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TOTAL ANNUAL INCOME : 
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(Attach Proof of Income) 

1w' ~ ;;wt 
(31Tlr<!i!tllfil:!~) 

PAN No. ~ lfillll ffl 
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes/ No 
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BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 
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BPL Card EWS Certificate Ration Card 
(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 
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"PURPOSE" for REQUESTING ASSISTANCE: 
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Sr. No. Medical Reports/Prescriptions Attached 
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ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 
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Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

ifillffl 3FI ~qi[ "'!l:T "ffi ~~\lffl 
Iv rr 



' 
d my Application & ongoing ass1s\a 

DECLARATION by APPLICANT ~ ~ 'Ell1l"lf "If:!: A false statement WIii ren er nee II,,, b t of my knowledge ny 
' , 

1 ! I hereby confirm that all details m this Form are True to the es " 
058

• as stated in this Form. for which such assistance liable for reiec11on/cancellation , ndatton will be used only for the purp · 2\ I solemnly confirm that assistance, 11 received from Koshika Fou ' urce/employer/insurance company. of the arnoun\ was requesteo by me. . in art or 1n full, from any 0th0r so 3) I hereby confirm that I have not & will not 111 future, avail of reimbursement. p ! , mt ;m,rcrr ~ .;1 ""1 ~ ii for which this assistance 1s requested , t ,ffe ~ ~ 1(q q;?.!'! ,Wlfl! 1lTlff ;;ffill ~ ' I J ff "1i1f'!lf 'l,fffi "{ f<I; ~ ~ it R;it 1J1l ri fqq{uf mt ~ 'Ii ~ lf<'l 1(q <left 
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AGREEMENT by APPLICANT ( ~ ~ q;m) 
thonse Kosh1ka Foundation and it's Trustees to 1) By affixing my signature or thumb 1mpress1on on this Form. I (Applicant) hereby agree & au h ·stance is requested/granted, through any .. useipubltsh/put:up/reproduce my name, address, photo & details of the "purpose", for which sucFo~~~ation and/or disseminating 1nformat1on ~bout its,, medium including but not limited to verbal, print, electronic, for sol1c1t1ng donations for Koshika fter my treatment or fulfilment of the purpose acttv1tie~/ach1evements. Such use of my photo & details can be made by Kosh1ka Foundation before or a 

for which assistance 1s being requested ,, ose" for which such assistance is requested/granted, 2) I (Applicant) further agree that any such use of my name. address. photo & details of the purp ' di ontmumg the assistance will rest solely will not automatically entitle me for receiving or conl:nl1ing the said assistance The decision for granting an or c with the Trustees of Koshika Foundation, and their dec1s1on 1s lh1s regard will be final and acceptable to me .; ,,,_ ...... = . " ~ ~ ~ ~ " 'Ii! ~ q;mf 'l,. I'<> 'i<I 71-,, I) === 3N-I =on 'QI 31':ra .il ffl'I Wl1lli't {f (~) 3l'rn '!Im 11>'1 ~ 'liT<l1 { ~ ffl1'1ni .~ "'' " •~'"" , . ~ fu<I f<l;m tjj WlR 'IJT!2fil '@I, -q;ic) am ;;n ~ ~ 11'1:1 ii mil@ toll "~" 1(q"l -;:qm1, m, 'Q1,f,l1l'Q1 ¢ $ -a ¥l 7ffilfclftro am 'mrf.>.!111 
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
~<!1~'l113J'I3,;;Jf.ml'f 

1l1nu1ni10 ICurma n 

AGREEMENT by HOSPITAL (~ ~ '!im) 
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 10 gel from Kosh1ka Foundation. lo the extent that such as51stance 1s granted by Kosh1ka Foundation. If the requested assistance 1s not granted by Kosh1ka Foundation, 1n 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 essenually 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 Koshtka Foundation 1s only financial 1n nature. The choice of the treatment/procedure advised/conducted by the Hospital on the pauent, 1s based on the arrangement between the patient & the Hospital, and 1s In no way influenced by Kosh1ka Foundation Hence, the Hospital will assume sole & complete respons1b1l1ty of the treatment & it's outcome & safety of the patient, and Kosh1ka Foundation will have no role or respons1b1l1ty m the matter 
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Date of Surgery 
3ifcmrn;t iffiT13 

n-\11\'i 

11-04-2024 

RECOMMENDED FOR ACCEPTENCE 
~~@ti:~ 

~ l Dr. CHHAVI GUPTA \Jt"'[I AdJunct Consultant, 
(Name of Dr. &l~g-ty, lriCtaitaer~ncology Servlc s 
~ cfil ,!11' cf 6ffl-R ffflgt}if,NQ, 100745 

SIGNATURE of TRUSTEE 1 
::mm raP.R I 

Dr. SIMA DAS · · / 
Director ":,/ 

Ocu1olhlflmea~~~~i9RtM11\t~ thorised Signatory 
Director, Medical Edu~1b~luil ~,ij~fipital) 

Reg~.'t!Ozm@ 31f~ ~ 
ye osp a 

SIGNATURE of TRUSTEE 2 
~mm 2 
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or. Shroff's Charity Eye Hospital 
Canng for the community since 1922 

30
th 

November 2024 

Dear Mr. Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached est imate expenditure of Baby. Ananya Kumari- E/l 124/0235 

Estimate cost of treatment 
Dr. Shrotrs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr Shroffs Chanly Eye Hospital 
Delhi 1s Now NASH Accredited 

Name 
Baby. Ananya Kumari Address/ Rahepur,Samastipur,Bihar-

848101 
Phone: 

DEL-G-21-02-3960 MRN 

Age/Sex 4 years 

S. No. Treatment 
Items Cost per No. of unit date 

Unit 

1 11/17/2024 EUA(Examination under 2000 1 Anesthesia) 

Total 

Best~ 

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-

Female 

Aprox. Cost 

2000 

2000 


