
~ APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshtka 
~~1;i:ia1 ¾ ~ m (~~) foundation 

APPLICATION No 

t=_! [\ 2L1 j 024} APf'LICATION DATE 15/.tt/2-y Budding block of life 
~li'Yll: 

~ futi\ '. 

~ 
NAME of APPLICANT 

BA-fby KHU.SH/ 
I AGE-YEARS 3lr9:-cfl.l SEX IB'I 

~q;J-llt[ 

I 8Yclt~ f£roAf£ 
FATHER'S/SPOUSE'S NAME · 

2>UNN'/ C F'ATH E-R) ! ~ ~~ fu!i~ q;J-llt[ 
1' ~ ... 

I PRESENT RESIDENCE ADDRESS qlftTA' 3!lciltWI t@I ,\..~ 1-t')...J T HV I_<; I ..J en, nJJV I-< I-Ir, H 'Jf-l..,. If<. 
)...re..~ f Pt-c~ olH- ti A-f-< [) F-t\J ()f- / H - 101,29- - · 

PERMANENT RESIDENCE ADDRESS ~ 3!lciltWI t@I 

OCCUPATION . 

HAW I-< E--1<. (_ {;.{ITH E--R ) I MARRIED(~) i,,.U~\"''~~") M ~ 

TOTAL ANNUAL INCOME 

9D/9tr!) ( ,PIJTH f-f<.) 
(Attach Proof of Income) 

~qjfifqi 3WI (3:rl<i <lil 1!1~ 'ffi'!T'!) 

PAN No ~ '{l!@] ffl 
ARE YOU AN INCOME TAX ASSESS EE (Tick whichever 1s applicable) Yes I No 
<l<li 3lJ1l 3ll<I ifi< ~ ! (-.rT 'llPl l(1 ~ -q'{ lfITT <f;l fuJR 'fl1'Tflll ~ I '!ITT 

FAMILY DETAILS 'lIB!R ~ 
Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 

lfiliffl 'lIBIR ~ tRJlTT q;J -lit! ~ (cfll) mrr ~ <fj~ ~ 
4 C....../J II. IAJV '2 y rrif+I f-- ~,;·1-1~<. 

"'I 1111 (!_NA Q F, f-' f- ,r 11,· I f- ff) rJ l H 1-+-f_,) 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 
~ <fj m f<Rrn 3lltm: 

BPL Card EWS Cert1flcate Ration Card 
Any_ (Attach Card Copy) (Attach Certificate Copy) (Attach Copy) r 

ffl t&r ~ ~ 'llllf'JI 'l;i 3W'!3ll1<1'rf'lfllTUT'!:! ~q;Ji 
sis/Proof 

('lfllTUT '!:! q;l m'<! Jl@'l'R'f"! ~, (1l'lJUI '!:! q;\ ffl'll JI@ .@T'l ~I (1l'lJ1ll '!:! q;\ WIT JI@ 'l'R'I"! ~I 3F!~~ 

"PURPOSE" for REQUESTING ASSISTANCE: 

~ ~ fc!;q lJ<t f<r;@t <!ii~: 

Sr. No. Medical Reports/Prescriptions Attached 

ilili ffl ~~-;;rm<ii'\1Jt~~m,r.{ 
I D/1-tl.PNXJ £4 - 1< u 1,/\J,,() r,, ~ 7 n rr I Pt 

ol fJU .Tl)",'l)( )R. ,.. ---- &I )J), 

. . 

t .,. 
"· 

,, I) 

• , • ,I, .. , 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

~ ~ ~ t t<t "ifiW w.i ~ fcnm w.i Bno ~ ffl 1TlU m? 
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

ilillm! ~ .ma <!ii "!fII 'ffi ~ ~ mft 
NPi 

I 



I ---- -~s: ,-----------;--=--=~;;;;-;;·---------- rnent w,11 render rn'I Aµpl,c.ill on & ungo,n ------DECLARAT ANT 
·-'-= i;TU TTTll"ll '11' C' , 11 ,dlSG stJIC 9 a~ ,,,_, ION by APPLIC ->I'"""' ,t ,ny 'nov.-lC<.ll ,-. 

