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lC~htka APPLICATION FORM FOR ASSISTANCE (Healthcare) 

~Hil~i:11 ¾ ~ ~ (~~\lR1) foundation 

APPLICATION No. : C / I 12. L/ ) a 2-- LJ LI 
APPLICATION DATE : / g J , I )~ 

Building block of life 

~ffl: 31Tm fu~ 

NAME ol APPLICANT : 
AGE-YEARS ~ -<ltf SEX 1wf 

3~"q;l"'ITl1 BA-13 'I S'vPRI\.J A Y YE-ft-f<S FE-rnRU 
FATHER'S/SPOUSE'S NAME: AP-\/ IND SAH { fATHf-R) N<TI~ q;i "'lTl1 

PRESENT RESIDENCE ADDRESS <Ii 11!1'! 3Tfi.,J"H 17:1 't@J 

\/ I I J PA /\I( H A-/VI fin l<.I /I Y)I I ~\vltlf\//.Jl1f<. 

·_ n--f '-' n·k 1--1 171\.I c - c;:l 2 '2_~'1 

PERMANENT RESIDENCE ADDRESS : ~ 3WmWi 't@J 

~ 

OCCUPATION : L~ouRE-R ( ~ffTHE:-f<. ') I MARRIED(~)/~(~) 
~ 

TOTAL ANNUAL INCOME : 

l 1&0 9--B\) C t:-f)'TH 1::-R) 
(Attach Proof of Income) 

~ <UM!; 3l1l! ( 3l1l! q;J m&<i tiw-1) 

PAN No. ~ "OOffi m§lll 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes/ No 

~ 3Wl 3l1l! q;i: ~ t ("11 ~ m ~ "t!l: t!"ITT qiJ f.!m wrrq1 "ITT /;;gt 

FAMILY DETAILS 'tJfl:cm: ~ 
Sr. No. Name ol Family Member Age (Years) Gender Relation with Applicant 

sliI! .i1§llT 'tlfl:cm:cf~ifil"'lTtt "3--;I (<ltf) • IB1I 3!1Wncft!l~W<itl 
I lvl (4-/ T \ I n '.). (-, (.:' t=--(1'\AI F 1nr1·1 ·1-1r=::::a 

:::2 A Q \/ l t-.1 () ".l. ') lnr~1 1- t-: I-\ 1 H 1-12 

~ 1--'I<. I Y H fl f'. ~c....mAl r- ,. I C. I r::_r.;, 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 

tfITT!«llcf~fcRfu31ltlR 

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

7TOO t&r cf "'lT'if W'IT"I 11:l" 3R"13TI"qq'TjWl!Uf'!;f oC!ffl cm Basis/Proof 

(Wllur 'I;! q;'l ffl<II lITT! tR'!"! 'fitl ( Wli"I 'I;! q;'l ffl<II lITT! tR'!"! 'fit I ( Wli"I 'I;! 1l>'T WIT 1lrn tR'!"! <ITT I 
~ c!iW ml';1:! 

"PURPOSE" for REQUESTING ASSISTANCE: 

tfITT!«ll ~ ~ ~ fcRm q;J ~: 

Sr. No. Medical Reports/Prescriptions Attached 

slilj"ffl 3W@R'I~ ~ -;;im c!il ~ ~ ~ mfT'l 
), /)I t-1 0 I\/{) 5-., / <:. ~ ].)f / fVOH iJ C. In H-tl . 
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( • 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

~ ~ ~ ~ 4 c!iW ~ ~ M ~ ~ ~ ffl ~ m? 
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

slill"ml 3P:J ~ qij_,Tq "ffi~ ~mft 
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~ 'Ell'i"1I ~· •u der my Application & ongoing assist DECLARATION by APPLICANT: ~ . b t f knowledge. Any false statement WI ren anee.11 . . h. Form are True to the es o my . 1) I hereby confirm that all details int is " se' as stated in this Form, for which such assista 
liable for rejection/cancella\ion. . ceived from Koshika Foundation, will be used only for the purpo • nc 

2) I solemnly confirm that assistance. if re . . other source/employer/insurance company, of the amou 
was requested by me. ·11 tin future. avail of reimbursement, in part or rn full, from any 11, 3) I hereby confirm that I have not & wi no 
for which this assistance is requested. . ii zjl; 'ifiW folq'(U1 ~ <1iYf! ~ 1lrll ;;rrai f 'ITT -qtt -mrrn ffi«I "'1 o!! ~ 11 
I ) if ll111Vll 'ili«!i { fif; 'f!I ~ -q R'I l!ll '!!lit fqq{vJ itt\ ~ ,t ~ mq ~ ml f<l;'l!l oJlllT1I .ill rff ~ ,ir "IU 7fllT i1 
i> ~~.a -mTlf<1l -um "~~".-a .rr o!1 m t o!llfi1 offl om~ <1,11j_fll -t fffi , ~ ~ ~ " m 1wrr t ~ " 'ITT ~ -ir ~1 
3) if ~ 'q;«lf { fif; mi -mt11if1 ~ 'IN 1l1tr-ll "'1 ~ i . '3l! 'Um <Iii 3Tiffllli '11T ~ ITTm mlT 3PI ~ 

AGREEMENT by APPLICANT ( ~ ~ <iiU{) 

