
~ .. 
-

APPLICATION FORM FOR ASSISTANCE (Hoalthcaro) I< oshiku 
~~1~('11 ~ ~ ~ (~.ffi'Pf1l ~!'J1fr('f) 

f o U rJ d i1 t I,, r 

~PPUCATION No, : E-/ 092-~ ) b/~LI I .c;~~ON DATE: 1; / Ifµ~- ffu,M,r? I, O<i< ,,( LI• 

<"'~~: 

NAME of APPLICANT; 

MMT 
AGE-YEARS 3lflI ~ srxf;;frr 

~~~',fq J;,A Cdt/l 4Uf TFJ ~ '-I EA P-.9- MAVi,,, 
Ft.THER'S S?OUSE'S NAME : 

LT DriARN~DRA CrA-r>1u) 
' 

fur.~q;y;rq 

~ I PRESENT RESIDENCE ADDRESS art= ammitlJ 1«!1 
~ 
,. 

' 
.,Lf\llil'r- \/AUi)/,\.. HfV"'-. ') f)IJ1RIC,f- 1n1.;o,J-.{/N'l)ufl ~? 

11tt1'H2 /4</t D':,,J-tf r '.L..,.,, -i' ,n 'J/ - ......., 
PERMANENT RESIDENCE ADDRESS : ~ 31TcITTttll 1«!f ~ 

-
OCCUPATION : ;>B,N.<;. / DN tPv (C; RAN DP Af<&v Ts) I MARRIED (f<f<mtc!) / UNrMA~~) IV/ 

: °"q~,q 

I TOTAL ANNUAL INCOME: 

~ffl<ii3lflf ~JDW ( t; I A-N f) PA fµJ !J._) 
(Attach Proof of Income) 

( 3lflf cfil m~ m;r.i) 

! PAN No. ~ ~ lffi1.l'I 

· ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes/ No 

I~ 3U1l' 3Wi <iit ~ t (;;rr 1lR ~ ~ 1i\ WT cfil mtF! Wlllil m' I ':ffl1 
FAMILY DETAILS 'q'RqR ~ 

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

~lffi!l'I ~qi"~cfil'Wt ~ (cf'!) IB7I 3IT<R<!i<f;m?.i~ 

0 ~·~ ,,, /,,~, !=J '1 j t, ,/ I'.>,{), l\,r,o 1-lf'ff ✓ 

,~ '-.. fl OJ t' °' ✓ 
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I 

" 
ll .Jf'\ ~ t C, - J.:... Vi I ~ 

..:: .:7' ~\. '\J .~ 'I n. ;,,/ Ull.PrNf.. l,Af)./yf 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 

tlmm qi" @lf fcAfu a:rNR" 

BPL Card EWS Certificate Ration Card 
~r 

(Attach Card Copy) (Attach Certificate Copy) {Attach Copy) of 

Tffiiit fflT qi" ~ V'!J1IT 'tj:f ~ 3l!ll q,f 'lll!f'OT 'I:! ~<m ~~~ 

('!1"1J111 'I:! l!iT iWl1 'llffl ~ <rl1 ('!1"1J111'1:!l!ilml!l'5ITTl~<lit1 ('lll!f'OT 'I:! l!iT lJT!IT 1ITTI ~ cnt1 

"PURPOSE" for REQUESTING ASSISTANCE: 

tlmoJtl{fcl;<frrlfcA'mcfil~: 

Sr. No. 
Medical Reports/Prescriptions Attached 

~ffl 
~ ~ -;;im q,1 ~ ~ ~ tlw-1 

t'i I ~ I'.> ,I\J,f} ~ --- f(. r A / I "' r, n 4 Iv{:./ '{;f'vf A. 

.,!f;j <"f1<.yJ;f.,f /V/1-'.,f\fl - ,,::-1 ,A 

- -
- 1•:, •~ c;nn.1 ,1.i,I 

__ f .. 1:;,; 

·or.,1/ 
,. ..-,:lJ 

" .. 

~:;; 
. 

t'•' 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

~~qi" 4 ~ ~ tlmm fc!;m ~ ~ ~ IB?!l 1flll m? 
k(r 

Sr. No. NAME of OTHER SOURCE 
AMOUNT of ASSISTANCE BEING AVAILED 

!fillffl 3R'ffi<fil~ 
~1f{~\lm 

rrPs 



DECLARATION by APPLICANT: ~ ~ ; t!i1 ~11 'If':!: 

