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APPLICATION FORM FOR ASSISTANCE (Hoalthcaro) K~hiku 
~q~~ (~-<m.l'.f7l ~:fl.lid) 

f o u n d ,1 t 1 " n 

APPLICATION No. : ~, 0324 I 015s I APPLICATION DATE: 2 ~J 9 2 ~ llt11l•llnu .,,,,,~ ,,f 1,1. 

~ffl: 3lW,, fo,,ft 

NAME of APPLICANT : fJI ~ AGE-YEARS 311!.l 'tfCi Sl:X ft;trr 

~clil"'ITli T HltE.JH 1- VE/lR£ MM,& 
FATHER'S/SPOUSE'S NAME : 

.SUN!L J<!<v, ( Pf)'{}f tit J ~clil"llll 

PRESENT RESIDENCE ADDRESS mltlA 3Wlm~ 't@1 

H t\l/\' I t..t. a (!f1I'I /f\M J J<( 11,.r,J. C'()t\l}TJrj'f A 

l.:/A-QVAN1>. - /?.,/ tFn I - . 
PERMANENT RESIDENCE ADDRESS: .~ 3ll?!m'fti 't@1 

-
OCCUPATION : P RIVA--Tc. .J08 {PANW I MARRIED (~d) 1 ~D (Glf<t111~) ixfcrnTll 
TOTAL ANNUAL INCOME : 

15b, 000 I r ltf'>1 <c ~ (Attach Proof of lncomo) 
~·3wt - ( olf!! <Iii t!l'il! tl'w-1) 

PAN No. ~'l§@lffl 
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is appllcable): 
~ ~ 3wt clil: mt (~ 'l1R 1T ~ -qi; t@l <Iii fun, ~I 

Yos / No 

°gjf~ 

FAMILY DETAILS R ~ 
Sr. No. Name of Famlly Member Ago (Years) Gender Rolatlon with Appllcant 

ilil1'ffl atm<lil ,It{ ~ (<Ill) 1t,irJ ~ "lfi m~ '{flqf~ 

I I 'JI\/ If I( R ,J,~ I IJ . (: 71 I\ ~ . I) 

~"> ,1Ur I I, f!JI I -r.:, ::s-
, ,,a fV ,IV\,, ~ 1 

~ J.- ~o~ r,y/ ,- ~ {\, p ~ I If 1:. 
II kJ I) Ci 1 ... Y' ~ ')-t.:>t1 -~ - l ~ :, 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is appllcable) 
~ ~ fuq N 3lltm 

BPL Card EWS Certificate Ration Card Any Other (Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 
TffiilT tmi ~ ~ '!ill111T 'q;{ ~3Tfll'!llf'lflll'IJl'I!!{ ~<lilt 

Basia of 

('lfll11II 'If.{ li>'t lJllll mil ffi lli't1 ('lfll11ll'l!!{'ll>'\ lJllllmillw-1~1 (JllllVI 'If.{ lli'\ lJllll mil ffi lli't1 1.f,1f ~ 

"PURPOSE" for REQUESTING ASSISTANCE: 

~tnf!l;'t)111'W<lil~: 
Sr. No. Medical Roports/Prescrlptlons Attached 

~ ilil1'm ~~~lift '!fl~~~ 
I l'\1 a r, "mu J...- .J <,;..T] l'\I 1' fJ..t D,,<...,1 l")f\A.fi 
:r. '"t'A.l r 1YY1vr trJT - >-.f A 

!\Ar'I ,,~~ :,l ,tl 

,_, .... ,, 
C .,A,,, .1H,~c•••r:~" ,.,l r..1-.1!,J ·:,...,r-J .lU 

'*"' "~ "• .,..i,,1 ••-..-. I', .. l'ir',nt:A 

-,,, :-r-1Q ~-· .... _ ... 0 D'i ~litlln!:JJ' 
, 1 ,lflr1 l ,,, L; ,I f,~ CJ!!lt 

!, Jtll~:11°! 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES Ne--
~$'<t~~ 3Fi~M 3Fiffl~~ lfq(lt? 

Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 
ilil1'm ~Wif<!il~ m ~ ..mi:rar -um 

t. rb 
I 



DECLARATION by APPLICANT: ~ i;ro \'111lllll ~: A 1· l & , , ' A r lso shlomonl will rondor my pp 1ca ion ongoing d';s1stanrn 1 _ 1) I hereby confirm that all details 1n this 1-orm arc T1110 lo tho llrsl of 111Y knowlodno, ny d ' ~· 1 
"r1y liable for reject1on/cancellntion. . . 

1111 
, d only for tho 'purpose{ ns stutf'd in this Forn' for which such ass..,tanr, 2) I solemnly conl,rm that assistonco, 11 recclwd from 1,osh1k11 I oundullon, w JL u~u ., was requosled by me. . 

1 1 1 olhor sourco/ornptoyer/tnsurance C0IT'pany, of thr, a \ 3) I herehy confirm that I have not & will not 111 fulurn, 1wuil of rniml.Jur ,mnont, In parlor in ul · rom uny · · rnc;,1111 
for which thi~ ass1stan<:t! ,s r Pquestcd :;rr~t t, ·n l\fl TfITT'Rf fflUI • 1) -q ~ tli'«ll { f<¥ tl< ~ ~ Wl ~ ll-il f·FH'~ ~'ft s>fl'lii>ifi ~ li'.(TIR 'ti~ u.,i ·11\fl ·11 I 1~t~ <1,')~ fwrtrr1 mi 'ifiVH 

1
mFl T!T'-11. ' ' ' ' •.f,t .ii ~ li 

:) ~ ~ ;;i1 m-1~ m'fl ",'film<!,, 1t1hRlvi~". ,1 ·tfl ;,i1 ,i, l ;,wrn dll7l111 om ~ 11 ,h, 11.ru ,i; f'Ril m'1.ll ,;rrwn, ~r ~ inw.'l ~ -~ Tf'-11 i, • . • ..-,,,.. - "--"' . ......~r,.ftqt 7.1>-ar,ft .t ,i m m * mr ~, tt 'IW-I'-'< iY ,111 3) ii ~ iR<l1 li. f.ti tom m1l@1 'tu ,m ~l:n <1f1 ~ i, '5ll '{1~ <fi1 3111~1~1 'll1 ~ 10~1 1<M11 3Pl ',A111 

AGREEMENT by APPLICANT ( ~ IDU 'i.fITT) 

h I Koshika Foundation and it's Trustees to 1) By affixing my signature or thumb impression on this Form, l (Applicant) horeby agree & aut or se d h h useipublishiput-up.lreproduce my name address photo & details of the 'purpose", for which such assistance is reque5led~gra.nte. 'i rouf an~ .. medium, including but not limited to verbal print' electronic, for sollclllng donations for Koshika Foundation and/or disseminatt~· in orma/~n: out 
11 

s activities'achievernents. Such use of my photo & details can be made by Koshlka Foundation before or after my treatment or ul ,lment O t e purpose· 
for which assistance is being requested. 

. . d/ 2) 1 (Applicant) further agree that any such use of my name, address, photo & details of the "purpose", for which such 8~s1stance 1
~ requeSle 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 flnal and acceptable to me. 

1) ~ rn 'l1: aN-1 mm <11 3itra tf,'T ~ ~. ~ (~) ~ ~ tf,'T ~ <li«ll { ~ "fflTllil ~ ~ oWt ~ "qi!~ <li«ll { fifi mi "lltl, 
'«II, 'lilit am: "11 ~ tl< m -q. t ~ "~" ~ ~. ~. 1.jj,f{I~ ~ $ tl ~~am~ rt~ mil ,:ft~~ 
~ ,mifuj qiB ~ ~ ~ !1 m ffi '11i'1 ~ ~ ~ ~ ~ <11 ~ -q qiB ,t ~ "~ 'liJmFI" '!I~ ~ ti 
2) ll (~) ~'il@tl~{fi!iltti,11'.1, 'Tcll, 1!im air{ ~"11 fi!i-mt1«11cfi~tl'l1Tfifo-%~t<TT1:-mt1«1! '11i'I~ ,it 'iA@ll ~ ~-q 
"~" ~ m ~ qi'! Ruf.I amr:i am: <Tiumu m, 
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
~ i mm <11 311l3 <ii1 f;mr;i 

AGREEMENT by HOSPITAL (~ mu ciim:) 
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. lf 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 Koshika Foundation. Hence, the Hospital will assume sole & complete responsibility of the treatment & it's outcome & safely of the patient, and Koshika Foundation will have no role or responsibility 1n the matter. 

