
APPLICATION FORM FOR ASSISTANCE (Healthcare) K~hLka 
~"ITT!,~~ <~w,m;i) foundation 

APPLICATION No. ; &/ oq24 I 02-0 / 
APPLICATION DATE : f)..?;; q :z__y 

Building block of life 

~~: anmrnttt 

~~~~ o:;:ICANT : tr} A S T 'ANV~A:f 
AGE-YEARS ~-cfll SEX@ll 

l~ 4-V~g MA-th 
FATHER'S/SPOUSE'S NAME: PRAM,O b ( ?-4-f}J E.IZ.) 
~<liT,TCI 

PRESENT RESlDENCE ADDRESS q'ift!R amimTli 'l@1 

~ 
1,.1.il. ·11-, I- r ti! T<'H , f\1/+-f\lf'I A ~~llt.).4{\) • IWI U I - ) nf'IU '.J. 

I -
PERMANENT RESIDENCE ADDRESS : ~ ~ 'l@1 

OCCUPATION : 1/rfJOU R f::.R ( F/t7>fc:IU I MARRIED(~) / ~ ~) 

'&fcmf!I 

TOTAL ANNUAL INCOME : 
(} c))) JI trrJ7) (~Cq)faj. 

(Attach Proof of Income) 

~ clJfif<li 3!17.1 
(aw:I <liT ~ ffl) 

PAN No. 'll',IJ{ "€iTar ffl 
ARE YOU AN INCOME TAX ASSESS EE (Tick whichever Is applicable): 

cf".11 ·>ll'l 3117-1 ~ ~ i (;;it l!R &l ot! "II'{ ml <liT mJR Wlflil 

Yes/ No 

mnm 
FAMILY DETAILS 1ITTclTl: ~ 

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

wqm 11fl:crrl:iffl<lil,Tll' o1J (cfll) @ll 3lfcK<liitll~~ 

'-h~ ... _ - '">'11 r\lil\ I r .... 

/ Ill- ~ '-hVlJ. ~I< H n, I I/_.., 11an1 l,/ "J<. 

·, < tu 'hi b . ~- -"V_) ~ 
y 

I .1JJ_F.JY7 o/ ~~:/ Wtt::,,, ~ r• ?,A 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

mr«n <t @it fiAfu 3Utl'R 

BPL Card EWS Certificate Ration Card Any Other 
(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 

lfTT!ft nm ct ~ '!PlTUI ~ ~ ~ 'l'i '!1lll'OI ,r.t ~m ~roof 

(Wlf111 ~ lliT iWll '!Ill! mr, l!it1 ('lfll!VI"" ;i.i ffllll '!lf1I lfF.f9 ~I ('!l'llrll "rl ~ fflltT '!lf1I mtr.i l!it1 
3R'ifil{~ 

"PURPOSE" for REQUESTING ASSISTANCE: 

~tiif.l:it1PiF'A'<il11i1$: 

Sr.No. Medical Reports/Prescriptions Attached 

ilillffl ~ -Ii .im t1i1 Tfi ~ ~ m:ir.i 

I C'ilA (i,t-, n('J ~ - f<.PTI fl./..1)16 l.M I OIY)ll 

.~ .... -i, .. " "'YIP.I\/ r E:.( )A 

' .,i, ''-
~ 

I. 

-

ASSISTANCE BEING AVAILED for SAME "PURPOSE• from OTHER SOURCES 

N.-0 ~ ~ ~ 4 'ifil{ 3A ~ ma 3A ~ ~ @-qr~~? 

