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APPLICATION FORM FOR ASSISTANCE (Hoalthcare) K~htka 
1:-IBPlQf U---9 1-lF~•,~r !,fH:,.q ("P.{TTY.J1l ~'C{Wf) foundation 

APPLICATION No , -i-.c~:t DATE =2s jq /2~ 
BVtl-:!111? bk.Id< ,,f r,f, 

&-j OC/i4 T OJ q&, ~~- .. 
-

NAME of APPLICANT 

f!:>A B~ A '-/U-~ HJ 
AOE•YEARS mq-"-t1t I SEX fwr 

~~,ill 

4- \/~{<$ p~M>r!b 
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FATHER'S/SPOUSE'S NAME : 
RtiJ~U Cr Ar>/f-f<d ~~ <li1-:utt 

PRESENTRESIDENCE ADDRESS ?@tlR .wmfro 1«11 
('._It ~ 

P-.. !t-/A Ii Jll T. rxH.C.I')A ,. ('JrrMI.. P~A ifJA-1 A 
.~T1.9f'J,N :, 
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PERMANENT RESIDENCE ADDRESS : ~ ~ 1«11 

tvA OCCUPATION : PRIVATE JDb ( ~M>-1~ I MARRIED (fcrcllf8cf) '~~) 
o1fcmTQ 

TOTAL ANNUAL INCOME: /; 6b, m (F/ff1~ 
(Attach Proof of Income) 

~-~ 
(3!Tlf'ifilffl<fm) 

PAN No. ~°lg@lffl 
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is appllcable): Yes/ No 

tP!I 311l! ~ <1ii: ~ t <;;n m;q m otl 1R ~ qi'( ffilR Wll1!1 m I 'ffl 
FAMILY DETAILS llftcITT fcfcRui 

Sr. No. Name of Famlly Member Age (Years) Gender Relation with Appllcant 

ifiqffl llftcITT'cli'ffl<li1':1ltt o« (w:f) IB7I 3WRqicj;~~ 

I KA 7r-\H ,..:, _Lj rvl.A-r,..P, ./ F-Hfl,/~..ll 

~ \1 l/ () I I D ~.A1 I .9( F~..r,1,1,11.,.y,.,, f\1I ) 'Ii.A ~.P 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is appllcable) 

~cli'~fcAm3lll.1R 

BPLCard EWS Certificate Ration Card 

~ (Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 

lJUifi ~ cli' -:mt 'lf?lT1II ir:i ~ m wf 1f111111 °t111 "oq~q;ti 
asts/Proof 

(1f111111°t1111'liT Wll WI! Wr.J <litl (1f111111 °t111 <Ii'\ ffllll WI! wr.i <lit, (1f111111 -q;i <Ii'\ ffllll m m <lit, 3Fll~~ 

"PURPOSE" for REQUESTING ASSISTANCE: 

mmitawqlf!)fcr-@Tcfil~: 

Sr.No. Medlcal Reports/Prescriptions Attached 

ifiqffl ~ ~ ~ ~ ~ ~ ~ ~ 
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ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES AA) 
~$i4~ ~~fc!;m 3R~~ IB?lll[qilt? 

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

ifilfffl ~~cfil-:utt ffl ~ ~ -um 
MA 



' , 

DECLARATION by APPLICANT: ~ mTI ffl ~: 
1) I hereby confirm that all details in this Form are True lo tho bost of my knowlodgo . Any false statement will render my Application & ongoing ass· 

. . ~l 

2)
1,1ablle for,rejection/cancella~1on. ·r o1·ved from Koshika Foundation will be used only for the "purpose', as stated In this Fonn. for which su~1. , ' any 

so emn y confirm that assistance, 1 rec ' "'' assista 
w ' ~ 

as requested by me .
11 

t . 
1 

lure avall of reimbursement in part or In full, from any other source/employer/insurance company 1 3) I hereby confirm that I have not & w1 no 1n u · ' · 
0 

the amount 

tor which this assistance is requested ~ ~ ~ , t m lift i'.-

\) ~ffl qiU!l (f<li{{l ~ ilf~ 11il ~tt ~ 'q'a ~~ ~~ll!,i~ 111 ~ 'Ill~ ~ifi?.fl ~~~ ~ l'l\\sl~~~il 

2
) 1't ~ ~ mt1ffl1 uro .. ~~ ~". ~ ~ ~ rtt t, ~ oClll11l omom qft 1lfil ~ ft;rq ~ffl. ;;n~~ if 'l!U lffUt, 

3
) ~~~(fln~ ~ ~~'!11¢n qftlJ(t, ~'1ftl<lil 3lifucli'lll~ m ~ 3R-i;mt~fiftill ~~;mft;t'l!lt ~;11 ~if$!, 

AGREEMENT by APPLICANT ( ~ IDU cfi'U{) 

1
) By afflxmg my signature or thumb impression on this Form,\ (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 llmlted to verbal, print, electronic, for sollclllng donations for Koshlka Foundation and/or disseminating Information ~bout Its . 

activities/achievements. Such use of my photo & details can be made by Koshlka Foundation before or after my treatment or fulfilment of the purpose 

for which assistance Is being requested . . 
2) 1 (Applicant) further agree that any such use of my name, address, photo & detalls of the "purpose', for which sue~ a~slstance 1~ reouest~d/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 Koshlka Foundation, and their decision Is this regard wlll be final and acceptable to me. 

