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APPLICATION No. : 

r-1111-'--1 l =c~!JtoN DATE : j .5 /II )~ Building block of life 
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n NAME of APPLICANT : 

BA8\/ ~A-r\l!Y4 
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oQcf!lrr 

TOTAL ANNUAL INCOME : 

'16~000 C r {1-rH f-,Q ) 
(Attach Proof of Income) 

w,mMi;awr ( 3W-I <Ii! mlf.< .@'"'!) 

PAN No. ~ Wffi .t&lT 
ARE YOU AN INCOME TAX ASSESS EE (Tick whichever Is applicable): Yes/ No 

lFIT 31N 3'lf!l' q;r ~ l (;;i\ llRI 61 '3't! 'q1; ml "ifiT f.mR ffll 'ITT I 'W' 
FAMILY DETAILS -qftqT{ fcimUT 

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

lnl1 .i'!§qJ -qftqT{ <Ii' ~ "ifiT 'iT'l '3"!l (qq) rerT ~<limit~ 
I • /1I/l~V 30 ~ (--(Y\ .Al f:.. /l'lrTI ' H r.::...D 
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BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

.m-qm <Ii' IB'lt fcRfu WlR 

BPL Card EWS Certificate Ration Card 
(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 

Any Other 

lffiilT oo ~ ~ JfilTl1T 1f;f ~ 3Wf cflf W!fOI 'fl ~q;Jt 
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"PURPOSE" for REQUESTING ASSISTANCE: 

~ tu f<l;1) ~ fcr-rnt <fit~: 

I Sr. No. I 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 
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DECLARATION by APPLICANT .,~ mt m1f-'l1 "'· A 
1 1 e statement will render my Application & ongoing ass,stan ~ rm are Tn.,e to the best of my knowledge ny a 5 

c., 11 .,, 
1 

\ heret-y coofirm Iha\ a' d<'I• 1s tn 
1h15 Fe:, 

• r se· as slated in this Form, for which such ass,s\a ' hab'e for re,ecl.!Onicanrellauon "'ed from Kosh1ka Foundation, w,11 be used only for the pu po ' 
nc~ 2\ I solemnlv confirm that ass1s1ance 

11 
rece 

other source/employer/insurance company, of the arnouni \\oS requesteo by me • I future avail of reimbursement. m part or in full, from any 31 I hereby confirm \hat I haYe not :s. ",11 no m • 
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AGREEMENT by APPLICANT (~ ~ q;m) 
uthonse Kosh1ka Foundation and ti's Trustees to 1) By affixing mv signature or thumb ImpressIon on this Form, I (Applicant) hereby agree & a . . requested/granted, through any 

• . 1 • • f h ch such assistance 1s b t -1, 
useipubltshiput-up/reproduce my name, address, photo & details o the purpose , or w 1 

• di disseminating information a ou I s 
· . • · I K h ka Foundation an or • " 

medium mcludmg but not limited to verbal, pnnt, electronic, for sollcI\mg donations or os I 
ft t atment or fulfilment of the purpose act1v1\ie~ach1evements. Such use of my photo & details can be made by Kosh1ka Foundation before or a er my re 

for which assistance Is being requested. 
• , r which such assistance Is requested/granted, 2) 1 (Appltcant) further agree that any such use of my name. address, photo & details of the purpose ' 

10 
t . g the assistance will rest solely will not automatically entitle me for receiving or continuing the said assistance The decision for granting and/or con mum with the Trustees of Kosh1ka Foundation, and their decIsIon Is this regard will be final and acceptable to me . ; ·u~~amowt~ "q;)~q;mr{fci,-lRl'lltl, 

I) ,!I 'Sm 'R 3,"lfl fflm <IT ~ ~ -mq ~. ~ ( amm;) 3T'r:ft w'lfll 'if;T ~ q\T<\T ~ i;:ll' ''""'''" 
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
awk,;; if; ~ 'Ill oiiJ.o 'li1 f.mR 

:J 

L?'rKI 

AGREEMENT by HOSPITAL (TI'@R'I WU q;m) 
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 pauent/case, as we are requesting to get from Kosh1ka Foundation, to the extent \hat such assistance Is granted by Kosh1ka Founda\1on. If the requested assistance Is not granted by Kosh1ka Founda\Jon, In 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 essenlially 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 KoshIka Foundabon Is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the pa\Jent, Is based on the arrangement between the patient & the Hospital, and is in no way influenced by Kosh1ka Foundation . Hence, the Hospital will assume sole & complete respons1bi11ty of the treatment & it's outcome & safety of the patient, and Kosh1ka Foundalton will have no role or responsIbIhty In the matter 
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Date of Surgery 
311'mrniln 

I~\ 1\"1 

11-04-2024 

RECOMMENDED FORACCEPTENCE 
~ ,t ~~ 

Dr. CHH WI GUPTA 
~ / Ad1unct Co~,ultant 
V. · Jculoptasty and Ocular Oncology Servlt ~s 

(Name of Dr, & Regn. No. •NunPP0745 
6fcR{ <!iT ,Jll cf M~llllrity Eye Hospital 

FOR INTERNAL USE of KOSH/KA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~ ffl&R I 

Oculoplascyu~~}i~·~:~~ o~:o~ ~i/s 
D{~ eoslg,tcft~~1~~~orised Signatory 

Regd .~I\ ~f r;wital) 
r c, -;\rl(qq'{~ , ~ 

gq; M ~ 

SIGNATURE of TRUSTEE 2 
~ mm 2 



Or. Shroff's Charity Eye Hospital 
;: .'.-'::~ Canngfor thecomm11111tysmce 1922 ,,,. -,/';;,,.ii';~~~,.." ,,,, ,, ,., ,~ 
I I II\ 

30'" November 2024 

Dear Mr. Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Bab) . Saniya Saniya- E/ 1124/0243 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr Shroffs Charity Eye Hospital 
Delhi 1s Now NABH Accredited 

Name Baby Saniya Saniya Address/ Bengaban, Udalgun, Assam-
784523 

Phone: 

DEL-G-20-10-2895 
MR N 

Age/Sex 10 years 

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

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

Total 

Best Reg~ 

Dr. Sima Das 

Director 

Oculoplasty 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 
I 
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