
bE-L- P-J3-b3-J902-

APPLICATION FORM FOR ASSISTANCE (Healthcare) K~hika 
~HWH'tl ~~~ (~~~) foundation 

APPLICATION No 

E:- f I J 2 L/ ) 0 2...lf b APPLICATION DATE . tJ I ) I I ) ')., lf Building block of hfe 

~m§Ql: ~filtH -
NAME of APPLICANT 

A~U BA KA-R 
AGE-YEARS 3ll"4 1'ftf SEX @11 

~ <Ill 'lfil P- y HH< s. rnrtlf 
FATHER'S/SPOUSE'S NAME 

"--1 o f\J l.S H ( rrrTH ER) 
,. 

~ 
fitm~ "q;l 'lf'l 

C. 
PRESENT RESIDENCE ADDRESS m1'tll'i ~ 1«ll 

~ 

VI l f\ (JI- ,\WWl-\P1tfZ f') ', f.< I C. I -
IY\11 R 1-H'lui>-.f-\ 0 _ ri'T I~-<. I, f.2. (.\ I )I· ~H 

/ ~9 Ul .1n'=--'I 

PERMANENT RESIDENCE ADDRESS : '\J!l1l ~ 1@l 

OCCUPATION . 
&. LASS PAlNJl:4<.. ( p A Tu 8( JI MARRIED (~) / UN~«fED (~} 

~ 

TOTAL ANNUAL INCOME , 
1 , LI Lj , &th:) ( F-ATH8<) 

(Attach Proof of Income) 

~ qJfila, 31T!l (3Wlqi!~"!R'l""f) 

PAN No ~ 1li1il1 "!'R§lll 

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

~ 3li'I -3Wl ~ ~ t (.ii llPl "ITT ~ ~ .iwl q;i f.mR "ff'll'ltl ~I'm 
FAMILY DETAILS 'lft<m fcmv1 

Sr No. Name of Family Member Age (Years) Gender R!!la.Uon ~ Applicant 
;,-ti~ 'lft<m -<t~<lil 'lf'l "311 (cf!!) @IT ~ ,i; i:ni "IfCq'tl 

I . fv\ONl<.,H J "-) -,ylA) I- F (..\ T 1.--1 1-f< 
") . f A 1\.1' 7.trr)(',.j '.-< '".L o-r~r ,HI i::.. rr If" I H 1--R 

~- l'.l.l\..1,?!l.._R ·..i., IYA1r=- f\f<. r Tl-' /.--4.,) 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 

~q;re-q m-=rn, 3!ltm 

BPL Card EWS Certlflcate Ration Cort! Any OU---
, 

\Attach Carci Copy/ (Attach CcrtJflcate Copy) (Attach Copy) 

~ "l'7J1 'f' ~ lf"T'll T:i W"llTT'<~ll"'"1'n ~m 
~!l.,s,s_Prool 

1=r.;:'r~m =-01 C?"!T"i rri ,(,1 .m 1lf1I 'TI'I"'! ,i;,1 ('lllM '11 ,:\ Ufll1 %1 lffl"l l!,{I 
.,.---:.;~~ 

"PUflPOSE" for REQUESTING ASSISTANCE: 

7m'<i11 ~ t>li'l lfll f,,.nft ·-m 1~lq: 

Sr No Modica! Roport•/Prucrlptlon, Att,,chtd 

"£'Cl Tf"7T, t1"r111w~f,~1 ( 1~ "1rtt ,11"\ •1~ 111,1-·kt t1,•it mfl"I 

I , f )1 I Lt f\J n '. ~ . . 7< Fil I\. I() {), I 1\ \ I Dr-·: I-\ 
2 'TV f 11'fMf f\1 J . t l l fl 

A!,!,l'll.llNCt: flftNO Al/All 1'010<' SAMI! "PURP0•;1:• from OTHI R SOURCLS 

Alu Y1 iii t1'! t• g~ 11 rt li1 .ri ll'IWl111 ! tfl IN:q Qll1 ll I~ '1ll1 ,i? 

