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APPLICATION FORM FOR ASSISTANCE (Healthcare) K~ hika 

~ijl~t'II ~ ~ ~ (~~) foundation 

APPLICATION No .. Ef 09 2..S-/ DI 9( 
APPLICATION DATE : lb)M}n-

s.,,ld•"II blocli of l•fe 

3lflmllWI!: ~ fulfl 

NAME of APPLICANT · 

fmh\ 1c V ('() t\---R 
AGE-YEARS 3l!g- lf'i SEXfw! 

~qi'J'lftl 
(lt \/~~ {h A-lf 

FATHER'S/SPOUSE'S NAME . A"JA-y \c: I( Lff\1H~ P) ~ 1liT 'll'l 

. PRESENT RESIDENCE ADORES~ <f<!lU, 3l!llral'!I '1!i11 

':-: /K~l lA -rYI ~ hi T-H-<... t YI I ru {}-f"v" r•,r - 2unn1 . ---1 
I 

PERMANENT RESIDENCE ADDRESS : ~ ~ '1!i11 

OCCUPATION : fYR\VU e_ r~ 1 v11 ;e.) I MARRIED (lmt.!)~D (~) 
~ 

TOTAL ANNUAL INCOME · 

Q_? l/ tJ 
1 
000 (f A1H t ~) 

(Attach Proof of Income) 

~~3llll (3llll11il~~) 

PAN No. ~'&@Tm 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes/ No 

lflll 3lJll 3lTll 1li1: m t (.n ~ 'ST oQ' 'Ill' m'\ 1liT f.!m ffll 'Si / ,ti 

FAMILY DETAILS ~ f<mtrt 

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

lfil!m ~~~qi'J'lftl ol,l (lf'i) fwT ~~t!Jt!W<lll 

r It J AV ? V r>1 lLlf- ~f-!7V1'iK 

'? /YI ~Y\, ~ ?~ i:-r--tn f+-1 r {Vl 17 1 H <,' II 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 

~ ~ IBil fir-ml ~ 

BPL Card EWS Certificate Ratlon Card 

(Attach Card Copy) {Attach Certificate Copy) (Attach Copy) ~er 
s oof 

'IJUift TI9l ~ ~ VllT'II 'tf'.f ~anl!'ll'fllll1"!~ ~ ;m 
3F!'i!iT( ~ 

('5fl!l'Ol'l11"'11'flllllfir'!ffi"l <li11 ('5fl!l'Ol'l11"'11'JllllITT!lffiT'l<fi11 ('5fl!l'Ol 'l1I "'1 lJ!lll 1lfir ffi <litl 

"PURPOSE" for REQUESTING ASSISTANCE: 

~~f<i;qTf!l fcrnit'q;j ~ ; 

Sr. No. Medical Reports/Prescriptions Attached 

lfil!ffl ~ 'ij -.im 'if>1 ~ ilfilm ~ ~ 

I IJJH--(,,( 1\M I\ - K f / ~ lf..}-{. 1 Hill. . 
<:) • J K<--. J4 7 f V'l 0 J\) \ - ,--, JI+-

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES A.fr . 
~ ~ ~ 4 1liW 3R .mirnt m:rr 3R ~ 'ij ~ 'l!ll1 m? 

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

lfil!m§!ll 3R l'-lll!11iT'll'l ffl TT( lm'@l mil 

l ltt' 



DECLARATION by APPLICANT; ~ l:RI 'll1'IVll 'lf;!: nder m Application & ongoing assistance d an 
1 J I hereby confirm that all deta,ls In this Form are True to the best of my knowledge Any false statement v.111 re Y 1 

liable for reJection/cancellatIon • 'ated ,n this Form for wtuch such ass1sta'lce 2) I solemnly confirm that assistance, 1f received from Kosh1ka Foundabon. will be used only for the "purpose • as s, 
was requested by me 

I loyer'insurance company, of tre amount 3) I hereby confirm that I have not & will not In future. avail of reimbursement. in part or in full, from any other source emp 
for which this assistance 1s requested t · · • f.ma ~ "31 ~ f 
t) if'!lM1>!11f;lJ!J{fil;-l"l Jm-'I ii rot l!'l '!f'flf«<l{1!!1lit~q; ~m'lv:ci"lltilt -,ffe ~ffl{Vl 11!1 q';WI ~Tl!m ;;;iJlil ell mlml'la! . 

2> m 'Gl7J '.;fl~ um"~~". i .ft orr -mt, oll1'iT o<r<l1T1 cm~ i1i11fcl .t fffil f.l;?ll .nirn, on~~ _ii~~ t'. . • 
J) ,j ~ ~ { fi!i nJ1l ~ ~ ~ mtt,J 'lfi'T ,rt t_ ~ '{Tm <fi1 311mif; 111 ~ A flf.,:ft JR ~r,itqi ;pqfr .t 'I cll @lll ti 3iR 'I '1 "Wl"'2f if <'rl'I 

AGREEMENT by APPLICANT ( ~ ~ <iim) 

1) By affixing my signature or thumb ImpressIon on this Form, t (Applicant) hereby agree & authorise Kosh1ka Foundation and ,rs TruStees to 
use/publish/put-up/reproduce my name. address. photo & details or the •purpose", for which such assistance is requested/granted. through any . 
medium, including but not limited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or disseminating information ~bout I s. 
act1vIt1es/ach1evements. Such use of my photo & details can be made by Kosh,ka 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 ent,Ue me for receiving or contInu1ng the said assistance The decision for granting and/or continuing the assistance will reSt solely 
with the Trustees or Kosh1ka Foundation. and their dec1s1on is th,s regard will be final and acceptable to me 

