
APPLICATION FORM FOR ASSISTANCE (Healthcare) K~hika 
~¾~~ (~~) 

APPLICATION No , 

foundation 

& / D 9 2~ j o I 8 3 ~~: .. / ;:~ON DATE: ~, 1/ ?-'f Bu.Jding bloc~ of life 

NAME of APPLICANT • AGE-YEARS ~-cf!! SEX ffllT 

~ <lil ~ . tv?A.s:r ftl!:>IJ 8A /<.AR_ :2--\f~~ Nltfl~ 

FATHER'S/SPOUSE'S NAME : 

M,,of\) I.SH ( F-A-f)I M.) 
~~<lil~ 

_VI L-l+\ u r 
PRESENT RESIDENCE ADDRESS . cf(!t!R ~ 1@I 

~ 
.;,...rf4HPUI< n f'./S/ QIU 

M [) Rr'iui f) lrltt) q /llflif<. j.l/",lt [)c:.M-I-

2.l IY Y ts:, 
,...._. 

PERMANENT RESIDENCE ADDRESS : ~ ~ 1@I 

OCCUPATION : 
~l-Af;,$, PArNTeJl C P-ttT>t~) I MARRIED(~) I U~D (~) 

'olfcrnrq 

TOTAL ANNUAL INCOME: 

I:; 411,oCfl) (rM>taj 
(Attach Proof of Income) 

~'q'Jflfq;mq 
(mq "ilil m~ mrr.T) 

PAN No. ~"&lfilffl 

ARE YOU AN INCOME TAX ASSESS EE (Tick whichever Is applicable): Yes/ No 

<PIT 3lfl7 3lTli ~ ~ ! (;;rr l!R ~ ~ ~ ~ <iiT f.rm WJT!TI 6°il~ 

FAMILY DETAILS 'lifu!R fcfcRuT 

Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 

slir:rffl ~iffl<iil~ "3l) (cf!!) 1wT ~q}~~ 

l IVIJ .Jf\/UiH '} .I:.. lVlftt>..- -· ~ ., 

.~ IA-f\.t ::I IJ O VN ~2.. ::r_ 1/1 / /\,Av, ~ (\.V'Yt),lf,,K 

-~ AP-ii )R.,q-f{ ✓ _'1, M/JrfkJ bf(,f)J2/M 

BASIS for REQUESTING ASSISTANCE (Tlck whichever Is applicable) 

~q}@tlmfu~ 

BPL Card EWS Certlflcato Ration Cord ~Other 

(Attnch Card Copy) (Attach Certlflcate Copy) (Attach Copy) s/Proof 

m~rt~~in 3iR Jirq tT7I Jll!l17T 1rt ~ cm 3R'<lilt~ 

(W!11JT -q';f 'lfi't lJT!l1 "llfff ~ '!fit, (Jll!l17T"!!;f11>'! Wit W!l@r.i ii;t l (1Jll!UI 111 ll\'t 'IJTIII w!I' ~ tfrt1 

"PURPOSE" for REQUESTING ASSISTANCE: 

~ ~ fiii?) ~ ~ 1fiT ~: 

Sr. No. 
Medical Reports/Prescriptions Attached 

slilfffl 
~ ~ -.rm 'lfiT Tff ~ li"T ffi 

I P / J-\ UU\.tD .y(/) - R C.-rf f\UJ f)..J ~ r I DfU A 

~ 'Tf>'....e-rn1M <ofVT 8-UA 

- I 

. 
!. 

-

' 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 4V 

~ ~ q} ~ ~ 3R' ~ fc!;m 3R' ~ ~ ~ lf!!I ~ ? 

Sr. No. 
NAME of OTHER SOURCE 

AMOUNT of ASSISTANCE BEING AVAILED 

ifill'ffl 
~~<iil"'lllf 

ffi~ ~ Uffl 

,VA-

J 



DECLARATION by APPLICANT: ~ l:TlJ ll1'!Vl1 ~: 

1 "iereb) confll'IJl that all dctals in this f·orm aro True to tho bou or rny know! d 

ah'e for re ect101\carcellat1on ° f!IJ, Any l,il •'.l r,1<1tornont .,.
1111 

,,., 

1 211 "' ""'""' cooEm, that as; , laoro, ,I '""''"'' I rom Kosh,ka F °"'' alloo II b , "' °' "'1 'W<> • ""'' < ,,, r, "; a 
was reqi e~ted b~ me 'wi O usod only f0r tho ·r,urrm•,o· ll 

11

• 

3 I he ebv tonfim1 lhst I h;i, o not & will not in future, avail of reiniburso ' ' d\erl 
11 

lht hrrr ftr 

11

1 
• ment in p· t , fer v. ' cl-i tr s ass stall\.--c rs requested · ar or rn full, frorn iin, othor ,ourr,n/om ii<, ,. 