Sr No NAM( pf O I HC '1 liiOURC I: AMOUNT ot ASSISTANCE BCING AVAILED 

~~ !lf::.>j T'tl7t W,j ~ """'11~ml) 
1v'!f 

r 



, ____ _ 
'11'l"II '111: statement will render my Application & ongoing ass,stanee 

DECLARATION by APPLICANT: ~ &JU to the best of my knowledge Any false . · ,1. 

h Form are True " as stated in this Form. for which such 

1) I hereby confirm that all details in t is II 
be used only for the "purpose ' assis\anc,, 

liable for re1ect1on/cancellat1on f ece1ved from Kosh1ka Founda!lon, w1 /employer/insurance company. of 

2) 1 solemnly confirm that assistance, 
1 

r art or in full, from any other source 
th

e art\ount 

was requested by me not in future, avail of reimbursement, in P , 

3) I hereby confirm that I have not & will . qi'<fl' 3lm"< '11m -;Jf@I t m mt ~ RTI<I ~ ;;ii ~ ~ 

for which this assistance 1s requ_ested f,mU[ ,ffi ~ qi ~ ~ -qci mrr WI ~ ~ fclcr{tl'T ~ if "!U ~ ti 
01 

:J 11 '1T'l1'lT wll t f<I; ~ m-'I >t R'l lf1l ~...\....,. ...,,. t ~ '3'1'11'1 am~ <1>1 i1f<! qi R'fll f<l;1ll olfllTIT, ;;i1 ~ ~ . ..... @lll t .mi:"~ 'lfcl<q 11 .nn, 
. . -"" "---"'-= ~ ., l'll oil ,~, , ~.c.-..\-.r.rr,;i\tn <l>"i"I <f 'I m -~" 

2) m i;ro -ail ~ <11<1 """'''" ' .,.!\ .... .,. 'Oftl <!,l ~ 11! lfiITT'I fn:m f<l;m 3l"I wn/11'41"'"' 

• • f<I; f.m -mr:@1 ~ ~ ll1¢n "" 'la . , O<! ) 

3) if~ wll { AGREEMENT by APPLICANT ( ~ ~ q;m . 
. Koshika Foundation and its Trustees to 

ion on this Form, I (Applicant) hereby agree & authOrise . e is re uested/granted, through any 

1) By affixing my signature or thumb impressr ss. hoto & details of the "purpose", for which . such ass1stanc d/orqd1sseminating information about ,rs 

use/publish/put-up/reproduce my name, add e ~ , nic for solicihng donations for Kosh1ka Foundation an t t or fulfilment of the ·'purpose" 

medium including but not l1m1ted to verbal, print, et 
0 

' d by Koshika Foundation before or after my trea men 

· f hoto & details can be ma e 
act1v1t1es/ach1evements Such use O my P . quested/granted , 

for which assistance Is being requested hoto & details of the "purpose", for which such as
s1st

ance 
I
~ re will rest solely 

2) I (Applicant) further agree that any such use of my name, address, p Th dec·1sion for granting and/or continuing the assistance 

• t g the said assistance e 
will not automatically entitle me for receiving or con muin . d .

11 
be final and acceptable to me 

with the Trustees of Kosh1ka Foundation, and their decision Is this regar w, . , ~ ~ _,..;; ., ,,,. == cli«!1 1 fci;- iro '111'1, 
j . "~ ~ o!I\ o«'I> -<jltil'<I "'' "''""I" .,_ 

1) ~ ll'fj 'Ram TI<!TIITT m wra <!IT m<I ~. ~ <~l 3l'f;ft .r¢<1 <1>1 ~ ~ • ~ irlT am o<reW..m <?; ft:rl f.l;m '11 WR 1'1!tlfli 

'«11, ~ 3ffi .it~~= 1l mfi@ t o.l "~" 11.<i'l ~. ey;l, ,n.RT/'ll ¢ ~ 'G ¥1 ~. ii 

.) Jrn1fuf ifiB 'fi ~ 3lMiii !1 -qt ll'fj q;J ~ -qt ~ qi m) 11! "" 11 <liv1 cf'; tt'!T{ "fflTl!ii ,mm ~ ~ 3!fil'ij<I . -q 
• ...> ~ ...\ ....ru.,. .,1. ,.,,.\ ffl mr«!T clil ~ m <A!ml ~ tJiqtJ 