1 \ I hcrrbv confirm thal all dcla11s 111 ll11s Form ;ire True to the best of my knowledge. Any false statement will render my Applical1on I'., o113oing assistance ' -· . 
, , 1, dn/ hab!e for re1ect1on/cancellation. . . • , . ' 2) I solemnly confirm that assistance ii recetVL'd from Koshlka Foundation, will be used only for the purpose , as slated In this Form, for Nr1cn ~uch Ost stance 

was req11r.stod bv IM. • 
3) I l1creby confirm that I liavo not & will not m future, avail of reimbursement, in part or in full, from any other source/employer/insurance company. of the a:nour,t 
(Of " hlch th,s assistance 1s requested. 

1, ~ fflct,-::m {~~~it~ ~ ri m'°1 ~ ~t 3f:Jtl1'{m<tu;ci mil ti 1lR <!iW fc!cRul u;ci '1litfl 3PWl W,IJ-:;i@I % mitii mT'f<II f.rn:i'I 'lit";JT~ 1., 
2) lit mi~ milli11 um-~~". ~ 'ffi ~wt alfc!ilMl mll om "'1 ~ t fu'Q fil;tii ,nwn, ~lH m;ii # 1Rl 1Tll! i1 

3) ~ ~ q;nn \ ~ ~ lm1«TI ¾ '!l\f "ll'fll c1>111{ t, 'o'{l ml <lil ~ ~ ~ ITTm fcl;m 3PI ~Pirlll ~ ii "'I ill ffl l m{, ii~ ij "fll l 

AGREEMENT by APPLICANT ( 3!lcl'{cli ID1J c!i'IR) 

1) Sy affixing my signature or thumb impression on this Form, f (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to 
1.se publ"sh put-up/reproduce my name, address, photo & details of the 'purpo~e•, for which such assistance is requested/granted, through any 
rned·um. including but not limited to verbal , print, electronic, for soliciting donations for Koshlka Foundation and/or disseminating information about it's 
activities1achievements. Such use of my photo & details can be made by Koshlka Foundation before or after my treatment or fulfilment of the ' purpose· 
for \\Mch assistance is being requested . 

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

l) n:l rn ~ 31""R ~ '!11 3l7ra c1>1 ffl1l W!m, -q (~) 3N-fi ~ c1>7 ~ cfiUll { ~ "<l'ilffl<lil ~am~~ "<liT 3TT'f<lFI c!i«!! { % itu ,It!, 

'«fl, "C!i1i! ~ .n ~ ~ rn ii w i, ~ "~" ~ ~ . ~. 'l!Tif!lllll ~~~~~am~ qi IBll f1fim ,n 'lnm ~ 
ii mfui <!i\'1 ~ m ~ ti ~ ffl qi)~~~ qi "'Ire '!11 ~ * im t m ''<l'ilffl<lil imm" -a;~ ~ ti 
'.!) Tl ( ~) ~ <l@ ~ ~ t % itu "'llt!, i:rat, 'liim 3W ~ iil1 ~ ~ 'cl1 ~ ~. t :W ffl: tITT«ll qi)~~ '1fl@ll ~ 'Wq"lj ij 
"~"~~~qilRur:i3mlll3m:qfW<iifUffl l 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~ of. -~,<!l~JPII 3l1Fl 'q;J f.mA 

AGREEMENT by HOSPITAL (~ ~ q;-ui:) 

