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APPLICATION FORM FOR ASSISTANCE (Healthcare 
ffjgl<!.!cil ~ ~ ~ ( --0~" ~e -:-

APPLICATION No • / 
~~= .. & o-cr:2-~ Jo,gg 
NA:ME of APPLICANT : n,_ /\..n 
~ <iiT ,N CJ.,,. I.? y 
FATHER'S/SPOUSE'S NAME : 

~<iil11lf 

!,GE-YEARS P.::-- ~ SEX "=':--

1 4-\/ ms , FtJ'.·~e, 

PRESENT RESIDENCE ADDRESS a ,i., -:. SJ q'~- ~ .".J 
Knl,\./ Ll-f\!I - VAIJR. ltPrlZ/-11!.JA~ ' { 1THl,{P l(' l,f I'\__,,.. ' n. I 

i-------'---------~~•J:a..::1,LIC.12.£:.?1
~ ;,sr,~ ___________ ____:1 

i-----------------------e-------___,;· PERMANENT RESIDENCE ADDRESS : ~ ~ V 

OCCUPATION : 
~ Pf<-_/ V /t7 £. ;:r o B (J:.tJ:r>t&z-) ·,•HRrED 1;., ),. , u ~ Nl 

;~i: INCOME : /;, OBJ IJo7J ( f-lt-P/U) Att3Ch Procf o! lnco:- e 
,~ ~ :F' ~ .:,.- · 

PAN No. ~ '&lilT ffl 
ARE YOU AN INCOME TAX ASSESS EE (Tick whichever is applicable): Yes . No 
~ 3ll1I 3ll?r q,1 ~ t (~ l!Pi m ~ ~ oo qi! mrr, Wli<'J1 ;;; ,'6-

FAMiLY DETAILS qi{"\ ~"I,-
Sr. No. Name of Family Member Age {Yearsj Gender 

if>ll ffl ~cfj~qil11lf ~ ,.¢) w 
I D.t \--I-<\! I N .9~ !\• A.I 0 _ 
l:}..,, .<.. r1 "-JL r-1 fP, ~~ ~ ,---p_y 

.3 1,J 11\/ _/:. C.. ) > W:~ 1i P"'L ~ 
u ,. rr.,, 

BPL Card 
(Attach Card Copy) 

1TU<it ffiT ct ,r,t WTI1lf ~ 

( W1'J11T W ~ ffllll Jlffl m'!T'! 'Iii{ I 

Sr. No. 

sfi1f~ 

( 

.,_ k. 

•. 

1-1\/ fl lAl"'l, C c.. '.J ·I\· &!~ --

BASIS for REQUESTING ASSISTANCE (Ttck whlthe,er iJ applicable) 
'mTlffl! 'Iii fi:I,¼ f?r-rra oittm 

EWS Certificate 
(Attach Certificate Copy) 

~ ~~'!flll1!l"lfl 

('lfllTl'l ~ l!a 'ffl'll Jmf ~ 1'>tl 

Rat:on Card 
(Attach Copy) 

~m 
(~~lfi'i'l(qiffl~'fill 

~PURPOSE" for REQUESTtNG ASSlSTANCE· 

~'fl~ 1i1l f<r-Tlft 1iiT ~: 

Medical Reports/Prescriptions Attached 
31=3!R ~ 'ij zjt tii1 '!Ii ~ ~ lffiT-i 

i<~ f1 /\t:ri f>,,.1 1'\ ..l '/ Ort) fl 
1=,f JI\ 

! Re!at';m'I\ .. -. ~~ 
i ..,.,q,? <i~ ,. ... .;i 
' 
I f:,.~'"'").-;,- ~ 

_,.,,, .. ~ ';....- '- £ 

I ,,?M -.r " ,;_"'\ ." .: Jt::. 
I .,. ~ llr\ .· ()'1 b-Mx ,::. X 
I 

Sr. No. 