2) 1T (~) ~ q@ °ll ~ { 1% inJ 'lfl1, '«!], -q;TG)- .mi:~ oil 1% <ffl?la[ '!> 0\~< '<I "1 ~l\'10 ~ J'<'I : 

"~·· ~ ~ "l1fwii q;J f.lut<r 31Tift! am q1umft m1 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~ 'if; 1i1<lllITT 'IT 3l7J.3 q;J mll'I 

AGREEMENT by HOSPITAL (~ ~ 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 & accepl 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 patienUcase, as we are 

requesting to get from Kosh1ka Foundallon, to the extent that such assistance ,s 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 patienUcase from any other NGO or any other source 

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenUprocedure advised/conducted by the Hospital on the 

patient, is based on the arrangement between the pa tient & 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 

PITT~. rnim'r ;,;'Im{ t! lTI'ffi!U'it <f;l "~ ~" .! fclfir<I ~ ~ fuq;fuT <IIT o!lffi t f.m ~(~)RC! V<nR <l llR <I~~ %1 

1 > <Po' fcl;- " m qc'fIITT' 3ll< " ti ~ if fcmr<I 'lm'@I f<l;m ~ mq;m ~ m f<l;m 3F! m .'I °"" wit~ if ~ m ~ ~ t. ~ 1% rn ,,~ ~,, 

~ fir<Flfmtf<r:m! ~ cii W<il:! if"~~,,~ iw. ~ 1% ti llR "~ ~" tTU ~ f<m<l ~~tu~ m fll;-m ol1i'll i m ~ 

~ 3P-I ftr mq;rfi m:'47 ?l'I f<l;tft 3F!tR'!T!R .l ~-&-rclil ~ ~ W<11 t1 ~~if~~ olli'll! 1% ~ mfr:!~°"" wit~ ~mu 

>1> ~ ~ <11 fil;ril ~ m!R -a 'It\ wntwi\1 

2. •~ ~" t'! tft ~ m'f7.fITT ~ ~ ~ "li'I tr wit 'ti'{ ifll@ll'l ~ ~ lr{ ~ 1111%'1l ,rq ~ <lit 'fll<I wit v;<'i ~ 

;i; ~ clil fcrif'-l i .3ih "~ ~" ~ ~ %f< clil ~ ~ "Ii\ i I ~ ~ lf ~),ft <fi ~ ~ .m1: 3TI'l ~ 1li1 mt\ ~ wit -qci ~ 

<fi'tITT'fi m7 "~" "lft~ ~ lll ~~TJTIT\'1#~~1 

Date of Surgery 

mmrnfr rrrfTT:J 

w)11\V1 

18-08-2024 

RECOMMENDED FOR ACCEPTENCE 

~q';m,z~ 

Or. CHHAVI GUPTA 
Adjunct Consultant. 

Jculoplasty and Ocular Oncology Services 

(Name of Or. & Re~4'M9sl~5 
Ital 

~ rli'J ~ · Scf~t\(fe'Hosp 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 

;qmj~ml 

-

U h v,mn UI'\.,, f~ 
Director 

Ocutopl1sty and Ocular onco~y St 

Dlre~~~~iij~&~AM~uthorised Signatory 

Regd. ~o. 9R~nalf of Hospital) 
Dr. Shrott·s~~~~~ ~ 

' 

SIGNATURE of TRUSTEE 2 

;:qm1 ~ 2 



or. Shroff's Charity Eye Hospital 
C 111119 for f/11) com111111111y SIIJCO 19;,;, 

30'" November 2024 

Dear Mr Tandon 

Greetings from Dr. Shrofrs Charil) E)e llospital! 

Pkasl.) lind bclo,, nllachcd estimate cxpcnuiturc of Mast. Abu Yakar- E/1124/0246 

Estimate cost of treatment 
Dr. Shrofrs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr S~roffs Charity Eye Hospital 
Delhi 1s Now NABH Accredited 

Name Mast Abu Vakar Address/ Village Shahpur, District Moradabad, 
Uttar Pradesh- 244402 

Phone: 

DEL-P-23-03-1902 
MRN Age/Sex 2 years 

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

EUA(Examination under 2000 1 
1 04111/2024 Anesthesia) 

Total 

BestRe¥ 

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 

Male 

Aprox. Cost 

2000 

2000 

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