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

ilillml 3At'-1Jiiqii,Tll' m~.mi:rarmrr 
I\Jll 

■ 



DECLARATION by APPLICANT: ~ mTI '1lllV1l ~: tatcmcnt Will render my Appf1cat1on /1,, orqoir.g as'>tstar~ 1) I hereby confirm that all details in tht~ Form arc Tr1.10 to tho host or my knowledge. Any foluc 
liable for reJeclton/cancellat1on. . tho. ur 060• a5 stated in th1-; Forr,. for Nl-ich i;ucr as•·· 2) l solemnly confirm that assI~tonre, 1f recr.ivl'd flom Koshlkn Foundation, Will be used only for P P ' 

was requested b\ me 
other sourre/employer/•M;urarc,o corr,pany, of Ir<? a,-,. 3) 1 hereby confirm tnat I ha\ e not & w1tl not in future, avail of reimbursement, in part or in full, from any 

fv' \\hich this oss1stanco IS rcqu1•sted , t m mj ~ ~ -;fr .i!J ~ I) 4 ffl 1ITt11 ~ fll;- ~ m,.-q 'it f~ ~ <l'11 l'ffi111 it'{\~ ii ar:pm ~ lf.i Tlt1 ti~~ mt111 ~ <fjV.f-1 mF.i iwn. :;r@I i 
:' ttt ~ ii ~ ,Tm "'f.1fm,1 ~", ~ 't'l1 ~ ~ i_ ~clil o'l1lT11 om~ <lit 'ffe qi ft:ri.l ml 1!Jlll11, it V-1 lJTlivl 1l ~ lf1.II I ,m: . ~ ~ ~ ; ' '4 ~ 'if«f { ft;; i;;m ffl'f<ll ~ ~ ~ <lit tj t_ ~ ufu <!i1 3lifffli 111 W1m m=,;n fil;m 3F1:P.irn~Rflll cfitlffT ~ 1 ol m i HT 1j '1"f 

AGREEMENT by APPLICANT (~ W-1 q;m) 
1) B} aff xmg my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's TruS!ees to use pub,.shiput•up/reproduce my name. address, photo & details of the ·purpose", for which such assistance is requested/granted, through any • riea,t.m inc uo,ng but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information :bout its. actI\ ties achievements, Such use of my photo & details can be made by Koshlka Foundation before or after my treatment or fulfilment of the purpose for wh ch assistance is being requested 
21 I 1A;>p 1cant) further agree that any such use of my name, address, photo & details of the "purpose·, for which such assistance is requested/granted, w I not automatically entitle me for receiving or continuing the said assistance The decision for granting and/or continuing the assistance will rest solely I l'lth the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me. 
1 > r.i m ll\ ~ mm «1 ~ <lit ~ ~. 11 < ~) 3l1f'ft wmt q,1 ~ c!iU!l ( ~ II~ ~ am ow.t ~ " <li'I ~ ~ { fc!; iro 1Tll, 
~. i,;m am ;;it ~ w ffl -q •toil -~ .. ~ ~. ~. ~/lll ~ ~ ~ ~ 1ITT!fclfw.n am~~ "i.!i' @'it %m ~ w;w 'tlt'.7.jij 
ii ~ ~ <Ii ~ ~ t, 'ITT m if.l fclcRuT ~ ~ "i.!i' ~ 111 ~ '4 ~ "i.!i' ~ "<li1fml 'l!iTmR" " ~ ~ t, 
2) it c~) w q@ ~ ~ {fc!;'4u"!Ttl, 1«il, ffl am~-;;,) fc!; ~i~~nt ~ 'l<ffl: ~ '1.fiT ~ "!ti <R@TI ~~ ii 
"~" ~ ~ ~ qiJ f.!-afi:I 3'.ITTftl' am~ m1 
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
~<!i~111~'1.fiTmIT, 

~~ 
