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NAME of APPLICANT : I AGE-YEARS 3l!S-qtl SEX @Tl 
~qi!~ MM; K ~ 1-f AB y/ ~AHLJ I 51/Mf.i MAilv 
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PAWAN _g_ At! \) ( f2-AT>/U-.) ' rnll~qij~ KR. 
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PERMANENT RESIDENCE ADDRESS : ~ ~ l@T 

--OCCUPATION : &.'Irv, TRIHN'c.f<... t r:@1 <a!-..) I MARRIED (~ ) / u / \~) 'o1fcrnTll -TOTAL ANNUAL INCOME: 

1, 14, c:rvn ( F-P(J)14:,f-..) 
(Attach Proof of Income) 

~cffllfcli3!lli 
(3!lli qi!~~) 

PAN No. ~~ml / 

ARE YOU AN INCOME :AX ASSESSEE (Tick whichever is applicable): Yes / No 
cp:JJ ,mq 3!lli <n\ ~ 't (-;;n ~ m ~ -qi: ~ qi! mTR ~I -gi I 'ffl 

FAMILY DETAILS 'lfficlR f<ffl1ll 
Sr. No. Name of Family Member Age (Years) Gender Relatlon with Applicant ilillmT "tffiqR°qi"~qij~ ~ (~) fwl ~ qi"~ ~ 
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BASIS for REQUESTING ASSISTANCE (Tlck whichever is applicable) 
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BPL Card EWS Certificate Ration Card 
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(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 
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"PURPOSE" for REQUESTING ASSISTANCE: 

~tu~~ w qi!~: 

Sr. No. Medical Reports/Prescriptions Attached 
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ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES ~ 

~~ct~ <iiW ~ ~ q ~ ~ ~ ~ lfql ~? 

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

ifill ffl 3'p:fffiqil-:il11 'ffiil{~mft 
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DECLARATION by APP . 
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Form arc Truo to tho bes\ of my knowledge Any !also stal1;men\ will render my Apphcalion & ongoing assistanre 1, an 

1) I hcrcbv confirm that all details in t 
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liable for reiectI0 ca . -~trmce 11 race1vod from os I a oun a\I011, will be usod only for tho •purposo , nr, stated int 1s orm. or w 1ch such as•istanc 

2) J solemnly conl,rrn tMI 8551· ' 
w3)alshroqucsted by m~ t 

11
,,ve not & will not 111 future, avail of reimbursement, In par\ or In full from any other source/employer/insur;ince compan,, of thP a"""• , 

oreby confirm t,1a •• 
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,. - '"'J\lr 

for which this 11 ss1st.tnce ,s reqiJestcd. 
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use/publish/put-up/reproduce my name, address, photo & details of the 'purpose", for which such assistance is requested/granted, through ant 
medium, including but not limited to verbal, pnnt, electronic, for soliciting donations for Koshlka Foundation and/or disseminating information about it's 
acti\ 1\icslachievements. 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 su_c~ use of m~ n~me, address. photo & details of the "purpose", for which such assistance is requested/granted, 
will not automatically entitle me for re~eivmg or contmu1ng the said assistance. The decision for granting and/or continuing the assistance 'Nill rest solely 
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me. t) ~ ffi -q'{ ~ fflij\ "lll 3l1ra cl>1 iJ[q Wllqi'{, fl ( ~) 3l1l-;f\ WtITT1 "iii\ ~ q\'«lJ { ~ "ffllc!il "lli1im aiR ~ ~ " cfil ~ ~ { f<!i itti "ITI!, 
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
~<Ii~ "lit 3l'l_a <lit f.rnR ---
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AGREEMENT by HOSPITAL (~ ~ "i!im) 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 patienVcase, as we are 

requestmg lo gel 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 patienVcase from any other NGO or any other source . 

2) The assistance from Koshika Foundation is only financial in nature. The choice of the lreatmenVprocedure 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 
~ -~. maro qi\ am~ wf"Ulil q;) "ffllifil ~" ~ fcmr:t ~ tu fu'q;fu ~ ~ t f-;m ~ <~) f.!l'! "l(qiR ~ l!Pl" ~ ~ i1 
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Date of Surgery 

~;: 
RECOMMENDED FOR ACCEPTENCE 
~cfi~~ 

Dr. CHHAVI GUPTA 
Dr. SIMA AS . d s· t 

Adjunct Consultant, (Name, Designatisl1ell, amp of A~thonse 1gna ory N~RRI~ QQljar Docatob~N~es Oculoplasty anlH!lP~~~~~~lets ~ qij~:.~~,-~- ,. 
DlrectofflRl~iffalmfit-~ 

,...-,6-- ~ ~ ego ~o. uuil:11 - · FOR INfERNAL u::it of I\USHIKA FOUNDATION "1l'lll\'ll 'Ur.1Sh1H#l's Charity Eye Hospital 
SIGNATURE of TRUSTEE 1 

SIGNATURE of TRUSTEE 
2 ~ fflP;TT 1 

~ ~ 2 L--~K~,. ~-_rr--fJ----t--~~~~ -.~ , "'~71,, #Jr /~ -
11-04-2024 



APPLICATION FORM -;_0_2_-~5.:.g~g~3~--r----=--_J ., ..... -.__ ~ ~ FORASSISTANCE 
~ Trn::-n (Healthcare) ~ 

Dr. Shroff's Charity Eye Hospital 
._.,.JS:;- Canng for the comrnur11ty smce 1922. '"\°'\' .... '"' \ .. ' '"' ,, , "' 

30th September 2024 

Dear Mr. Tandon 

Greetings from Ur. Shroff's Charity Eye Hospital! 

Pkasc find bck)\\ attached estimate expenditure of Mast. Kushabh Sahu- E/0924/0191 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

V ...... I. :I. ... 

Dr Shroffs Charity Eye Hospital 
Delhi is •~ow NASH Accredited 

Name 
Mast. Kushabh Sahu Address/ Mehndi pur balaji , near kota pushar 

Rajasthan- 305022 
Phone: 

DEL-G-21-03-0390 MRN 
Age/Sex 6 years Male 

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

Unit unit 

1 27/09/2024 Examination under 2000 l 
Anesthesia 

Total 

" 

Best Regard\ 

Dr. Sima Das 

Director 

Oculoplasty and Ocular Oncology Services 

OR. 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 

Aprox. Cost 

2000 

2000 
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