. K shika Foundation and it's Trustees to 
1 l By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree~ authorise I ~ e is requested/granted, through any 
use/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for which.such ass s ~nc nd/or disseminating information about it's 
medium, including but not limited to verbal, print, electronic, for soliciting dona~lons for Ko~hika Fou

nd
at ~: m treatment or fulfilment of the "purpose" 

activities/achievements. Such use of my photo & details can be made by Kosh1ka Foundation before or a e Y 
for which assistance is being requested. , • .. for which such assistance is requested/granted, 
2) t (Applicant) further agree that any such use of my name, address, photo & details of. the purpose.' di continuing the assistance will rest solely 
wilt not automatically entitle me for receiving or continuing the said assistance. The decision for granting an or 
with the Trustees of Koshika Foundation, and their decision Is this regard will be final and acceptable to me. 

( . "ffllilil ~ am cwt~., <l>'r ~ <Ii«!! {flfi lRl 'llll', I) 'f!I '\ITT 'R a1'1R ffl~ lll ai1ra "'1 WI t!'m, if ( ~ ) am\ 'llN<I "'1 ~ <li«II ~ 

'1@1 , '!rrGl am .a filq'{1JT 'f!I '\ITT if • t ~ -~ .. T{<l'll -;:imit, v-i. 'lllil,l/ll1 ~ ~ -a ~ 1'J@filfiro am ~ -t lffi fcl;.ft m mm ~ 
-a 'IR!lfu! 'i!iT-1 ,t ~ ~ t, ~ '\ITT <Iii~~~ ,t 'lWtl 'Ill '!IP( -q 'i!iT-1 ,t ~ "~ '!ilfflR" ?I -;:imit ~ t, . " 
2, ~ <~ > 'f!I qffi -a 'ml@ { fifi llU 'lfll, '1@1, ~ am filq'{1JT ';;II fifi -mrirnt <t ~-ant ml m: -mT?@f <Iii~ 'It! 'if'l@fl 'f!I W<-11! 

11 

.. ~ .. T{<l'll m ~ <Iii f.!-ofil offil'! am~ m1 
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~<f;~'IIT,Wj_3<1ilf.ml'! 

MoA'~ ]~v, 

AGREEMENT by HOSPITAL (TI'«IIB ~ <!im) 

By affixing hereunder, signature of our Aulhorised 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 patienVcase, as we are 
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted 
by Koshika Foundation. 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 essentially states that the Hospital will not avail any duplicate assistance for the same patlenVcase from any other NGO or any other source. 
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenVprocedure advised/conducted by the Hospital on the 
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will 
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 
in the matter. 

m .31Mja, ~ "'1 am -a ffllWit <1>'r ••~ ~•• -a Fffil'I 'l!fflm ~ fuq;fui <1,1 ;;mit t, f.m ~ <~> R'l'l wi;R -a i:tF<! c1 ~ <ii«! ti 
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~ mq;m ffl 'Ill fifim 3BI mf.fl "!7 'ffl ~I 

2. "<!ilW!il ~ .. "!7 .ft ~ Wl!i!I ~ Fffil'I Jlllj@ "'1 ll wit 'R ~ ~ ~ ~ lr.l1l 'Ill ~~~<Iii Wflll wit ~ ~ 
-t ~ q;J fifq,i t am "ffllqil ~ .. 'STU fifim V<liR <Iii ~ ~ 'It! t, ~ ni:@@ if wit <t ~ ~ am 31R o!1't "'1 mu ~ wit ~ ~ 
"'1 wrr am "ffllqil" "'1 ~ '!Plilil 'IIT ~ ~ ~ 'if 'ltt m11 

RECOMMENDED FOR ACCEPTENCE 

~~fu!l;~ 

Date of Surgery ~ Dr. CHHAVI GUPTA u,. ""''" u .. ¥ Director ~ 

i;j:,\~ 
Adjunct Consultant, 

Oculoplasty and Ocular oncology ces ~oplasty and Ocular Oncology Services 
Dlr~-ttl~lillll0lti&r8tl thorised Signatory 

(Name of Dr. & ~ ... ~,119B~{ J ~nital Regd. N~~IMli 1t of Hospital) 
~clil,lll . . ~- Or. Shroff~•~fd~ Wfcli1U 

FOR INTERNAL USE of KOSHIKA FOUNDATION ~ mii 4 
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2 
~ ffl&R I ~~ 2 

~/-~-A ,-I 
--- 7J ./2' ft~ --

11-04-2024 



I ,, 
Dr. Shroff's Charity Eye Hospital 

X,,, .. -;:'.i.,::: Carmg for the community smce 1922 

//t,'j.,\\.' / ,,,., ,~ 
It II\ 

30'" November 2024 

Dear Mr Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Baby. Supriya- E/1124/0244 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr Shroff's Charity Eye Hosp,tat 
Delhi 1s Now NABH Accredited 

Name Baby. Supriya Address/ Village Pancham, 

B1shrampur,Jharkhand 

Phone: 

DEL-G-22-04-1282 
MR N Age/Sex 4 years 

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

EUA(Examination under 2000 I 
1 23/ 11 /2024 Anesthesia) 

Total 

B,srR,ga~ 

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 

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


