
• 
Oh-c; - 20 ~01 ~ 5~1-r:t-

APPLICATION FORM FOR ASSISTANCE (Healthcare) K~htka 
~~WH'II ¾ ~ ~ (~ W '11R-1 ) f o undat ion 

APPLICATION No .. 

G-( II 2,L-tl 02-39 I =c;~oN DATE : 2.-5 11 b-½ 
Bu1ld1ng blocl< of hfo 

~ms<n : 

NAME of APPLICANT : {s A £3> 
AGE-YEARS 3TI:1-<i'lf SEX IBl'I 

~ <li1 '![q '/ T~H I l<A- s y E--A-R s. PE;nAL -- ( 

).; 

~ FATHER'S/SPOUSE'S NAME · At--11, ~A/1-JL l {ATHcR) ji", ~ 

mil~ <li1 '![q 

PRESENT RESIDENCE ADDRESS ;r,tm:i 3lTm 'l@I 
l.....,, -

? - '2...C\ ~A-«. AVAJ\4 VI ~ tt1< POl=--N ~ 1~U l+O .. 2 
...;lo,. 

f'ic., H I 1100 ~~ 

PERMANENT RESIDENCE ADDRESS : -mlt 3lJlmit7.! 'l@I 

(_ p AT HER-J I MARRIED (fcrcl'ffl) / UN~D (~ ) 
OCCUPATION . PP..tvAT£ :roe 
~ 

, 

TOTAL ANNUAL INCOME · 
( E{<- )Attach Proof of Income) 

¥f<ilfilq; 3TI<I ,. ~ o, Orn) F-A T H < am <li1 m~ ~ > 

PAN No. ~ '&@I ~ 

ARE YOU AN INCOME TAX ASSESS EE (Tick whichever is applicable): Yes/ No 

'-P1'I 3ll1l 3lJ<! <Ii'{ .::@I ! (-.,'t '1R 'ITT ~ 'R llITT <liT mTR Wlfll l li / "!'ITT 

FAMILY DETAILS ilftcm: fcrcRul 

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

Jlill~ ilftcm: ~ ~ qi! ,rq '3;r (cf'! ) ft;rrr ~ ~ m!f~ 

f . AM I I -:l._l ,'\,-\~I I E='. ~ H 7 r1 7!--1:;2 

fl - 0. \J Vl4 <O F-~Ll I/;:. (h n 'TH ~ -I> 

'?. • fH\.11 03 IY)Ql i........- 0.. D n T 'H """'F-=1< 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 

'H'ITT'!@T <fi m fcRfu 31'1~ 

BPL Card EWS Certificate Ration Card An 

(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 
er 

as is/Proof 

1J'ilcit nm <fi 'lN Wlf1ll lf;l' 3l<"l 3WI q,f ]1l!J11l 1!ll o<!llJ'qffiffl 
3Fl~~ 

( ]11!111l '!:! ,.;'t iJPlJ JI@' "ffiT'I ,,;t, ( ]1l!J11l 1!ll q;'t iJPlJ JI@' llW'I q;t I ( ]1l!J11l 1!ll ,.;'t ffilll JI@' llW'I ,,;t1 

"PURPOSE" for REQUESTING ASSISTANCE: 

~-tr!~ 1J'I! fcr;rcit <Ii!~: 

Sr No. 
Medical Reports/Prescriptions Attached 

liil!'ffi§l!T ~~ ~ oflU "11 ~ ~ i{ii\ '{@T'l 

I • ()1 AIJ AIU <.I~ - ~ t: ...,... ) J\.I n ( i., I /.l, <.. I n IY1 i..l , 

f'J 'fOf!-A1N1PAl'T ~ 
CI ,.q . 

\ 

ASSISTANCE BF.ING AVAILED for SAME "PURPOSE" from OTHER SOURCES A.,,,&---
ri:i ~ 'ill' tli c!iW 3Pl' -mrt@l mft 3Fl ~ ~ ~ 'IJ1U ~ ? , 

