grar-ted ,~. :101 ,ll :omatic-all) entitle me for receiving or continuing the said assistance The dec1s1on for granting and/or continuing the assistance wilt rest sol , v. tr the -n stees of Kosh1i-a Foundation, and their decision is this regard wilt be final and acceptable to me. e Y \ 
I)~ ~'l'l'{3,T, ~'ll13l"l3-q;riWIW!Fli1:, ~ (~) 3TCl'TT~q;t~qi"{fil(v,ci"~~~~~ "<!ii ~'llitffi\P-!>lln'lJll, \ 
~ '1'iRl ~~~~~-q'mfirnf.~"~"~-;qmt.~, ~~~$~~1ITT!fuftflllam~ct;ful)fcr;m lftwm~ \ 
.;- ~ zj ct; ~ ~ t, itt m q;i ~ ~ ~ <t "lre 'll1 ~ 1t <!iB .t ~ "c!ilITT!il 'tlil3m" ?I -;qmt ~ i1 
:) _f:. l:,.,•~'<q-,) ~-.@ ~ ~ { f<ll -qu ,Ill, 1«11, ffl ~ ~ -;;rr f<ll ~ ~ ~ ~ 'lllM! l ~ ffl: ~ q;J ~ ~ <RR!ll ~ ~ -q 
"ni'fl' ~ ~ ~ q;i f.!uri:l 3ITd"l ~ ~ ffll 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

AGREEMENT by HOSPITAL (~ IDU <!im) 

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 •equest1ng 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, 1s 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 n :he r,atter 

~ ~. ~ q;r 3iR ~ wrorrr <f;T "~ ~" ~ fclfuq ~ ~ fuq;ifui cf>'! ~ t ~ ~ <~> f.A 'lr<lil1:"' llRI c1 ~ ~ i1 
1) <Fn fc!i "" m qcll!R am "" m ~ 1t fclfuq ~ mn ¾: ~ ~ 'll1 M ~ ~ ~ '3'1@ witflTT'I@ 1t #'I 'll1 ~ ~ t ~ f<ll rn "~ ~ .. 
ii ~ o<Rt' <ii W<lt.l 11' "~ ~" ID<T ~ ~ f<ll i1 ~ "~ ~" ID<T ~ fcAfu ~~ ~ ~ ~ Wll sif1'ffi t m ~ 
f-v:i1 3Pl ii< m<liR\ ~ 'll1 M 3R -.r-m'IR ~ ~ m q;i ~ wfe.lil W"ill !1 ~ 'ffe! 11' ~ ~ -if1'ffi ! f<I; ~ ~ ~ o<RI witflTT'I@ ta M 
ij7 ~ ~ ~ M 3Fll m'IR ~ ~ WllffiTTTI 
2. "~ ~" ~ ffi ~ ~ etc@ fclfuq ~ q;r -%1 wit 'II\ ~ ID'U t ~ ~ '!11 ~ 1Tlt ~ q;J ~ wit 11,ci ~ 
-,j <ml ~ ffi'-1 i m{ "fflclil ~" ID<T f.rim 'll<liR q;J ~ ~ ~ t, ~ ~ 11' wit ct; ~ ~ am 31R -;;iA q;r m-a ~ wit ~ ~ 
;ft m mr "fflf.fil" -q,"J ~ ~ 'll1 ~ ~ w ll ~ mr1 

Date of Surgery 

~1\~ 

11-04-2024 

RECOMMENDED FOR ACCEPTENCE 
~<fi'IB1lm:gfif 

or. CHHAVI GUP'TA 
A~unct consultant, 

Name.ff affl ~~til)jl\l)Jl~~lli~, 
~ ~ oilllf~ ~~ . 

' r~OR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~ ffll\R I 

Dr. SIMA DAS 
(Name, Designation & SfatnlStltAuthorised Signatory 

Oculopb1f 1Jehbff offlb'9'11~jogy services 
~~~ ~~artment 

3lRITTcli ~ ~ Or S~rP 1t·s Charity Eye Hospital 

SIGNATURE of TRUSTEE 2 
~~2 



Dr. Shroff's Charity Eye Hospital 

um 

'30tr September 2024 

Dear Mr Tandon 

Greeting~ from Dr. Shroff s Charit) Eye Hospital! 

Plea,e find belo,, attached estimate expenditure of Baby. San vi Sanvi- E/0924/0181 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinob/astoma Surg_eries 

Nam e Baby Sanv1 Address/ Kaithal,haryana- 132027 

I 
I 

Phone: 

DEL-P-22-02-0022 
MRN Age/Sex 3 years 

S. No. Treatment Items Cost per No. of 

date Unit unit 

1 10/09/2024 Examination under 2000 1 

Anesthesia 

Total 
I 

,A' v \\v 
Best Regards 1 

Dr. Sima Das 

Director 

Ocu loplast~ and Ocular Oncolog) Sen ices 

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 

Female 

Aprox. Cost 

2000 

2000 
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