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APPLICATION No [; I } A 

APPLICATION DATE 
01/1,)'1-A-f 

Building block of life ~ ~m§l11, . fllY 0'231-
311c!yl fireft -

AGE-YEARS 31T!j-~ 
N NAME of APPLICANT 

BA~'/ Z..f)\N~ 
SEX @fl 31 ~ ifil ,m 

'?> 'I E-f+P 5 rEfr'i\1E 
._ 

FATHER'S/SPOUSE"S NAME 

( PllT r1EP.) 
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N As, 1 f< f< Ncll~ ifil 'lm 

.... I-
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OCCUPATION 

C F' {) -r H f-R ) I MARRIED (~) / u~RrtD(3fuTftt,') 

C 
LA eou Rf-R < ~ - TOTAL ANNUAL INCOME : 

(+A1HER) 
{Attach Proof of Income) 

T 

~½,,e-&-o ' ~~31l<l 
(~ qi] WP-I llW'I) -

PAN No ~ m'!1 lPslll p 

- ARE YOU AN INCOME TAX ASSESS EE {Tick whichever Is applicable): Yes I No 
p 

" lflll 3m 3W< qi'{ ~ f (it ~ m "3ll ~ .,fl ifil mtR wrr41 '81 I 'lit -
FAMILY DETAILS 'llft'im ~ "'" Sr No Name of Family Member Age {Years) Gender RelatJon with Applicant if;I! l'f&lT 'llft'im ~ ~ qiJ 'lllf ~ (c!1l) ffiTI ~<fi~lllql.f 
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BASIS for REQUESTING ASSISTANCE {Tick whichever Is applicable) 
1ffllffll ct fi;rq ~ 3lllW: 

BPL Card 
EWS Cert,r,cate Ration Card / 

A.o)"'Olher 
(Attach Card Copy/ (Attach Certificate Copy) {Attach Copy) 

~as1s Proof 
~n:r~~~n ,Fi >WI 1'11 V'W1l "l'.t ~m 

3r.:ll'#~ 
/ T-t"'i "' ,, wm vfc 1P"'I ,,..,, ( 7'l'T"1 'f:I ,f,i Wlll l/f;f $rr.! 1.fi"I I (T/lll'Ol 'fl ~i,'l lflll! qf-, mT9 ~ 

"PURPOSE" for REQUESTING ASSISTANCE 

7l'P.17Fl1 ~ f,,,--q 'T-4 ftml •fil ~: 
Sr /lo 

Modlcol Roporta/Prt-,crlptlons Att~ched 'f'l'.1 w-:,r,: 
>JIT/rt[7q~f•/.11 1-1 ~rft "' tr{ 1.f,r,k1 'tl.i-11 <IW'l 
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I 
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DECLARATION by APPLICANT ~ ~ 'Ell'l1'1T -q,· 
d my Appltcatton & ongoing assistance . If any, f t tement w,11 ren er 

1) I hereby confirm that all details in this Form are True to the best of my knowledge Any alse s a 
h assistance F m for which sue 

I,able for reiect,on/cancellat,on 
.. ose• as stated in this or 

2) 1 solemnly confirm that assistance ,f received from Kosh,ka Foundation , will be used only for the purp ' 
f th amount 

was requested by me 
r source/employer/insurance company 

O 
e 

3) I hereby confirm that I have not & will not tn future, avail of reimbursement, in part or ,n full, from any O
th

e 
,. ; 

for which this assistance 1s requested 
. Wl!I t '111 1liT -mT'f<II f.ITT<I ;ti 1f1 1<'f>nl 

O 1 : ) if 'l)1f(ITT 'li«!I { f<l; ~ lITT"'I -q ~ 11'1 '!M ~ lTfl o!Rifi1U 'Ii~ m'<! ~ "!It\ !1 '!!f.; 'fi1"I f<lcl'{1Jf ~ q;,A 3llli<! ~ 7T1ll t, 2i itt ~ o11 ~um"~~". il on o11 wt.~ '3"lllT'1om~<1>11!f<l ,i; IBll f<l;m ,n,!TTI, ~ ~ im-'l _ ~ full! t drt" tt $'rZr -ii ,trr, 1) if ':!f'7. .mn i.. f<l; m mr<@1 ~~Mm -rt{ t o!I 'Ufu '161 3lifm 'll1 ~ mm %m 3f.'!I 1,l@~/i111'11 if;Ul'ft '!t" m 
AGREEMENT by APPLICANT ( ~ ~ q,1J'() 

