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K~hika APPLICATION FORM FOR ASSISTANCE (Healthcare) 

'"{fITTlfctl "8"(1 a:i~ ~q <~W"I@) foundation 

Al'PLICAl ION No. : 

r / 01~~ I 0 /f? + APPLICATION DATE : I q 2--~ 
8uikllng blod< ol l~t 

Sf(~ ~1: ~fdtft 

NAME of APPLICANT : 

r,Af?J~ -fANWA 
AGE-YEARS 3'Wi-~ SEX fu'rr 

3ll<)C,<li ~ '1111 
)o l/MR). F Cfl?A Jt 

FATHER'S/SPOUSE'S NAME: 
RA0!:)) {f-ANU) 11«n~ifil -:nq 

PRESENTRESIDENCE ADDRESS '!fflG'R 3ll<fml'll 1l'ill 

r.t:.,1'Jt1ll[~I\K.I ., /J {)fl {(,11:,. l 1 ~ 1.:u· c A /7J - -r .o U c. :-;:, r..1, 
, / -,... 

PERMANENT RESIDENCE ADDRESS : ltlB 3ml1Wi 1l'ilJ 

OCCUPATION : l.Af-;) DO Rf:,/<.., ( P.A-pt~R) I MARRIED (~) / U~M~~) {'v./J 
~ 

TOTAL ANNUAL INCOME : 9b,m [F2AT)1ei) (Attach Proof of Income) 

wimfltc!;a'flll ( :5Tlll <liT ~ liar.I) 

PAN No. ~ l9@T m 
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes/ No 

lFll 3Till3lf!l'cn{~t (W llR~'oll'tl"{titt<liTf.!m~I '81 / -:iii 
FAMILY DETAILS 'tlftclR Wcl'{'III 

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

ilillm -qftqii: <"t ffl cfil -:nq o1J (cfCf) ft;frr ~<"tWiW<-ltl 

I I UL-K '1 '0 
. ~- ,6~/'l ~v,._ S,.'<. 

iv r.l'\.HC.f\ ':(_"}' Mt c- f-A"f),(£.P 

A Cl JmJR., ,: fl/I 11h, 

BASIS for REQUESTING ASSISTANCE (Tick whichever I ■ ■ ppllcable) 

ffll@l<"t~fcAra3!1t!R 

BPLCard EWS Certificate RaUon Card 
(Attach Card Copy) (Attach Certlflcate Copy) (Attach Copy) 