I ) raffl'l\31CR~'!ll 3l'ra~lmW!m, "4 (~) am\~~~cfi\ill\~"~~ ~m~ "<!il ~1fiT<TI\Ffi"'l!Uil't, 

'I@!, im) ~ \ifi ~ram -q • i, ~ "~" ~ ~. -ey;i, ~/111 ~ ~ ~ ,¢ ~ 311\ ~ t ~ f.fim \ft -smrt ~ 
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2) 4 (~) {{l'if@.t ~ \Ffi" 'l!U ';fll{, 'I@!, ffl ~ ~ \ifi fq;-~ cfi ~~ 'lltftfil t ~ffl: ~ <li1 ~'ffl 'iAlilll ll! ~ lt 

·~" ~ ffl -;qm <li1 f.!1lfq • ~ Wll'lliTU m, 
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

µ~~~ 

AGREEMENT by HOSPITAL (~ ~ q;m) 

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 
requestmg to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted 
by Koshlka Foundation, in part or In full, then the Hospital reserves It's right lo 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 Kosh\ka 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. 

~ ~' mia.m ~ 3TI\ .{ wfUlit q;'t II~ ~II "Q f?lfuil -m1l@I ~ ~""' ~ t, ~ {lt (mil@) f.li:t 'JlqiR .{ 1f8I ?{ ~ qffi1 t, 
1) 'lll f1'i 'f m ~ ~ 'f lT ~'I!~ -mi:rn1 Mm~~ lll M 3A ~" ffl ~if~ lll ~ ~ t , ~ flfi rn ·~ ~-
~ ~ ffl t ~ 'II' ''ffl1qil ~•• mt ~ ta fif;- !1 ~ ••~ ~•• ~ ~ mfil ~~ ~ ~ -:m fc!;ln .nill t m ~ 
M 3R m ~ m lll M 3A ~~~'AA <Iii 3IN<fiTT ~ Wffi t, ~ ~ -q ~ <fi'S'I "'1ill t flf; 3Wlil@ ~ ~ oc@ 'Uli\g ls M 

~ ~ m lll f<f;m 3A mir-t ~ 'ft! ~1 

2. "~ ~" "Q 'ffi ~ ~ ~ ~ '!lllv<f ~ ti wit~ mil@ WU~ ~ mil&" '!11fcl;-41Fl ~ '!liT ~ 'Ulil 11.<i ~ ~'""'!lit~ t ~ •~~"WU f.fim W1iR <li1 <li't{ ~ 'ft! it~ TII@@ -q 'U1il cfi ~ ~ ~ 31A ~cl,'\~~ 'U1il 11.<i TII@@ 

""'m ~ -~ .. ~ ~ ~'" ~ ~ ~ 'll-:m mt, 

Date of Surgery 

31'fmR ~ m 

i1 )1 2--~ 

25-11 -2023 

RECOMMENDED FOR ACCEPTENCE 

~q;-~~ 
or. l.iMMAV I IA 

AdlUnct Consultant, 

OCUlopluty and Ocular Oncology Services 
--~.No. 10074~ ) 

(Naf'IJt. Mf11, ~~....;Mtftlflp 
~cti!,Jl!q~~·~,. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~ffllm I 

Dr. SIMA DAS 
Director 

Oculoplmy and Ocular oncology HrYlcn 
Dnctor, Medical Education Department . 

(Name, Des1gn _ _ ~t;uoe# Authorised Signatory 

Dr. Shrotn bll~~~~.....i. 
,Jl! q 'tR Tilf<I@ ~ ~1'1CfillJ 

3lR!Rlioffl'i 

SIGNATURE of TRUSTEE 2 
~~2 

ft---~ 
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I !:t 1111 ,1t1, r n~t ol t11•.1t1111•11I 

l'I ~hi ,,,r~ C' ll,uity ( Vl' Hosp1Ltl 

/, t'f1J JtJl1 /,1s f11m,1 S 11t!Jt'1 ios 

-

Dr Shr11II ~ Ch, inly Eye Hospital 

[),,1h1 1s Now NI\BH Accrod1led 

~ .I " ,' 
l:,it,, \\ u::ht Address/ 8tiawal kheda,Uttar pradesh-242306 

Phone: 

-
~\"~ '. \i .'1 - 11 -0418 

''"" \ 

Age/Sex 4 years 

r= 

'$ s,, lr\'\\t ' h.' .lt lt"l' lll$ Cost per No. of 

,' .. ;ti.:' 
Unit unit 

:..· .. :·~ .:.,~J 1 ·\.,Hnin,llil~ll under 2000 1 

\ nc:sth1.•~ia 

I Total 

' ' _\ .,. / 
,, , t "'-•'prd~ \ / 

P· , , ').l l),1 , 

l) in.-,·ror 

DR. SHROFF'S CHARITY EYE HOSPITAL 

5027. Kedar Nath Road Daryaganj, New Delhi-110002 India 

?h:- 01 "'-4352 4444, 4352 8888 Fax: 011-43528816 

E-ma sceh@sceh net, 'v\ebs te : www.sceh.net 

OTHER CEl'1 TRES 

Female 

Aprox. Cost 

2000 

2000 

ALWAR e SAHARANPUR • MEERUT e LAKHll\!PUR KHER! e VRINDAVAN e KAROL BAGH (DELHI) • MODI NAGAR e RANIKHET 


