
APPLICATION FORM FOR ASSISTANCE (Healthcare) K~ hika 
~e:ll:lol ~1 ~ ~ (~ WmR) foundation 

APPLICATION No E \ D'j 2~ / 0211 
APPLICATION DATE 2.sf o~j,< 

Butld,ng blod< of lrlw 

~ ll1!'nl: ~futft 

NAME of APPLICANT • ( H1vfh\JJ:HU 
AGE-YEARS 3tllJ·1" SEX fffi 

~ 1ii1 -:rrq 3 '(f /\R/· rv'IA l--£. 
FATHERS/SPOUSE'S NAME so~ HI L RAJA-K ( (Af)f 'cAJ 
f'q;n ~ 1fl "!Ill 

PRESENT RESIDENCE ADDRESS ~ ~ ~ 

MP.,1:{J.+N "-UJ fYI I\ r./.:.. - -.,, I {, .. (J~{-',(Y) "-1A ()P, • 
-J f',,f:JAL P Uf.J..~ MO.DHYA f)AAl)EAJI- 4-J1.l21A 

PERMANENT RESIDENCE ADDRESS ~ ~ ~ -
OCCUPATION LA e,o uR E:R ( F /'Yf>1 f fZ MARRIED (~) I U IED(~) Wf\ 

olfllmll 

TOTAL ANNUAL INCOME ~6,ooo C I A Pf f .f--._ 
(Attach Proof of Income) 

~mfit.,; lU1I 
(~ifillll~lffl1-!) 

PAN No ~ ~ ~ 

ARE YOU AN INCOME TAX ASSESS EE (Tick whichever 1s applicable)· Yes/ No 

ll<l1 ~ lUtl ;J;l ~ t {.O l!R ~ oll 'Q'{ 00 qi1 f.mR Wl!'III !I/ :m 
FAMILY DETAILS 1!fum fW{lVI 

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

v;-q mmT i:rfum tt ~ ifl '1!'11 '3"11 (<M) ft:rT ~ i m'll ~ 

I "llC 1-flL- :,;~ N'\~ t-r~ ni,-v 

.L Pk'.I11 '2.tl ~+mf'rft::. Mn >1f-J< 

,;., R\\/A I ~ Mf'f..1:, V..J ,A, t=.F-. 

4 _(.I.di~ n ('"\;,( 't L\{.frtt _\. V\1'-e. j ;, 

~ "-I I H Pr~IKH r,{ ~1- ~1 ,rrt, MA I 'r-.1(..' 

/. <.~ I l)'IA 1''-i ,~uwn.,.v.. _1;,-v) /"C' "-. 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is apphcable) 

mTl@I i full fir-If., w.m 

BPL Card EWS Cert1f1cate Ration Card ~her 
(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 

1fUif1 TUT rt ~ lJ"IIIV1 'tl1I wqill!?l1i!'fV'l!'l1TI o'l~ffl 
~aslslProof 

(lfl!lVI 'l'l 'lf>i Wll lml 1«'17'1 'lf:tl (lfl!IVI 'l'l If'\ 'Ul1l1 !ml l1';;rr.! ir.l1 (lfl!lVI ~ 'lf>i iJllll 1ml lIB"'I ~I 
aR<fitf ~ 

PURPOSE" for REQUESTING ASSISTANCE 

lffl7f,fl "ft fif;,t Tf1I f.t-@) 'if.! ~-

Sr No Medical Reports/Prescriptions Attached 

'!Pl ll&II ~~ lt ~ lfil 11l ~ 11'" ~ 
( I) I J-H,4 N...o SlV I} P. :JI N f\ P..,, fro. •f7YY1 A 

a r,-r:iG.. r.v1rn(.N/ ~- hl/11 

ASSISTANCE BEING AVAILED for SAME " PURPOSE" from OTHER SOURCES 

~ ~fq it tii. m ~ ~ f.t;"tjj ~ ~ ~ ffi1IT 1l1il l17 

Sr No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

'IP!m§!U 3,-'lf 't'-lnl ~ '!!ti RITJtmT'll!!Ulil 

N ·\ 



DECLARATION by APPLICANT ~ i:rn 'EIJ1llll1 -q. 
, 1 , t,ereb 

A I at on & ongoing assistance if any 1, Y conr1rm that all details ,n th,s Form are True to the best or my knowledge Any false statement will render my PP ic 
1 

able for rerect,on1cancellat1on 
2 l I solemnly co f 

• 1 1 d this Form for which such assistance was r n 1rn1 that assistance ,t received trom Kosh,ka Foundation wilt be used only for the purpose as s a e '" equested by n,e 
3) I hereby conr h 

