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DECLARATION by APPLICANT: ~ ~ ~ 'lf;f: ---------

1) 1 hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistanc,, 

liable for re1ect1on/cancellatJon. . . • • . . ~" 
2) I solemnly confirm that assistance, if received from Kosh1ka Foundation, will be used only for the purpose , as stated in this Form, for which such assista"c., 

was requested by me 
3) 1 hereby confirm th~! 1 have not & will not 1n future, avail of reimbursement, 1n part or in full, from any other source/employer/insurance company, of the amount 

for which this assistance 1s requested 
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AGREEMENT by APPLICANT ( ~ W <iim) 

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Kosh1ka 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 limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's 

activities/achievements. 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 such use of my name, address, photo & details of the "purpose", for which such assistance is requested/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 final and acceptable to me. 
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AGREEMENT by HOSPITAL (~ ~ <RR) 

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 patient/case, as we are 
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Kosh1ka Foundation. If the requested assistance is not granted 
by Koshika Foundation, in part or in full, then the Hospital reserves it's nght 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 

in the matter 

~ ~. TI<!Tl\m <Iii am ~ ~rorrr q;T "~ ~ .. ~ fcmrq ~ t(I fuq;fuJ 1'i't ~ t. m -g-t! (mtl@) R"f ~ ~ "G'R c1 ~ ~ t, 
1> ~ fif;-1 m <ffl'l'T, am 1 -tr ~-q f?mr,;f "ffll@T ~ ¾ m<nrit ~ ~ ~ 3R t'-l1l! ~ oll<I -uift~ 11 ~ lll "t'l "{g' t ~ fq; rn "ffllq;J ~" 

~ ~ o<1<1 <t tf'qtl" 11 -~ ~" ~ ~ ~ fq; t, 1lfl:: "ffllq;J ~,,~.mt@! f<f'ml 31ilm~ ~ ~ ,m ~~tor~ 
fif;.it 3F-I ft{ .ro!ilU m <11 ~ aR ~ .1 ~ Af ,.;i 3!fwm Wf'ijif W<II %1 ~ ~ 'tl ~ ~ ~ t f<I; 3W!oIB ~ ~ o<1<1 -uift/tll"IIB t(I fll;m 

-1ts m<61U m <11 ~ 3P-l m'--R .1 ~ ~, 
2. "~ ~II ~ t'fi ~ -mT7:@1 ~ fcmrq "lllljfcr <Ii\ t , -uift 'I\~ ~ ~ ~ ~ lll fcl;q ~ ~ cfil ~ -uift ~ TI'lo@ 

qi "ffi q;J ~ t 3fR -~ ~ " ~ ~ ~ cfil ~ ~ "'!gT t , ~ TI'!ll@ if -uift it ~ 3lR 3!R ,ifA 1'i't mu ~ -uift "q:ci TI'lo@ 

<tt min am·~" <tt ~ ~ lll ~ ~ ~ ll "'ltt m-rft1 

Date of Surgery 

~ cfi't moo 

11-04-2024 

RECOMMENDED FOR ACCEPTENCE 

~q;-~mwa-
0 oplasty and Ocular oncology 11rvlcH 

,rector, Medical Education Department 

c:~ ~ij?~e.~~2i'litlwmi~tamp of A~thorised Signatory 
Dr r on behalf of Hospital) 

,fl! q 1R: moffi 3Tilfcli:il 3TilfcliJU 
$931 

F0R~IOtl.\l ~81 of KOSHIKA FOUNDATION ~ "3ffl ~ 

SIGNATURE of TRUSTEE 1 
~~I 

SIGNATURE of TRUSTEE 2 

~~2 



Doa-.. T ~ , i · aildOil 

Greetings from Dr Sh n~ · ro '- Ch· · ~ an~ Eye Hospital' 
Pl"""-""' ~- d 1. _ 

• 
--=-- im U"C"lo,, anached e- . :.ttrnare c:\penditure f B 0 ab) . A.sifa- E I 02-l 0~03 

-, 
D Estimate cost of treatment 

r. Shroffs Ch ·ty 
Retinoblast~:a ~i;g~~:~ital 

Name 
Baby. Asifa Address/ Viilage GaJraula. Urtar Pradesh- 244235 

Phone: 

DEL-C-22-01-1071 I MRN 
Age/Sex 4 years Femaie 

-S. No. Treatment date Items Cost per Unit No. of unit Aprox. Cost 

1 2024-10-10 EUA 2000 1 2000 

' ~o,.,..i-10-12 ~!RI 6500 I 6500 

Total 8500 
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Dr. Sima Das 

Director 

Oculoplasty and Ocular Oncology Services 

OR. 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 
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