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 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 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 responsibil ity m the matter 

r-!R ~ . ~ c1>1 am~ wm qil "~ ~" ~ f<ffir!l' .mi@! ¾ fuq;JfuJ c1>1 "'1ift t. r.m ~ (mo@) f.!i:i 'll<liR ~ llRl" ~ c!iUl i1 
1 > <11: % 1 m crcf?!A 3fu: , m ~ 1t f<ffir!l' Wf!@1 fcnm trr mlliTU ~ ~ fcl;m ~ t>.l1ll ~ ffl wftg ii~ ~ ~ ~ t ~ % rn "fflm ~ " 
'!l futr.TfuvfcRra '3cR1 qi w,.iq ij "~ ~" bl'U ~ta~ t, ~ "~ ~" ~ tITT«ll fcRfu ~~ta~~ fil;tiJ sf@! t iii~ 
fi::m 3PI fl'{ mlliTU 'lIBTT '!11 fc!;m 3A tR!ltR ~ ~ ~ cii1 3W<liR ~ Wffi !1 ~ ~ 11 ~ ~ sf@! t ~ ~ ~ ~ ffl wftg ¾ fcl;m 
11< ~ lit'<ll '!11 ~ 3A m!T'1 ~~~I 

2. "~ ~ " ~ 'ffi 11{ ~ ~ ~ ~ "'7 ll 'U'ft ~ ~ ~ 1(\ ~ ~ ~ fcli'l! lf!t ~ qi) 'fllc! 'U'ft ~ TIX@@ 

i ~ <!il fcl'q'q t 31n "ffllqij ~" bl'U f1fim V<liT{ qi( ~ ~ ,ti !1 WIBll ~ ii wn t ~ ~ am 3lR o1A c1>1 tirit ~ wn v:ci ~ 
cl>lffl >ffi "ffllq;l" cl,'\~ ~ ~f.roRm~W ii~ mtl 

Date of Surgery 
~q;j (!JOO 

~q/2~ 

11 -04-2024 

RECOMMENDED FOR ACCEPTENCE 

~cfi ft;rQ:~ 

·- """""' \JUr '" 
~ Consultant, 
and Ocular Oncology Services 
Reod, No. 100745 

(Na11Jt.~~l'l~~tliltip) 
&l<R{cfil,!llq~qm{_ ,. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~ ram I 

Or. SIMA DAS 
Dlrtetol' 

Octloplllly and Ocular onco!OQY nrvletl 
DlnCIDt ll1ldiCII Education Department 
(f.larne, Des· i•~P of Authorised Signatory 

Dr. SllrOth ~llfdl-lal) 
,!1l q 1R ~ 3TI1:f<fio ~ 

SIGNATURE of TRUSTEE 2 

~~ 2 



d3@t 1 
l} '"' ,,, 111/t//) 'l//llh 

fl \ ,,,, 
JOlh St pit 1111>1 •1 "M4 

()1 '. ll M1 I 111d011 

• . 1·1·,1111 lh Shrnlf~ c 'hutil) 1,:y1• llo11pit11I! 
(,l'l'l'(ll1J.:' ' 

, 1 l11111r nl M:i •, I S11g:11 < ,11pl11 IJ0'Ji.tl/1/llM 

l'I 1 • 1t11d ht•h1,, ,tlliil hl·d t·-..l111111k l'\Pl I ( 
\ '; \ l 

I Htl111nto r;o11t of troatmont 

Or. Shroff'a Churlty Eyo Hm1pltal 

Rot/11011/11s(om11 Stff!JQrlos 

Name 
Must Sugur Gupto Addross/ Jun9lo jagcJishpur, Padrauna, District -

Kuahinagar. Ullar Pradesh 274304 

Phono: 

DEL -G-23-04-514 7 

MRN 
Ago/Sox 2 years 

S. No. Treatment Items Cost per No. of 

date 
Unit unit 

1 05/09/2024 Examination under 2000 1 

/\ ncslhcsia 

Total 

"' 

\ 
Best Regards 1/ 
Dr. Sima Das 

Di rector 

Oculoplasty 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 

Male 

Aprox. Cost 

2000 

2000 

OTHER CENTRES 

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