Sr. No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

lfil!ffl 3P'-I ~ <Ii! _-:rrq 'ffi ~ -m1'1@1 ~ ,v,, 



d r my Application & ongoing assistance DECLARATION by APPLICANT ~ ?,Rt ~ ..... f lse statemenl will ren e 11 "" -
T t th b l f y knowledge Any a 1 i I l herebv confirm that all oetails in this Form are rue O e es O m • stated In this Form. for which such assistan , f · 

h •purpose • as ce 1ab1e or re1ec11on:cancellabon 
II be used only for t e 21 I solemnly confirm that assistance. if received from Koshika Foundation, wi urce/employer/insurance company. of the amount was requested by fTle rt or in full trom any other so 3) I hereoy confirm that I have nol & will not in future, avail of reimbursement. 1n pa ' f.m<I 1li1 for which this assistance Is requesled . qil{ fclm11! 'l{1i 'ili'l"I amFI WIT ;;J@l t 111 -qi! ~ of! 'Wlttii t 

l) if 'El1'lUT! ~ { % "'~ 1l Rll l!ll tl'TI fqq(,rr 1lU ~ ;i; 3fjml m'II 'l{1i ml ti '!IR .JfTlflll ""~ ~ -q 'lU 7[lll ti 
2> 11( ~-.ii llWl<ll lJfu"~~". '!l 'ffio!l-m t. ~'31lllT'Tom~ lfil'l.fil ~ ffilt ~fli\l!T qjDf!) 'ii"'" @'Ill t 3it{" -tt '!fqtq 'Ii ~ 1 

3) 'il ~ ~ { ~ f.m lm1lill ~ ~ m$n 11il 1TH. oil mt! <lil 3l1W<li '111 Wlit'I ftm fil;m 3PI ) 

AGREEMENT by APPLICANT ( ~ ~ q;m , 
K h1ka Foundation and its Trustees to 1) B, at:,i1ng my signature or thumb 1mpressIon on this Form, t (Applicant) hereby agree & aul

h
~

I
se ~!nee is requested/granted, through any use,pubilsh1put-upireproduce my name. address. photo & details of the "purpose·. for which sue as~\ n and/or disseminating information about its medium including but not limited to verbal. pnnt. electronic, for soliciting donations for Koshika Fi°un a 

1
~ter my treatment or fulfilment of the "purpose· act1v1t1e~iact-1e,ements Such use of my photo & details can be made by Koshika Foundation be ore or a 

for which assistance is being requested . • for which such assistance Is requested/granted. 2) I (Appilcantl further agree that any such use of my name, address. photo & details of the "purpose' d/ continuing the assistance will rest solely 
I Th d cision for granting an or will !'\Ot automatically entitle me tor receiving or continuing the said assIs ance e e 

with the Trustees of Kosh1ka Foundation. and their decision is this regard will be final and acceptable to me • ..,.. mi '!Jll 
" . ,. in ~ ;qmtm " aj ~ lli"@1 '{ '"' ' l) ~'\ltr:!'11< >i"l!'l~'ll13l"ra11i11J11!~, if(~) 3l'r-itm,mi<1,1~ll,{ffi{~ ~'lilmR . . mil ,j\,mR-qr{Zfll 

1fo:ll, 'liRl .-ii< ~ ~ ~ '11'1> ll >itflln t oll "~" ~ "'lml. ~. ~ °% $ ll ¥1 ~ 3lT{ ~ <t m4 
'q '9'W{ff ~-,i:IB1( 3lN<![n!I 'tll11'Cf:11!i1~ 'R~<6'1re '111 qi'; '11 1li'{'! ;i; IBQ, u~~" 'lf-:qim ~ ti , -q 
2) -q (~) t!lqll! '!J-mlli!{f.i;llU 'lfll, '«IT, ...-lcJ m~~ f.i; lm'llll~~"Rfli~m: lm'f<ll <lil ~ W ...mlll ~ W<{tl -~" ~ = "lllt!lii .;;i R1llll 3ffil1l m ~ m1 
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION 
~ q; ~ '111 311@ ,;;i fun, 

j>eAtn~ 

AGREEMENT by HOSPITAL (~ ~ 1'>U{) 