~m 
NAME of OTHER SOURCE AMOUN, of ASS STANCE BE~;; AVA!tED 

3,~ m qi! ~ ffl i:f -m.NJ ~ 



DECLARATION by APPLICANT; ~ imT m,,urr '!;,; . d Application & ongoing assistance ii 

I d A f lse statement will ren er my , any 
1) I hereby confirm that all details in this Form are True to the best of my know e ge. ny a 

liable for rejection/cancellation. . . . ., ur ose", as stated in this Form. for which such assistance 
2) I solemnly confirm that assistance, 1f received from Kosh1ka Foundation, will be used only for the P P 

was requested by me . . other source/employer/insurance company, of the amount 
3) I hereby confirm that I have not & will nol In future avail of reimbursement, In part or 1n full, from any 

for which this assistance is requested. . • , _ WWI w.rr .w.rr i m 1TTt ~ f.!«<I ;m ;;ii ~ ¼1 

l) s, ~ = ..1 f<n s.i ~ ~ wi ~ <l'1l fi:imul ~ ;;ir.r,f;R\,; 3'":P'!f. i 'lP1 ~-r ~ 1t1 7.ffi; ,;,~ f;.r,rr,rJ T{1.I q,'1.1'! • ~ 
'1 'll'l"II ''""' ~ < ' .,..,. ,mwJ1 . ~ ll ml 1J7.II &I 

2) ,tt imT ./t ,mqm um .. ~~ .. ~ Fft -.11 ~, ~. ~ '31l1.11'1 rm ,m •-1>1 'ffei .,, rr-r:1 fl;l.lJ , m r,, 4 .i.. .,A ......_..,, • 

........., f<n'm ~/<lttfl ;p,R\ .) "f ffl @7.l1 ~ ~I( "f ~• 'ilq"'i '1 ~\ 

3) ~ ~ ~ { f<n rJm ,m>f<II gg ~ WAT ,j,j ,ft* <ffi lffer"" 3TIM<li ~ <-f.lir'l ,r,,~11 ~ ma . 

AGREEMENT I.Jy APPLICANT ( .;niwli imT <lim) 

. . . , & th rise Koshika Foundation and it's Trustees to 
1) By affixing m1• signature or thumb unpressIon on this Form, I (Applicant) hereby agree au o . . tad/granted through any 

h t & d t ·1 f th • ose" for which such assistance 1s reques • 
use/publish/put~up/reproduce my name, address, P o o . e 81 s 0 

... e purp . • . lion and/or disseminating information about it's 

medium including but not limited to verbal, print, electronic, for solic1lmg donations for Kosh1ka Founda t t f lfilment of the •purpose· 

activ1tie~lach1e\ements. Such use of my photo & details can be made by Koshika Foundation before or after my trea men or u 

for which assistance 1s being requested . ,. ., . uch assistance is requested/granted, 
2) 1 (Appilca,t) fJrtt-er agree that any such use of my name, address, photo & details of the purpose · for which s . . h . t w·ill rest solely 

.. · · · Th d · · ro granting and/or continuing t e ass1s ance 
wtll not autornatlcally entitle me for receIvIng or contInuI11g the said assistance e ecIs1on r 

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me 

I) ~ W:I 'l\ 3l'l") ~ m ~ q:,'t ffl'I WTl<ITT:, -4' ( ~) 3N-ft ~ ;m ~ <Ii«!! { v:,<i "<lilWlil ~ 3ITT ~ ~ " qi) ~ cfi«fl { f.f; "!RI "ifq, 

'«ii, ~ ~ ;;it ~ ~ W;i lt mNci t. ~ "<lilWlil" ~ ~. ?,11, <IRR!flfl ¢ ~ .1 ~ 1m1fclfirm 3'lR ~ cfi fwl f.l;m 'lf w.ffi ~ 

il ~ <R-t ~~~ti ~ 1T'f5l <fiT ~ ~ ~ cfi ~ m 'ilre: -q <R-t ~ ~ "~ ~" cf ~ ~ !1 

2) -4 (~) ~ <lffi .t ~ { % llU ~- '<@1, ffl am:~ ./t % ~ ~ ~ .t mfmi t ~ «m: ~ <fiT ~ -=ffl <RF'!TI l.! ~ it 

•~" ~ ~ ~ <fi1 ~ 3lfuq 3m: <ITU!<f.m 'ITT'lll 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~~~11'13Jll3c;;Tm!R 

AGREEMENT by HOSPITAL (~ WI <!>m) 

By affixing hereunder signature of our Authorised Signatory for recommending this case/patient for financial assistance from Kosh1ka 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 patienUcase, 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 patienUcase from any other NGO or any other source. 