~ ~. ~s.ro tf,'T am t1 w!U1ft qi!"~~" t1 f<mrl ~-tu~ tf,'T ~ t t.m ~ <~l ~ V<fil'{ ~ 'ljF{ c1 ~ <liUI i, 
1 l '!IQ fi!i , m qfftjR am: , m 'llr<!&I -q fclfui:t -mt1«ll mil ~ m<iim mtlR <II M 3A ~ tl oc@ wi\fl'!l'I@ -q ~ <II ~ ~ t. ~ fi!i rn "~ ~" 
t1 ~ ffl .t W<llc! "G "'cfiTITT<lil ~"mu~ tu fi!i !1 ~ "'ili1fflcfil ~"mu~ fcRfu 3lITTlqi~ tu~ ,it fc!;lu ~ % m 3W@R'I 
mil 3R ~ m<iim m <11 M 3R wm1:R ~ ~ ~ <fi1 ~ ~ wm ti w 11fie 1t ~ cnm ~ t fi!i 3WffiR'I • ~ oc@ wi\fl'!l'I@ -tu mil 
~ ~ ffl <II mil 3R m~-R ~ ,it B1Tl!WTTI 
2. "'cfiTITT<lil ~" ~ "ffi 11-{ ~ ~ f<mrl Wlifd cfi't t, 'U1lt 'l1: mmFl mu t 11-{ ~ <11 m 'lJ<! ~qi'!~ wn ~ ~ 
t ~ <fi1 m-ii i am: "'cfiTITT<lil ~" mi mil V<fil'{ clil ~~,it -%1 ~ ~ -q wn cfi ~ ~ am: ~ ~ tf,'T mu~ wn 'q:ci ~ 
tf,'T m\ ~ 11 'cfiTITT<lil" tl,'T ~ ~<II~~ W 'G ,it mift1 

Date of Surgery 

3l'fimR 'li1 • 

'l-~1,17)1 

11-04-2024 

RECOMMENDED FOR ACCEPTENCE 
~cfi'fuQ'.m:g;fu 

Adjunct Consultant, 
and Ocular Oncology Services 
Regd, No. 1007~5 

flki~tffa~~o~lat5tamp) 
~<fil,Jllqffla.R~mi. ,. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~ fflm l 

Dr.SIMA DAS 

ocu r otooy ser1lct1 
tlon Department 

· i'il~h o~~\horised Signatory 
on e a1'8ffib~p'nal) 

,J1l q 1R ffio@ 31f~ 3TI1:TcfiTU 

SIGNATURE of TRUSTEE 2 
~~2 



,.., ~ • n 1 

Or. Shroff', Charitt Eyo Ho1plt~I 
C{inn for II• ommun ly in 19 •l 

30th Soptcmbe1 2024 

Dear Mr Tandon 

Grrl'lint?,:-. from Dr. Shroff's Charity Eye llospital! 

Pknsl! find below attached estimate expenditure of Mast Mast I litcsh- L/0924/0 I 9'J 

' 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinob/astoma Surgeries 

Name Mast. Mast Hitesh Address/ H no. 166, Sandal klan, 

Sonipat,Haryana-131001 

Phone: 

DEL-C-19-11-4303 
MRN Age/Sex 7 years Male 

S. No. Treatment Items Cost per No. of 

date Unit unit 

1 25/09/2024 Examination under 2000 1 

Anesthesia 

Total 

Best Rega,~~ 

Dr. Sima Das 

Director 

Oculoplasty and Ocular Oncology Services 

DR SHROFr= S 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 

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