~ Forl"1 a,C' Tr11e tr !he best ' os <;t;:,ten 17 this Form tor wh,c:1, ' - I tieret>v conf,•rn thal a, (J<'tJdS in tn•~ , tor the puruose ' such a~. 11 oe ust; 011 t 
"' , 

i,~cie for ie1e('l10n'Cd"lCt:llation ,., i• r:"lce,ved fro,,.., Kos.nika Founddt1on w1 . /ernployer11nsurance comoan, 1 ? 1 I so1emnl, conf,rm Ihc1t ass1swnLe O 

1 11 
frof1" ary othe' source 1 0 the'""<> \ ,,M requested b, me _ 

1 
not 111 future avaM of reimbursement. ,n part or ,n u · ~ _,._,, f.rn:a , ¼,,\ ,____~-, 311 hereb1 confirm that! I1ave not & WII r.; m«"! 1<f?T1 .nm 1; nT •«1 -m\T'l"ilT - q;i "'1 ~ ~ '-for wruch th,s ass1st;;nce ,s reqLJeS

t
ed .., _... - .r, = ~ 1l'i:l ~ %1 rffe: ~ f,;imul 1f<I ~ if ·•Hl 7flfl f 1 • '\. .. • ~ ,t fit'! 'f!'l w:ir 1cji'Wfl ~" "'1~""" , "•J--·· f ;;rriru .rr ~ '\ll1<"I _ • 1, ii 1'l1ll"l1 <li«ll ~ F;;; .,, ,, • _ _ ,.ti ?. '3Wlil ~ '3'm ~ q;'\ 'j).1 ,;; f,'!'l 'f,1:JT • ~ .l 

1 
u) TT'flll i ..,i{ 1 m ~ Ti <J.:111 

2) itt ~ oi1 mw.i nm "-.i;jftroil ~ • ~ <'IT .i1 . • - .imff-l'llJ!lf,/<f.t!l~-,,,,i ..... ~·:":::::::::;:;;;;;-:--::_-_-_-_-_-_--11 . • ~ "1~ q,1 ,1f ! '3"I ufu <iii 3'11mtii 'Ill W,ct f.wll ~ &Pl ---1 n ~ <li«l1 ~ f&i f...i 'ITTRffi ~\I ,w: - ' T ~ ~ ' fl:) . AGREEMENT by APPLICAN ( 
3 

- • I and ,rs lrust~es to 
. Kostitka Founda ion F 1 (Applicant) herebv agree & authon 5
"' ,.,sted/granted through any _ 1 l By aff,~ing my signature or thumb impression on ~ht &°~"; Is of the "purpose''. r~r which such assistance is req~ ;serrunat,ng information aboul its use,publlshtput-uptreprodure my name address p o o ef at ·ollcIting donation~ for I<osh1ka Foundation and/or t nt or fulf11 nent of the "purpose" medium. including but not limited to verbal. pnnt. electronic. ors b 1< I k Foundation before or after my treatme f photo & detail·· can oc made y os 11 a -act1v1t1esiachIevements Such use o my ' V 

s requested/granted. for which assistance is bemti requested dd h to & details of the "purpose". for which such assistance i_ tance will rest solely 2) I \Applicant) further agree that any such use of my name, a ress. p o d for granting and/or continuing t~e ass1s 
0 tmuing the said assistance Th(; ec,sion will not automatically entitle me for receiving or c n f 

I d eptable to me 
d th d On Is this reqard will be 111a an ace .J< ,,_ • = with the Trustees of Kosti1ka Foundation. an lW ecisi • . . _ _.,._ • , .. " q;i 311~ 'q;'@J 'l. 1<» lTT1 .,,.,, ' s, _ _,__ }ltf.TT mTlf.i q,l ufi-~ '!;'(ffi tr~ "~r,$1 ~->ii'~~ tl ~ ,m '« rn ~ ,;i d1Tlo ~ m<i 'fTTmf;1 ~ (-"l"G"'' . 3•-· • . ~ • -i' fu'11 f<f;m 'l'.f1 'iltITT l!l'e2ll! . l ~ it fuq'(U1 ~ 1«1"l ,t· ~ t 'lit "<IAfvr,.;i" ll.""l ->Jrn'l vi. iimirm •,m ajv'-l .i ~ rif-rtf<ifi-!<11 3lll , am 

't@l, "liR - . • "i.nln _ " c1 ~ m•.l<li<f !1 '11 ~ m at rt'11l ~ t, irt -sr;', ..i fcl<TTvr in ~ .; ,w<'! m "1R .i m ,.; ~ m;r ~ , • . -q· , . · .l lffil, ; =i 'P:ll! ~ '<i'f ll<f.W "!'ITT z.ll'ifl ~ «~ :) it(~)~ -..N ~ mri«; i fl,;~ -:;rq_ 't@l, ,mj ~ fci<TTvr ;;fl fl,; 'l'lilTlllll.; ~ 9.f<j O J•" • . 