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenUprocedure 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 will 

assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 

in the matter. 

m ~. ~~ ;m 3lR .1 llfl@rorit qi] "~ ~ .. .1 fclfw:! ~ ¾ Wlilfur <hl wm t m ~ c~) f.rc! )lqiR .1 'llFl q ~ qj«f t, 
I)~% "I i'f1 <fffilR 3m "I~ 'IWflxl' lt fcifu1:! ~ tlnm itt m<lim ~ 111 f<nm 3Pl t<1m .t o<Rl '1li\flTil@ lt ~ 111 ~ ~ t_ ~ f<I;' ~ •~ ~" 

it~ oq{j <fi Wq~ ii "<lilWlil ~" imT ,:re;e.: ¾ fq;- ti~"~~ .. imT ~ fcr-!fu 3llfuq,~ ~ ~ ~ f.f;m ;;iim t m ~ 
~ 3P'l' ~ m<lim m m f<nm 3R ~ .t ~ ~ <fiT ~ Wfl\lo WoT !1 ~ ~ ii Wlii! ~ ;;iim ! f<I;' 3W«IIB ~ ,:re;e.: ~ '1li\flTil@ ~ f.f;m 

trr m<lim ~ 111 f<f-m 3R WR .t m WT1rwft1 

2. "~ ~" .l ffi ~ ~ ,fie@' fclfw:! ~ ;m ll '11ft 'q"{ ~ WI <O ~ ~ 111 %<l 'flt ~ 'q;l ~ '11ft v:,<i ~ 

et ~ <fjJ ~ i am ''<lilWlil ~·· imT f<nm )lqiR <fiT ~ ~ m i, ~ ~ ii '11ft ~ ~ ~ 3ITT 31R ;;ii:t ;m ma ~ '11ft v:.ci ~ 

<hl irft am "~" ;m ~ ~ m ~ ~ llTI@ ii m Mt, 

Date of Surgery 
3WITTR qi] • 

z,\ q\P1 

15-06-2023 

RECOMMENDED FOR ACCEPTENCE 

~<fi~m:efa' 
ur. _ ... " .• ' UUI" IA 

AdJunct Consultant. 
loplasty and Ocular Oncology Services 

, Aagd. No. 100745 
(ljnr&llfOftfircia'iff,JeytlRo'fi\laPtamp) 

~qif,fllq~~r~• 1, 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~&@11\111 

Dr. SIMA DAS 

Oculoplasty and Ocular oncology services 
Director, Medical Education Department 

(Na"'5t ~t~~~%~9~, ·:~Wen0Jcfit~Jhorised Signatory 
on behalf of RosplYal) 

,Tll q ~ ~ ~ ~ 

SIGNATURE of TRUSTEE 2 

~~2 



or. Shroff's Charity Eye Hospital 
.. , . : . 

30th September 2024 

Dear Mr Tandon 

Greetings from Dr. Shroff's Charity Eye I lospital! 

Please find bclo\\ attached estimate expenditure of Baby. Disha Di~ha h/O<J2-1/0 I 88 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr Shroff ' Ch.mt, E yr- Ho
0
p1t,il 

D•Jh1 1 "low Mi\AH i\ccrod1to<J 

Name Baby. Disha Disha Address/ Kolyani , Paun garhwal . Uttaakhand-

246285 

Phone: 

DEL-G-23-02-5671 

MRN Age/Sex 4 years 

S. No. Treatment Items Cost per No. of 

date Unit unit 

1 02/09/2024 Examination under 2000 1 

Anesthesia 

Total 
r,.. 

~ 
Best Regards V 
Dr. Sima Das 

Director 

Oculoplasty and Ocular Oncology Services 

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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