1 / ance company of the amount for which th, irm l at I have not & will not in future avail of reimbursement ,n part or m full, from any other source/emp eyer tnsur , s assistance ,s requested 
, 

: ) Ii lll1llllt ~ ( f.r,- ~ im,q 1l wl ~ '!!-.ft ~ -qt! ~ ~ ~ l!l'I '!{'I "Im ti ~ 'li1{ ffl{lll '!{'I <j;t.r-1 3ll!l'I 'll'IT ;;J@1 t ill -qu lmtlllT ~ q;l ,11 ~ t 
-l * i;l11 "lit~ nm "ffllq;J ~ .. ll ""-;;ii ttl t ;mi;t o<!llitT am~ ,fi\ 'lfcl i ft.I'll f<l;m 7ilfl!TTI . .n ~ ffl"l it 'l!TI 'Tll1 t, 
I ) -4 ~ ~ ( f.r,- ~ mri«1J ~ ~ ~ ~ 1Jt t ol'! Tifu lli1 3l1fulj; 'll ~ ITTfll f\l;m 3,-ll m;f~mill if;"IJf,TT "II 'I ill ffillt t ;it. 'l -gl '!fcl'al lf <f1I 

AGREEMENT by APPLICANT ( 3lf1mi i:T(l <RR) 11 By aff,x1ng m 
· T Y signature or thumb 1mpress1on on th,s Form 1 (Appltcant) hereby agree & authorise KoshIka Foundation and its rustees 10 use publish/put upl ' 

d th h d 
- reproduce my name, address. photo & details of the ·purpose· for which such assistance is requestedlgrante , roug any me ,um including b t I 

f t b t ii s u not 1m1led to verbal print electronic for sol,cI ting donations for KoshIka Foundation and/or d1ssemmatIng m orma ,on a ou act1v1t1eslach,eve S · fi f h • • 
f ments uch use of my photo & details can be made by Kosh,ka Foundation before or after my treatment or ful ilment o I e purpose or which ass,stanc.e ,s being requested 

Z) 
1 

,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 sa,d a~s1stance The dec1s1on for granting and/or contmumg the assistance w,11 rest solely wi
th th

e Trustees of Kosh,ka Foundation . and their decision is this regard wilt be final and acceptable to me 

I\ Til ~ 'TT :;m -n=otW 'll 3ftlo ,fi\ iJl'Q Fl'11il>{ ti(~) 3l'l'ft ~ 'l,'l ~ <f;«ll { 1{q "lli1fm! ~ 3ITT ~ ~ "q;l ~ <f;«ll ( f<l; ,tu~. 
'R1 ,i;m 3lll ,11 fqql1I] ~ i.m ii mfil<t t "3l\ "~" ~ "l!m ~ , """'1lllt ¢ ~ ll ~ l'Jfilfid'!Pli am~~ IB<l f<l;m '11 ,;nm l!Tf2l1I 
"II '1ll1fur 1!;T-! ~ ~ ~ ti -qt V'I> lli1 mlVf -qt ~ ~ 'Ire 'll q!l; 1l ;rn 1f; ~ .. ~ ,mm" 11 "llm ~ ti 
ll ii t ~> ~ qf<f ll ~ { f<l; ,tu~. 'lil1 q;Tc) JITT ffl{lll ;;n f% ,m,rai -,t ~ ll 1l1ftra t ~ l<lll: ,m,rai lli1 ~ ~ "iR@lt '$l! ~ Ti 
"~" ~ ~ ~ lli1 R"ltl 3ffilil JITT ~ m1 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~"<t~'ll3!'@llilf.mR 

AGREEMENT by HOSPITAL (~ i:T(1 <RR) 

By affa,ng hereunder s,gnature of our Authorised Signatory for recommending this case/patient for f1nanc1al assistance from Kosh,ka Foundation , we (Hosp1la l1 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 Kosh1ka Foundation, to the extent that such assistance 1s granted by Kosh1ka Foundation If the requested assistance 1s not granted by Kosh,ka 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 w,11 not avail any duplicate assistance for the same patient/case from any other NGO or any other source 2) The ass,stance from Kosh1ka Foundation Is only financial ,n nature The choice of the treatment/procedure advised/conducted by the Hospital on the patient ,s based on the arrangement between the patient & the Hospital . and ,s ,n no way influenced by Kosh,ka F oundat10n Hence the Hospital will assume sole & complete respons1bIll!y of the treatment & ,ts outcome & safety of the patient. and Kosh1ka Foundation w,11 have no role or respons1b1l1ty ,n the matter 

