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1) By affixing 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, pholo & detalls of the "purpase”, for which such assistance is requesied/granted, through any
medium, including but nat limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achisvements. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment or fulfiiment of ihe "purpose”
for which assistance Is being requested

2) | (Applicant) further agrie that any such use of my name, address, photo & details of the "purpose”, for which such assistance is requestedigranted,
will not automatically entitie me for recelving or continuing the said assistance. The decision for granting andfor continuing the assistance will resl sotely
with the Trustees of Koshika Foundation, and their dacision is this regard will be final and acceptable to me,
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{Hospital) hereby affirm & accept following:

1} that we neither are presently nor will in future avalil of financial assistance from another NGO or any other spurce, for the same palient/case, as we are
requesting to ge! from Koshika Foundation, to the extant that such assistance |s granted by Koshika Foundation. If the requested assistance (g not granted
by Koshika Foundation, in parl or in full, then the Hospltal reserves it's right to make up the shorifall from ‘another NGO or any other source. This
confirmation essantially states that the Hospital will not avail any duplicate assistanca for the same patlent/icase from any other NGO or any other source
Z) The assistance from Koshika Foundation is only financial in nalure. The choice of the ireaiment/pracedure advisediconducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and {5 In'no way infiuenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibiiity of the treatment & it's oUtcome & safety of the patient. and Koshika Foundation will have no role or responsibility

in the matter
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Dear Mr Tandon

G reeting

€stimate expenditure of B

Estimate cost
Dr. Shroff's Cha

s from Dr, Shroffs Chariny Eve Hospital!

Please find below attached

of treatment
rity Eye Hospital

aby. Asifa- £/1024/0203
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Name Baby. Asifa Address/ Viilage Gajraula, Uttar Pradesh- 244235
Phaone:
DEL-C-22-01-1071
MR N AgelSex 4 years Female
S. No. Treatment date Items Cost per Unit No. of unit Aprox. Cost
1 2024-10-10 EUA 2000 1 2000
2 2024-10-12 MRI 6500
: 8500 I
Total

Best Regk/

Dr. Sima Das

Director

Oculoplasty and Ocular Oncology Services

DR. SHROFF'S CHARITY EYE HOSPITAL

i, New Delhi-110002 India
! dar Nath Road Daryagan), ‘ ;
502;;-1":{ 311-4352 4444, 4352 8888, Fax : 011 -435.283:6
éemail : sceh@sceh.net, Website : www.scen.ne
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