F ndauon and ,ts Trustees to 
1) By aff1x,ng my signature or thumb 1mpress1on on this Form. I (Applicant) hereby agree & authorise Koshika ou d/ nted through any 
use/publish/put-up/reproduce my name, address photo & details of the "purpose", for which such assistance ,s requeSle grat g ,n,format,on about ,ts F d t n and/or d,ssemina 1n • 
medium, including but not limited to verbal, print, electronic, for sohc1t,ng donations for Koshika oun a 

10 
tment or fulfilment of the 'purpose 

activ,ues/ach1evements Such use of my photo & details can be made by Kosh1ka Foundation before or after my trea for wh,ch assistance 1s being requested 
h tance ,s requested/granted 

2) I (Applicant) further agree that any such use of my name, address, photo & details of the "purpose" for which sue ass,sth ssistance will rest solely 
will not automattcally entitle me for receiving or cont,nu,ng the said assistance The dec1s1on for granting and/or continuing e a with the Trustees of Kosh,ka Foundation, and their decIs1on 1s this regard will be final and acceptable to me 

• " ' , ~ ., ,i;\ 3lft.l"ill ~ { fq; '1/U '!l'l, 
I) ,!'I 11'!'.! 11< .r<A ~~TT 'Ill 31ira "'1 W'l ~.if(~) 3l'!fl m"!@ q;j :{k ~ { ~ i!>'lwf;1 ~ .m( ~ 'lill, 'tJiW oirr ;;JI r<(q{U1 ""11'!',! ii mfilil t '3tl "i!>'lwf;T" 1(q'!_ -:,mil,~. <IRRl/lll ~$it~ lffi!filf>rl11 3lR o'IF!f',>.iij ;i; ft;r-l m:it tjj 'l!"IR 1,Jl"A"I it ~ ~ ~ ffi1l ~ ti ,rt 1l"fol '161 flrar(trr ,rt mo! qi 'ffit '!I -aw; ii ~ ;i; R'l"l'. "i!>'lwf;T ~., ?j' "'lmt ~ ¼1 2) -q ( ~) ~ 'i.l11l it Wt«! { f<l; 1l'U '!T'll, '«11, 'l!i1cl 3ffi ~ 'Cill f<l; ~ qi ~ <1 lllfefil l 'J;W ffl: 'fm'lll! '161 ~ '!ITT 'if'l@ll ~ 'ff?<it; if "~" v:'!'l_ ~ ~ '161 f.luf"q 3ffil1l 3ffi ~ ffll 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
~~~'lll~'"1m1T, 

AGREEMENT by HOSPITAL (nz«ffi'l ~ q;m) 
By aH,x,ng hereunder. s,gnalure of our Authorised Signatory for recommending th,s case/patient for financial assistance from Kosh1ka Foundation, we (Hospital) hereby affirm & accept following 1) that we neither are presently nor w,11 in future avail of financial assistance from another NGO or any other source. for the same palienVcase, 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 Kosh1ka Foundation, 1n part or ,n full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source This 
confirmation essen!tally states that the Hospital will not avail any duphcate assistance for the same pat1enVcase from any other NGO or any other source 
2) The assistance from Kosh1ka Foundation 1s only financial in nature The choice of the treatmenVprocedure advised/conducted by the Hospital on the 