~ ..,.__ • ,,._ , ~ ~ 'TI 1~ ~ r. y.r/in,,r,mo,u11 P "1 '<I~',; <ii«lJ \ lefo ~ m.;q 'it 1~<4 ti '111 ~ ;t ~ 1j1'q , , ! r 1 ',1 

= ~ ~-,.,. ~ ~ •~ ~", ~ ~ 111 u!\ r,, ~ ~ aift 171 lffl! I "1.!f~ lf,ij f'w«llf 111( ;J;t,H ~{i'{ "IT'ii i!A! ~ 1'l itfJ Tf 

~, ~~~{fii:i~mii«TI W'<l~ffl"'71Jll ol:!llfiTllil .~ ~ ,1,t11M •~f/?Mf,..-,~l'lff7t'l!,,n :ri ~llf '117J '1'117.t iIT'Pl!t"'I 
"111{1'11 7lf '!R;;:f ffl"PTI fipft "lRJ 7Jlil~+.-

AGREEMENT by APPLICANT , ' :i ti ~11 if tfr:i ,·<1•11 't"l1ffl 11 , m fti,r, t m"1 
1' 8) .,"",'lg TI) signature or thumb rmpressron on this Form 

1 
(A lie (~ ~'I '-PTT) 

LS~ pt.b St"Li;)ut-up reproduce my name, address, photo & details ~ith a~t) horebt agree & authorrso Koshika Foundation aM rl's Tr • ,.,., 

"'N .. rr riclua ng but not limited to verbal, print, electron re fo 
11 1 

_ e purpo!:.e , for Which such assistance ls requested/ 

1 

d u ,t .. s lo h S h r h 
' r so cling donations for K hlk F gran e through ar a,tl\ :il"s ac 1evements. uc use o my P oto & details can be d os a oundation and/or disseminat . 'f ·; 

,.,, "> " a""""" is beiog "'"" "' · ma • by Koshlka Fooodatloo b,forn °' a,,. my t,oatme,t o, ;:~:~:•ma,., '.''~11t·,, 
:. Allp ,cant) further agree that any such use of my name add _ nt of th'1 purpo,e 

• ' Ol aofomat<a"y eobtl, m, fo, ,..,,,,,,g °' COotiouiog th,.,~"• Photo & dota,1, ot lho 'po,po,.•, fo, •hi<h so,h "'''"'" ••" 
,~ tr: t'1e Tn.stees of Kosh1ka Foundation, and their decision ·s th' ass,stan_ce The decision for granting and/or continuing the ~ t QUCS

t
edt1r::inted. 

• . , ' rs regard wrll be final and acceptable to m assrs ance w,11 rest sol1;11 1) -sm~3N-i~<l"f3l'rac!il~~."4 (~) 3ll!'fl~"'7 ... . .. e. . 

"' ""' .. .,; ~,. "'" •;,,. ""11;,,,• ""- Sflm 1""-... ("" - - .. _ - ... '11,,,, ""; f-,;"""' 
~ ~ <iiB i ~ ~ t, iit m l1il f<lcnut ~ ~ ..,\ ~' ~. ~/<ll ~ $ l! ~ "IJfufcifw.if am ~.r:it" "1fi fuJii f.:i;..ft tjj w:rrr ~ ' 

~ ,o<:i 'q{ ~ '1 <liB cfi ~ "~ 'tfiram" 
2) ~ (3iT<mi) ~q@~~{fc!illU-,rq, 1«11. ~ ~~onfc!i~,t ,. , ~~~t1 
• -~ n • - •• f'.-..1.. , ;;:,.... - ~ ~~-?~m-~llil~:itt= ... ~ ~ ~ ~ <iiT 11 • 1~ "''11'1 ~I \ qt~ ~I ' ··nirnl ~ 'qi;.(~ 11 

I APPLICANrs SIGNATURE OR LEFT THUMB IMPREss1oN : 

I 

AGREEMENT by HOSPITAL (~ IDU "cfi"m) 

Sy affirng ho""''"• s,goato,e of oo, A,thorisod Sigoato~ fo1 ,ecommeodiog lhis ca"/p,tioot fo, fioaociat a$$i I f K h k F · 
(Hospita l) hereby affirm & accept following: s ance rom os I a oundat1on, we 

1) that •• " 'th""' ,.,so,t1y oo, witl i, '"'"" a,ail of fioaodal assistaoce from aooth" NGO o, aoy otho, ""'" tonh r u 

requesting lo get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation If the reqeuessatmedeapsasiestn case, astwe ared b K h
.k F d 1· · · f II h h H · · , • · 1 ance rs no grante 

y os 1 _a oun a _ron, rn part or 1n u . I e~ I e _ osprtal r~serves rt~ right to make up the shortfall from another NGO or any other source. This 

coofim,at,oo """'""' stat•.• that ~, H.osp,tal w,11 oot " "' aoy dophcat, asslOao<e fo, th, sam, patiooUcas, from a,y oth" NGO o, "Y o<h" ""'"· 
2) The a,s,sfa,a, f,om Kosh, ka Foo oda boo " ooly fi " "" I <o oaW". Tho ct,o,c, of tho 1,oatmeoUpm<edo" ""'"""'"' oc•d by the Hos pilaf 