AGREEMENT by HOSPITAL (~ mu 1'im) 

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. 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 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 & safety of the patient, and Koshika Foundation will have no role or responsibility 1n the matter 

~ ~. ~ q,1 3W ~ ft!U'ft '1.fiT "fflfc!i1 ~" ~ fclfu?! ~ ts fuq;Jfui q,1 ~ t. m ~ (me!@) f.r9 'll<!iR ~ 1!81 " ~ ~ t, 1 > ~ fc!; , m crcftrr, am , -tr '1fc!i;q -q fclfu?! ~ M 1's ~ ~ 111 M 3BI m ~ ffl WIT/t!Tlffi -q WT 111 ~ ~ t. ~ fifi ~ "<li1fml 'tliTmR" it ~f<r-rfu ffl <t ~ ii ''q;'ffi ~·· wo 'lW( ti fc!; t, ~ ''<li1fml ~··mu~ fcr:tfu 31Tfuq;~ ti~ "Im fc!;m ~ t maw@@ f.:iim ~ flt m<!iTU m '?.fl M ~ tR1Jq:;' ~ ~ ffi '1.fiT ~ wfeJo W(!l i1 w ~ ii ~ ~ ~ t fc!; 3Wl<I@ ~ 'lW( ffl WITg ti M ¾ m;;r,ro m 111 f<l;i:ft JR m~.r-1 ~ m ~, 
2. "~ ~" ~ 'ffi tj -mrqm ~ f<mrll ~ <lit t, WIT ll'{ ~ mu c(t tj t@ll 111 fc!;l! 'If!!~ '1.fiT ~ 'iril ~ mil@ 
i m if.I fqr.p:i t am "<li1fml ~" wo f.nm 'lfc!iT{ '1.fiT ~ ~ "It\ ti ~ ~ ii WIT "i.!i' ~ ~ am 3lR ~ <lit tl1il ~ WIT ~ ~ 
cf>1 iTrfT ~ "~" cl,l <li'J{ ~ '<I ~ W ft ii "!'ITT m\1 

Date of Surgery 
3WITTA cf>1 • 

~1q\2,~ 

11-04-2024 

RECOMMENDED FOR ACCEPTENCE 

.. -·······-·~cf,'~ ~ 
~ UIAd~~·con~;tta~t. W oeuio;asty and Ocular Onco!Ogy Services 

, Algd. No. 100745 
(Namd>lfSmft~~Wltti~) 

6l<R1:cfil;:irtlq~q~, ,. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~ ffl~ I 

Dr.llllADAS 
lmfiWII 

0c1lloplasty and OCulw QftC01ogy services 
Dlrlctor, Medical Educatior :; . rm · nent 

(Name, Designatio~ 6f jt'.Jthorised Signatory 
Dr . .-..'lahf •Holsp!t~ij ,p,tal 

;:irt!q1l<(~3TI~~ 

SIGNATURE of TRUSTEE 2 
~~2 



Or. Shroff's Charity Eye Hospital 

.. ,(.::;; Csnng for 1h11 commtimty smco 1922 
,,11\fft&. .. ... 
111\ ,~ ... ~ 

, "' \ I I\ 

30th September 2024 

Dear Mr Tandon 

Grrctin~li from Dr. Shrofrs Charity Eye Hospital! 

Pkasc find hell)\\ attached estimate expendi ture of Mast. Anuraj Kumar- E/0924/020 I 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr 5nmff g Ctwrrty Efl H'lSp tal 
D lh1 t 1(111 t lt.J.iH Ao:.red1too 

Name Mast. Anuraj Kumar Address/ Najafgarh,Nanda paswan, Delhi-
110043 

Phone: 

DEL-G-21-12-4358 
MR N Age/Sex 4 years 

S. No. Treatment Items Cost per No. of 

date Unit unit 

1 30/09/2024 Examination under 2000 1 
Anesthesia 

Total 

Best Rega~ 

Dr. Sima Das 

Director 

Oculoplasty and Ocular Oncology Services 

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-mail : sceh@sceh.net, Website : www.sceh.net 

OTHER CENTRES 

Male 

Aprox. Cost 

2000 

2000 

ALWAR e SAHARANPUR e MEERUT e LAKHIMPUR KHERI e VRINDAVAN e KAROL BAGH (DELHI) e MODI NAGAR e RANIKHET 