"~"~~~<iii f.,at,i 3lffill' ~ olltll<iilU Wlll 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~qi'~~ 'QI' 3PJ:3 ,;;] futR 

AGREEMENT by HOSPITAL (~ Gm cfi"Gt) 

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 ne,ther are presently nor will in future avail of f1nanc1al assistance from another NGO or any other source for the same patient/case, as we are requestrng to get from Kosh1ka Foundation. to the extent that such assistance Is granted by Kosh1ka Founda:•on If the requested assistance Is not granted by Koshrka Foundat10n, In part or m full, then the Hospital reserves its right to make up the shortfall from another NGO or any other source Thrs confirmation essenhally states that the Hospital will not avail any duplicate assistance for the same patIenUcase from any other NGO or any other source 2) The assistance from Kosh1ka Foundation Is only financial in rnltlire The choice of the treatmenUprocedure adv1sed,conducted t,y the Hospital on the patient. Is based on the arrangement between the patient & the Hospital. and Is 1n no way influenced by Koshtka Foundation Hence. the Hospital will assume sole & complete responsIbrlIty of the treatment & its outcome & safety of the patient. and Kosh,ka Foundation v 111 have no role or respons1b1llty in the matter 

pnt ~. ~ <ii't mi: ti ~mrit aj "<nTfu<iil ~" ii fcm;q ,m,im ~ futl;,fui q,l ;;i@T t ~ if'l (~) f.i1'I 'llq;f{ ~ 'lRl ci ~ ~ -%, 
1) W f<.; "f cit q'1'lllR Jm "I' 'ITT 1lfcr&'I ll f'qf;rq lm«<f1 f.l;.fi TR w:<!iTU lW-IR '-!T Q 3B" '!r.ITTi ii ~ wit,:lllffi ll <'ii) '-!T ~ ~ t_ ~ f..; ~ "~ ~ .. 
<?~~<Ii' 'flt'.l1il ll ' '~ ~·· GW m ~ F<.; ti~·•~~·• tm mTl«l1 fu-:m1 ~~~~"!'ITT N.<11 ~ t m ~ 
f<;;m ~ TR ~ m '-!T f.l;m 3Pi ~ ~ .m>«U &-) <nT 31'MiR wfun wm !, ~ ~ ll 'Pfle ~ .mu % % 3W«WT ~ ~ 6<@ wflftlltR'I ~ m:ft fyT ~ ~ <II Q 3!<l m!.-1 lt ;,t\ W!1Rf1TTI 

2. "~ ~" ~ ffi 7Tt ~ m f<mrq ~ q,l t, wft lit jl'(,X@@ 6W 1(\ ~ ~ '-!T f;f,'1 TJll ~nv'l$,1u <!ii ~ wft 'll;<i ~ 
<f; '°" cfiT fulfl< t-m{ "~~,,GW~1i<minl qij!7,iitri.l'lw\'61 ~lfw.1 ~01~ 11· ll'TT..; r,IT'>l ~i:in im 3!R~ q,1mfl ~wft'Q;<i~ 
<fit ~ 3W "~" 'Pl ~ ~ 'llT ~ V'{f ~ if :nt1 i~I 

Date of Surgery 

alfmr-nif1 iTffr& 

0-[,\JJ~ 

y RECOMMENDED FOR ACCEPTENCE 
~ <'fi fuQ: ~ 

Dr. CHHAVI GUPTA I I lk ~~;~\7·.: 
/ . Adiuncl Consultant, Oculoplasty anti 1,;~ •• ar oneOIOQy -.cv1cn 

uloplasty and r, •1lar Oncology SarvlcQ (N-~Ren--&4;_ Q,ffiI-ed Signatory 
(Name di !IQ~Re~~9M?. with Stamp) Hldr\ lielltWg,JJpjH_\\~\) 
JI.~~ ~ ,. Or.~ajl~~~~-1-----------L---------- ----- ________ .,__ _____ ,_ 

FOR INTERNAL USE of KOSHIKA FOUNDATION ,,T1TTf<li ml! ~, 
J.-------------c--~~='.""'.":~:-------------r- --------------SIGNATURE of TRUSTEE 1 SIGNATURE of iRUSTEE 2 

~ ra!!f1 1 ~ ~w 2 

5--06-2023 



. ;-, ... .,.:~-• .... ~ Caring for the community smc, 
..,,,, ; ✓ ,~ I : i':~ ..... ~ 

'' "'~ 
30'" November 2024 

Dear Mr. Tandon 

G rcetings from Dr. Shrofrs Ct .· E 
ia, •ty ' )'c Hospital! 

Please find below attached • . 
estimate expend iture of Baby. Khushi - E/ 1124/024 l 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Name 

Dr Shroffs Chanty Eye Hosp1t I 
Delhi IS Now NABH Acc-•ed,ted 

Baby. Khush1 
Address/ W2!T , Huts-100,JJ colony , Raghub1r 

nagar, Tagore garden, Delhi-110027 Phone: 

DEL-G-24-02-5893 MRN 
Age/Sex 3 years 

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

1 17/11/2024 Chemotherapy 2500 1 

2 17/ 11 /2024 EUA(Examination under 2000 I 
Anesthesia) 

Total 

HestReg,~ 

Dr. Sima Das 

Director 

Oculoplasty 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 CENTR S 

Female 

Aprox. Cost 

2500 

'.WOO 

4500 