By aff,x,ng hereunder signature of our Aulhonsed Signatory for recommending lh1s case/pat,enl for f1nanc1al assistance from Kosh1ka Foundation, we (Hospital) hereby aff,rm & 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 pat1enVcase, as we are requesting to gel from Kosh1ka Foundallon, to the extent that such assistance 1s granted by Kosh1ka Foundation If lhe requested assistance Is not granted by Kosh1ka Foundallon, m part or in full. then the Hospital reserves I\'s nght to make up the shortfall from another NGO or any other source. This confirmation essentially slates that the Hospital will not avail any duphcale assistance for the same pat1enVcase from any other NGO or any other source 2) The assistance from Kosh1ka Foundation 1s only financial m nature The choice of the treatmenVprocedure advised/conducted by the Hospital on the pallenl. 1s based on the arrangement between the patient & the Hospital. and Is m no way influenced by Kosh1ka Foundation. Hence, the Hospital will assume sole & complete respons1b11Jty of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or respons1btl1ty ,n the matter 

p;n: ~. ~ '"1 am '!! 'tJTIIBIU1fT 1!i1 "<liful;J ~,, "R f<ffil'l l'm'@1 "tll fu1l;fuJ <1>1 ~ l t.m ~ (TI'@@l f.rc! V<nR '!11181 " ~ <f;UI ti 
1 > ~ f.li' " l!I ~ 3rr>: , tr 'lFl'li!! >t t'c!fc!'l' ~ fll;m ~ ~ m::qi, '111 fll;m 3R m ll o<tt! wft/'!Tlf{'l 'il <M ll1 <'I ~ t, ~ f.!; rn "ffll<f;l ~,, 
"H ~~<it~ ii "<liful;i ~" ~ ~ "tll f.!; t i~" ~~ " ~ ~ fir-ml 3ll'fu'I;~ ~~'It\ f.i;l!1 ;;um t <11 ~ 
f<;;>ir 3Pl ~ W'ittii "i"lJ -qr f.nm 3R tRl1lfl ~ ,m,rcu "ITT 1!i1 3!MiR wfull 1'{§1!! ti ~ ~ ll WG! <m ollill t f<I; 3Wl1l@ !tlil>l 1ro:: o<1<1 wft/'!Tlf{'l "tll f.!;m 
ft, 1l«f.l7T W>lT -qr f,;;-,jj 31"1 '!lllf! ~ 'It\ ~I 

2. -~ ~· ~ ffi ~ 1m'«l'T ~ t'c!fc!'l' Y<lifil <f;l ti wft in ~ mu ~ 'IJf ~ '111 f.;;-q llll ~ 1!i1 'J'llll wft v.ii ffln@ 
q; ,ffi-1 1!i1 l<l'Q"l t ~ ·~ ~" ~ fll;m JTam 1!i1 <lat ~ -=rt1 !1 '$B ~ 11 wft .t ~ w~ 3fn 3lR ~ qi) mu ~ wft v.ii ~ 
,tr mTfr Jfr, •~u <f;l <!iit 'jft11!i1 'Ill ~ m 1!PR'l 11 '!ti itrft1 

Date of Surgery 

~ ifii ~ 

1 s\, 1\~ 

18-08-2024 

RECOMMENDED FOR ACCEPTENCE 
~<li'IBQ'.~ 

Dr. CHHAVI GUPTA 
..,, , uunn 

Director 
AdJunct Consultant, 

Jculoplasty and Ocular Oncology Servic s 
(Name of Dr. & Regn. No. Qfol!Sltonij07 45 

Oculoplasty and Ocular oncol r; rvlces 
D 1(Mn9fe ,.h5dt>nl&c&liriJ! ahiwthorised Signatory 

Regd ~ Mlf of Hospital) 
sfcill' <iii 111l q M~hl!rity Eye Hospital 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
;,w# raw 1 

Dr Shrol-ljji{<r"t<~~ 3lN<iiJU 

3lRlITTi M 4 
SIGNATURE of TRUSTEE 2 
~ ram 2 



Dr. Shroff's Charity Eye Hospital 

30
th 

November 2024 

Dear Mr Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find belo\\ attached estimate expenditure of Baby. lshika- E/ 1124/0239 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr Shroff's Chanty Eye Hospital 
Delhi ts Now NASH Accred<led 

Name Baby lsh1ka Address/ Z-29, Narayan v1har, Prem-nagar -
2 , Delhi-110086 

Phone: 

DEL-G-20-01-5327 
MRN 

Age/Sex 5 years 

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

1 11/28/2024 EUA(Exam1nat1on under 2000 1 
Anesthesia) 

Total 

Best Rog~/ 

Or. Sima Das 

Director 

Oculopfasty and Ocular Oncology Services 

DR. 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 

OTHER CENTRES 

Female 

Aprox. Cost 

2000 

2000 

LWAR e SAHARANPUR e MEERUT e LAKHIMPUR KHERI e VRINDAVAN e KAROL BAGH (DELHI) e MODI NAGAR • RANIKHET 