~r of 

1Rfoit um -.t ~ '!l1llUI 'I!:! ~ oiTll '!fl! '!1'111111 tf-1 ~q;rt 
~~~ 

('!1'1111!1tf.ll!i'IU11111rn1ml!it1 ('!1'111111 ir.i l!i'I m'II 1rn1 m 'tj1 ('!1'1111!1ir.il!>'llJ!lll"!lfllml!il1 

"PURPOSE" for REQUESTING ASSISTANCE: 

lml«II t fcf;q 114 W cfil ~: 

Sr. No. Medical Reports/Prescription, Attached 

ilil{~ ~ "Q -ilrtt <l:t ~ ~ \{.ft m 
/ DI W, ruv .uA - M.v'TlfllJ) 12.J 1:.r,7 ,JM"' 

.~ 7 JJ<. /i> - I I TI .,,,.ru" -- r.;,,r .r. 

r· ,., 
~ - .. -

• I 
- - ' .. ,, .. 

, . ., I ,t, 111'."~.t:•~ 

-· . ~,:. '!Ji ·'' ~ 

t:.<!'N', ~,• ...,_,,; L .. 
L, ,r,I a '< . -

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES No 
~ ~ <"t 4 ~ 3R ~ f.!;m 3R ~ ll rain ~ ll? 

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

i1i1{ m 3Rl<!TiT<lil~ 'ffi ~ ~ 'Um 

I' /J-



DECLARATION by APPLICANT: ~ {JU $lV1l 'If';!: . . • • . 

1) I hereby confirm that all details in this Form arc True to tho best of my knowledge. Any false statement will render my Application & ongoing assistance, if any, 

liable for rejection/cancellation. • • t t d i th ' F f , h. h h · t 
2) I fi h t 

. t 'f e·Ived from Koshika Foundation will be used only for the purpose , as s a e n is orm, or N ic sue ass1s ance solemnly con rm t a assIs ance. 1 rec , 

~f1s ~~;s=~i-t:~1 I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount 

for which this assistance ,s requested. 
I) ~ ffl ~ ( f.f;- ~ ~ -q ~ ~ ~i\ WW11 -qt ~ tfi ~ ml! ~ tJg1 t1 ~ ~ ~ ~ ifiV.R ~ 1Wll ~ t '111 -qt mTliill f.ma ctft :'jj! ffl ii 
2) ~:RI~~ l1ft1 -~ ~". "6 'ffi ,iii \ll i, -rnilil ~ ~ oWI cl>'\ \fl! tfi ~ ~ .wrrn, ;;ff {{I~ 'il ,ro l!tll ti 

3
) ~ ~ 1'i'{ffl < flfi f.m ~ tu~ 1lT'f:Tt cl>'l 11t t ~ llftl qij 3TIWli 'Ill ~ m M oFll r.mitf.lfflt.ftin ~ -' -:i m ~ t am -:i 'SI ~ 'il ~ 1 

AGREEMENT by APPLICANT ( ~ ID'U c!im) 

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to 
use/publish/put-up/reproduce my name, address, photo & details of the ·purpose", for which such assistance Is requested/granted , through any 
medium. including but not limited to verbal, print, electronic, for soliciting donations for Koshlka Foundation and/or disseminating Information about it's 
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the •purpose" 

for which 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, 
will not automatically entitle me for receiving or continuing the 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. 

1) ~ffl'l!l: 311R~'ll1 amcl>'liJT"tWllllil:, -4 <~) ~~<l>l~lfi«fl(~•~~am~~ "cli1 ~qi«l!(f'q;-llU':fl'II, 

'l@l, ffl am~ ~ ~ -im- 'il ~ t -a.) "cli1W!il" ~ -;:qm\, ~. 'll'Rrn/?11 ~ ~ -u ~ ~ ~ ~ tfi ~ fcfim ,ft ~ ~ 

.) ~ 1'iT-1 ~ ~ ~ !1 -qt 'ffl 1'iT ~ -qt ~ ~ 1lre lll ~ 'I{ <lit-t it ~ "~ 'tli'ram" 'If ~ ~ t1 

2) ~ c~) ~~-u~(f.fillU':fl'II, 'l@l, 'C!iTZ!am~-;;nf.f;~.j;~-u'lllftfili~-m:tlWlt@lqil~-:mcA@l1 ~~'il 

"cli1W!il" ~ ~ ~ qi] f.11,ftj 3ffill{ am ~ ffill 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~ ~ mM '!II 31'il3 qi] f.mR 

AGREEMENT by HOSPITAL (~ {JU ~) 

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 Koshlka Foundation. Hence, the Hospital will 
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshlka Foundation will have no role or responsibility 
in the matter. 

WllR ~, ffl1aro q,1 ~ ~ ffl/WIT cli1 Uffllqil ~II 'U flmfq tlWlt@l ~ ~ cl>1 ,if@\ t, ~ ll{ (~) f.1-i:t '!l<liR 'U l18i 'If ~ cm ti 
1> ~f.f;',m'!@l:rr-1 am:,m ~ ilflmfq~ M ~ ~ ~'lll M ~~ -uoc@'Utfitilllffl il~ '!II~ ~t. ~ ~rn ·~~" 
~ ~ 'ffl <fi ~ 'q U~ ~II {JU -.ro: ~ fq;-!1 ~ Ucli1W!iJ ~II {JU tlWlt@l f?('lflf 3lifm~ ~ ~-=m %'Ill -;;i@I tiff~ 
%m oFll ~ mifilU m 'll1 %m 3A ~ -u ~~qi] ~ ~ mm ti w ~ ll ~ q;gT ~ t % 3W«IR'I ~ -.ro: 'ffl 'Utft/llflffi ~ M 

~ mifilU -.WU 'Ill Q 3Bl llllfl 'U -:m ~I 

2. -~ ~" ~ 'RI l1f ~ 1F<ffl ~ ~ <l>1 t, 'Utft 'Ill:~ ID'U ~ llt ~ 'Ill ~ 'IJ'q ~qi]~ 'Utft ~ ffill@ 

ct~ qi] f<Nq t am-~~" {JU fcfim 'll<liR qi]~~ m ti ~~-if wit it~ '1W' am 31A .;fR <l>1 mu~ wit~~ 
<Iii m1 am •~ 11 

<l>1 ~ 'Wfclil 'lll ~ ~ w -if -:itt m11 

RECOMMENDED FOR ACCEPTENCE 

"'- -•••··--- ___ ~ <fj ~ ~ nr C:!llU '""' 

Date of Surgery _,qi\. 

~1\z_~ 
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ ~ lq_ 

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2 

,----,~-~-ffiim_l_~------1--------__::~~2 

~,--.-;, fa-~_, 
25-11-2023 



30\11 :,i ph·inhN ?024 

l)em Mr 1 ~rncton 

<,n•t·liu~s Imm Br. Shrofrs Charity Eye llospital! 

Pll'a-,c ti11d hchm atlachc<l estimate expenditure of l3aby Saniya Saniya- E/0924/0187 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinob/astoma Surgeries 

Or Sh•r,ff i';har •y Et Hosp a 
Oolh1 ~.ow ti.ABH Awed ~ 

Name Baby Saniya Saniya Address/ Bengabari, Udalguri, Assam-784523 

Phone: 

DEL-G-20-10-2895 
MRN Age/Sex 10 years Female 

S. No. Treatment Items Cost per No. of 

date Unit unit 

1 02/09/2024 Examination under 2000 1 

Anesthesia 

Total 
\ 

Best Regard\ vv V 
Dr. Sima Das 

Director 

Oculoplasty and Ocular Oncology Services 

OR. SHROFF'$ CI-IARITY 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 

Aprox. Cost 

2000 

2000 
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