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DECLARATION by APPLICANT· ~~ T:111 \iltftlll ~I 
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AGREEMENT by APPLICANT ,~iw.; mri lfm) 1-----------------~ -~~~~=-----------.! 1' Bv sff1x,ng m\ signature or thumb impression on lhls Form, I (Applicant) horoby agrco & authorise Koshika Foundation and ,t's Trust1Jes to use put: st\ Pill-up reproduce my name, address, photo & details of the 'purpo~e", for which such assistance is requested/granted, through any meo um, mcluoing but not limited to verbal , prinl , electronlc, for soliciting donations for Koshika Foundation and/or dissem1nat1ng information about ,rs ac\i\lt1es c1ch1e\ements. Such use o1 my photo & details can be made by Koshlka Foundation before or after my treatment or fulfilment of the 'purpose· 

for 1\1' ch assistance is being requested. 
2) I \App ,cant) further agree that any such use of my name, address, photo & details of the 'purpose·, for which such assistance 1s requested/granted, \,1.1 not automal1cally entitle mo for receiving or continuing tho said assistance. The decision for granting and/or continuing the assistance will rest solely with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me. 
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
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AGREEMENT by HOSPITAL (~ mi ~) 
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) \hat 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, lo 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 rote or responsibility in the matter 
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Date of Surgery 
~q;\i!ITT(g 

4\ 3\~~ 

RECOMMENDED FOR ACCEPTENCE 
~cfi~~ Dr. SIMA OAS 

~ AdiUnCt Consultant. Oculoplasty and Ocular oncology services r ~J.J~ and Oc111r Onco1Dgy Sffllces Dirlctor, Mtdicll Education OlparUM v/, , ,., ___ fllld, ND. 100745 (Name, BlC~-:'-i;.rised Signatory (Nah ____ S,. ... mp) 
sl<R{ cfil ,Tt! q ram q u;i!. ,. 
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Ef)ild3@tMi:t•i-i·i\Mi 
•·•. c rni!J ,,, tile community s1111~ I 11 '2 :::-.. ~ 
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30th September 2024 

Dear Mr. Tandon 

Gn'l' ting,s from Dr. Shrotrs Charily l~yr Hospital! 

Pk;,~i: !ind bell)\\ attached estimate c:-.pcndi turc of Baby. Bhavya Pandey-E/0924/0185 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinob/astoma Surgeries 

Dr Shrc,ff & C~mtt E·t'! Hospital 
Dlllht 15 ~low W,BH Av.retJrterl 

Name Baby Bhavya Pandey Address/ Village Jewan,Powayan,Uttar Pradesh-

242401 

Phone: 

MOM-G-21-08-1169 
MRN Age/Sex 4 years 

S. No. Treatment Items Cost per No. of 
date Unit unit 

1 04/09/2024 Examination under 2000 1 

Anesthesia 

Total 

Best Rega«!~ 

Dr. Sima Das 

Director 

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 

OTHER CENTRES 

Female 

Aprox. Cost 

2000 

2000 
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