00 

<h, 

pauent, 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 rn tne matter 

ttw. ~ . ~~ "'7 3lR ~ "tllt@IWIT <1i1 "~ ~ " ~ ~ -m-rirat ~ ffi11ilmi <!>'I -.rrci! l r.m ~ (W@@) f.r9 mt ,1 11R c1 ~ <ii«! i1 

1) <fr; fc!i , m ~ am , m ~ ii f<lftr:r ~ fc!im ~ mq;m ~ "11'1 flm:ft 3A ~ ~ o<@ wit/l!TlIB if ('l1I "ll1 t1 .t t. ~ fcn rn "llilfml ~" 

~ nw:-rtmf.Rfrr T<@ <fi ~ 11 "~ ~ .. ,mu~ tu fc!i t, ~ "~ ~" IDU ~ mm 3ll'mcl;~ tn "tRJ. ,m f<li'-!I "1'@l i m 3W@@ 

f;f.m ~ ~ m<nTU ~ "11'1 %m 3RI tR!J~ ~ ~ ~ qij m~ Wf8Jo mi t, ~~ii~~ "1lm t fili ~mm "3<@ wftq ~ ~ 
117 ~~ "11'1 fl;m 3'.Rm•-R"B "'lm~I 

2. "~ ~ " t1 ffi ~ ~ <licffi ~ V<iifu <lft "W'I "uift ~ ~ IDU ~ ~ 1'lffl "11'1 Fli1I ~~<Ii! "ij;ll<I wit~~ 

,j; m ~ ~ i am "<lilfmT ~ " mu %m "IJifiR ~ ifiW ~ ~ t, ~ ~ 11 wit it~ "\'JW1 om 3Tl')""" <!>'I mn ~ wit wi ~ 
":ft tt1ft -~"~" ..fr~~ "11'1 ~ ~ llfl@ lT -.im mrITI 

Date of Surgery 

~ 'li1. 
5\~\i-'\ 

11 -04-2024 

RECOMMENDED FOR ACCEPTENCE 

~ cfi ~ mwr 
UI, \lnnt\YI ,..u , tn 

Adjunct Consultant. 
Oculoplasty and Ocular Oncology Services 

Regel, Mo. 100745 
(~~~tamp) 

~<ii!,fClqra~q"[oj, 1. I 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~raw I 

Dr. SIMA DAS 

Oculoplasty 111d Ocular oncolOgy Mnlcff 

Dlltctor, Mtdlcll Educallon Department 

(Name Desjgn~8A-&4St~f Authorised Signatory 
' Dr. snrois~ ~~MIIY iA-~ 

,l"ll q 1R ~ 3TI~ 3TI\f<li1U 

31Rlftt; -rnrrr "ITTl 

SIGNATURE of TRUSTEE 2 



o,. Shroff'& Charity ltyt Hotpl\ftl 

\ \I ~\ l,Uhi-1t\ 

l:1,',' ltll•:, (h1111 ll1 ~hn11r, l h.tllh h,· \111'1}'11111! 

l'k.,,,, lnhl i,.,1,," .111 .11·h,\l ,,,11111.1h' ,' \(', ' 111 h t11111 ,,1 ~ I.ht \li11 \ .,k.11 I tl'J' I ti I~ i 

--

I ·ttll11.11,, I ,, it. t 111 t111,111111,111 

1'1 ~;""'"'" l' h,ultv I vci tl11ttplt,1I 
l,c'(/{lllti/,1•,(,11w1 ~l//1 /cl//1,~ 

,- - - - -

N.11\ll' ~,.,~I 1\!111 \ .,1-...11 Ad1h,,s:1/ V1llll[lll Sli.1 l1p111 1)1•,lllt I Mill .ut,111,111 

llll.o l 11,1tl11:,h .'-I-I-Ill.' 

l'ln11w· 
= 

1)1 I I' .\'i l1.\ t ~1t1 ' 
MRN An11/Sox ·' y11.11:, 

,_ 

S N,,. 111'.ltlll\lllt ltc•111:; C,1~1 por No. of 
ct,1t1) Unit 111111 

1 05,'0W.:02·1 l·\.n111in;1ti11n 11n1kr ) ()()() I 

. \lll'Sthl'St:l 

Total 

--

lkst Rt'gards 
v-

lk Simn Das 

Din'\'IOr 

(kuloplnst) and Ocular Oncolol!) S1•n il'1•s 

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 

M.iln 

Aprox Cll!!I 

.'OOll 

2000 

-~ 

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