I) ~ lm 'R ;sJ'<f-1 ~ 111 ;;irra i1i1 ~ ~. if ( ~) 3l'l'ft ml!fcr i1i1 ~ ~ ( v:ci "~ ~ 3iR ~ ~ " <iJ ~ q;«ir ( fi!i 'lfO 'IT'!, 

'l<ll, ~ am of) fil<lrol ~ '!l"l:I if -qtfq;i t, ~ "fflf<l;l" ~ ~. m, ~ ~ ~ i ¥1 ~ 3in ~ q; ft:l'I f.t;m '1ft v.m 1lT'J;ll'II 

lt 'li1lITTll ~ ,f; ~ ~ ll 'ITT 'Im <fi1 ~ 'ITT ~ ;i; ~ 111 ~ ii~ ,i; ~ "~ ~" ?{ "'!Im ~ ii 
2) 1' (~) l'l! 'ii@ ll m'l!il' { fi!i l!{J 'IT'!, 'l<ll, ~ am f«<l{1!! -;ii fi!i ,m'fclT q; ~ ll ~ t ~ ffl: ,mll'll ,i;J ~ -:rir 'ii'l@il ~ Wqtt ii 
"<li1W<61" ~ ~ ~ <fi1 f.!ufll 3ffiltl am ~ m, 
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
~ 'ii; ~ 111 31'@ <fi1 f:rnR 

-~.J./r/J 

AGREEMENT by HOSPITAL ('TT'«lIB ml <!im) 

By affixing hereunder. signature of our Authorised Signatory for recommending this case/patient for financial assistance from Kosh1ka Foundauon, we (Hospital) hereby affirm & accept following: 
1) that 11e 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 FoundatJon, to the extent that such assistance is granted by Kosh1ka Foundation. If the requested assistance Is not granted 
by Kosh1ka Foundation, ,n 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 essenlJally states that the Hospital w,11 not avail any duplicate assistance for the same palJenUcase from any other NGO or any other source 
2) The assistance from Kosh,ka Foundation is only financial ,n nature The choice of the treatmenUprocedure adv,sed/conducted by the Hospital on the 
patient, ,s based on the arrangement between the patient & the Hospital, and Is in no way influenced by Kosh1ka Foundabon Hence. the Hospital will 
assume sole & complete responsib1hty of the treatment & it's outcome & safety of the patient. and Koshika Foundation will have no role or respons1bIllty 
in the matter 

?'1!17 ~' p,,r.,ft -,tr 3!R 1.j llT'lef!m <ii "mifi! ~" ~ fcmrq lffl!l'ffi ~ fuq;Jfur 'lfi'T ~ t' j;;m ~ (~) f.liai 'll<liR ,1 ~ cl ~ ~ ti 
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RECOMMENDED FOR ACCEPTENCE 

.., 
V 1'1IM LJ ,..., 

~!;~mwo 
Director 

Oculoolastv •n~ nr .. hr n nrnln nv ·•~Ir<>• 

Date of Surgery Or CHHh GUPTA -. r Director. Med1caI Educat,on Department 

mrnir ifl7Tlj AdJunct Co~:;ultant, , Reod No 00291 

rib1< I I 01 l ar Oncology Services~' • Or ~~,oi·~ Cha11ifxe Ho~I~ op a, y u " .. (Name, Designation 'Stamp utho s Signatory 
(Name Sf Ur. ~~.eQ ~i~Stamp) on behalf of Hospital) 
Or ~ 1 ~ ~ . • . ¥' ,. 1fll<J:1Rffio@~~ 

FOR INTERNAL USE of KOSHIKA FOUNDATION ~-~ 
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2 
~ n.fflm I ~~2 

~'-•A ,I lJ- ~l ,&W_, 
-

2() • 03 - 2025 



Dr. Shroff's Charity Eye Hospital 

Caring for the commun,ry smce 1922 

30'" September.2025 

Dear Mr Tandon 

Greelmgs from Dr. Shrofrs Charity Eye Hospital! 

Ph;ase find bclo\, attached estimate expenditure of Abhi Kumar- E/0925/0196 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr Shroffs Chanty Eye Hospital 

Delhi IS Na;i NASH Accredlleo 

Name Abh1 Kumar Address/ Sirsi, Gaharwar. M1rzapur, U.P -

MR N 

S. No. 

I 

DEL-G-24-01 -4579 

Treatment Items 

date 

18/09 2025 Examination under 

Anesthesia(EUA) 

Total 

Or. SIMA OAS 
Director 

Oculopla~ty and Ocular onr?logy sorvlcu5 

we,tor. Med,ca1 fducat,on Department 
Aegd N~ 00291 

Dr Ghrol• C nt, (yo Ho•p1tJI 

231001 

Phone: 

Age/Sex 3 years 

Cost per No. of unit 

Unit 

2000 I 

DirC'rlor, Oculopla\lv itnd Ocular Onrnlog)' <.,cn ,cc, 

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-rna,I sceh@sceh.net, Website www.sceh net 

OTHER CENTRES 

Male 

Aprox. Cost 

2000 

2000 