patient, 1s based on the arrangement between the patient & the Hospital. and 1s tn no way influenced by Kosh1ka Foundation Hence, the Hospital will 
assume sole & complete respons1b1lity of the treatment & it's outcome & safety of the patient, and Kosh1ka Foundation w,11 have no rote or respons1b1hty in the matter 
~ ~. 5@~ i!>'I 3ffi ti 'tj)lffi/UIIT q;"\ "'!ilWlil ~., it f<mr.l 'ffil'@1 tu fu'lmrn <1>1 omil l f.m ~ (ma@) R"! ~ ii 'tJl"! c1 ~~it , J <Fe fifi " m '-ffiilR ~ =r ir ~ if f<mr.l -mr:@1 %m trc lRl!ITil 'l'!l'!!R m %m 3f.'!I m it '3'1l<I wft/llll@ if <'111 'll1 ~ ~ t. ta fq; rn "~ ~ .. it~ '3'1l<I ,t 'W<J~ if "q;\fuq;J ~"~'ITT~% t, ~ "'lilWlil ~., i:ro ~ foRfu 3llfitq;-~ tu 197 m ~ o11c11 i m ~ F<nm :JP! ¾ lRl!ITi! ~ 'll1 f<!;m ~ -.r::flltr-1 ,l ~ <'f'l '161 ~ wr~ ffi<f1 ti ~ ~ if ~ ~ o11c11 t % ~ ftcir:l ~ '3qij wftf'lll1'9 ~ f<l;tj\ ii< 'ffi<liTU m:zrr 'Ill fil;m 3Pl R1tr-! ,l '!ti WlltWlTI 

2. "<li1m'161 ~., ,i m ~ '!m"lilT ~ fcmrl ~ '-ii'i ti wft 'ti{ ~ i:ro .;1 ~ mm- 'll1 f<l;-q lJll ~ '161 ~ 'U'ft ~ ~ ,i; <it,. '161 fqq,; t ~ "<li1m'161 ~" i:ro f<l;m ~ '161 l!>W ~ '!wl ti ~ ~ if wft it lffio! ~ 311'{ 3lR olR m m ~ 'U'ft ~ ~ '-ii'i ITT7IT W "~" '-ii1 'fi1"I 'lfi,'161 'l1J ~ ~ 1ll1ffi if 'It\ ITT7ITI 

Date of Surgery 
.mirrm qi] ffl 

V\ \\\~ 

RECOMMENDED FOR ACCEPTENCE 
~Jr ,f; ~ ~ 

Dr. CHHAVI GUPTA 
Adjunct Consultant, 

Dr.SIMA~ Director 
Ocu plasty and_ Ocul_ar on services 

D11~~~1i!9~ l!}it<lln\11thorised Signatory (Name of Dr, &1a.t{lp1~1¥ arittaitmµ) nco1n1y Serv,c s 
~ c!i! ,J1l cl' ram ~ ,ii. titr. 1 

FOR 1NTER~~C'U~
1

E~f'kosH1KA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~ mm 1 

Regd tll)n(b__imajf of Hospital) 
Dr. $hro$1Gf, 1R ~·~ ~ 

SIGNATURE ofTRUSTEE 2 
~ram2 

18-08-2024 



30
th 

November 2024 

Dear Mr. Tandon 

Greetings from Dr. ShrofPs Ch ··ty E . 811 ye Hospital! 
Please fi nd below att I d • ac 1e estimate expenditure of Baby. Baby Zainab 

Estimate cost of treatment 
Dr. Shr_offs Charity Eye Hospital 

Retmoblastoma Surgeries 

- E/ 1124/0237 

Dr Shroffs Charity Eye Hos ital 
Delhi is Now NASH Accred1ied 

Name 
Baby. Baby Zainab Address/ 28/21 A 1, Pakki saray,Shaheed 

nagar,Agra,Uttar Pradesh-2812001 Phone: 

DEL-P-23-01 -4882 MR N 
Age/Sex 3 years 

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

1 11/4/2024 EUA(Examination under 2000 1 Anesthesia) 

Total 

BestRegy 

Dr. Sima Das 

Director 

Oculopfosty and Ocular Oncology Services 

DR. SHROFF'$ 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 

Female 

Aprox. Cost 

2000 

2000 

}\.R e SAHARANPUR e MEERUT e LAKHIMPUR KHERI e VRINDAVAN e KAROL BAGH (DELHI) e MODI NAGAR • RANIKHET 