pm~. ~ "ij,1 3lT{ "!! lll'!1'tlt1TJ! lli1 ··~ ~-· '!l f<lfil'I ,m,rai tu fuc!;m ,fi\ -;;niil t, f;;m ~ (mifr.l) R"l "ll'm '!l 1lR q ~ <!ml t, 
1 > w fq;- , 'IT q,fqR .im , m qfqQl 1l ~ lffl'fflt Q ,'R mlli1it ~ 'll Q = m ll o1'lil "U'il/lllir.l "Lf""' 'll .\ tt t. ~ r.r.- rn ·~ ~ .. 
l'l rnq;Jfrnrf<Afu lqij q; J:ll<.I'-! lj .. ~ ~ .. wi ~~fl!;- ti llfl; "~ ~ .. i:T(l "lm'@l f<Rra 3'!ifm11m1 ~ ~ m f<l;m -;;itil1 ten~ 
f<l;m .JA ti "R«liTU ~ "ll1 f<!;m 3P-I ~ ll "lffi'.lill m lli1 ~ '[(fuil ram ti ~ ~ "Lf ~ ~ ,!Jill t r.r.- ~ ftlITll iro: o1'lil ~ lq fll;-m 
rt1 ~ "R1:tlT 'll Q 3("l "!11'.r-i -11 m ff111ffl7il1 
2 "~ ~" "R ;:fl "Ill ~ ~ fcm!?l ~ "ij,1 t, "U1ft 'R 1<"@R'I i:T(1 ~ ~ l'@tl' 'll f<l;-q ~ ~ <f;1 'f-lTcl "U1ft 1!_ll' TI'l1lffi 
.: ~ i1i1 fuii'l ~ w, "~ ~" i:T(1 f\l;m "ll'm lli1 iiTTt ~ 'It! !1 ~ ~ 1t "U1il -<t ffilot ~n ~ ~ olR ,fi\ mtl f;;ra::irou "U1il 1{q ~ 
-it ml ,l\T "~" "ij,1 ~ ~ 'll f;;rciroi\ ~ "l!JiiR 1l 'It\ irrri\1 

Date of Surgery 

l1flrm, if 'l1W9 

2Aq\i 

18-08-2024 

RECOMMENDED FOR ACCEPTENCE 
~<fi~mefci' 

i
CH A GUPTA 

CQnsultanl, 
fjJld Ocular Oncology Services 

(~cau:::s ~~~~R. Ni?h11h§lflB\P) 
snm sm oj/tj> if '~Y 'tJ· i ..,-· -

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~P<llml 

Or fl.S 

11 serilees 
(N~tnllnP~&lg I e'QllftHlf,ied Signatory 

on behal spltal) 
,Jtjq~ sllffl1U 

SIGNATURE of TRUSTEE 2 
~ram 2 



Or. Shroff's Charity Eye Hospital 

C't:?Jr ~Ir T ,1ndon 

Estimate cost of troatmont 

Dr. Shroffs Charity Eyo Hospital 

Rf."t111oblnstomn Sumorlos 

Name Sh,vanshu RaJo~ Address/ Makon number- 21 t3 . Gram 

MR N 

S No. 

I 

Bc·,t Regards 

Dr. ",1111a Das 

DEL-G-23-01-3062 

Treatment Items 

date 

~q OQ .:!0~5 E,:i111inat1on under 

Anesthesi:i(EU/\) 

Total 

or. SIMA OAS 
Olroctor 

Jc lar onr~IOOY sorvlcos 

Oculoplastv and ,1 c'ducJtlon Oopanmcnt 

o,rector '-
00

,
91 I I t,u • 

(;tlJrllY r yo HospllJI 

madm. JObalpur, M P - 483225 

Phone: 

Age/Sex 3 yoars Male 

Cost per No. of unit Aprox. Cost 

Unit 

::!000 I ~000 

:moo 

D1ret·tor, Ornlopht~I) nnd Orular Oncolog) St'r, ices 

DR SHROFF'S CHARITY EYE HOSPITAL 

5027 Kedar Nath Road DaryaganJ, New Delhi -110002 lnd1.1 

Ph - 011-4352 4444 4352 8888, Fax 011 43528816 

E-mail sceh@sceh net Website . www sceh net 

OTHER CENTRFS 

ALWAR e SAHARANPUR e MEERUT e LAKHIMPUR KHER! • VRINDAVAN e KAROL BAGH (O1.:LHI) e MODI NAGAR e RI\NIKHI l 


