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APPLICATION FORM FOR ASSISTANCE 

~~~~ 

(Healthcare) 

(~~~) 
K~hika 
foundation 

=c;~oN DATE 2 5 I I "v<-j L----Bu_ild_in_g b_1._ck_o1_,~_. __ _J 

AGE-YEARS ~ -qtf SEX @7T 
NAME of APPLICANT: t " 
~'ij;J'lfll ,~,AST ARCH l T 5 yf-fr[<_S ALE 
FATHER'S/SPOUSE'S NAME : 

ml~'ij;J'lfll SAUf<AGH (fATHE-R 

PERMANENT RESIDENCE ADDRESS : 

OCCUPATION : 
~ FA RME-R. C FATHfg MARRIED (fclo:rt'tcr) / UN A 

TOTAL ANNUAL INCOME : 

w' qfjifij; 3W! 

PAN No. ~ '&@I ffl 

GO 9--8-u 
(Attach Proof of Income) 
( 3W! 'ij;J ~ m;r.i) 

ARE YOU AN INCOME TAX ASSESS EE (Tick whichever Is applicable): 
cl<l1 3IT'l 3W! ~ ~ t (-;;n 't!R 'ITT ot! -qi: .lft 'ij;J fuTR WJT!II 

Yes/ No 
"ITTl';fflr 

Sr. No. 
ij;'l,ffl 

I . 

BPL Card 
(Attach Card Copy) 

s. 

7R7<frm~"INWlfOl'q';f 
(,rqp,r 'la l!i't Ul'lT >lfu m'f"I <lit, 

Sr. No. 

slill'ml 

FAMILY DETAILS -qfl;cm ~ 

Age (Years) 
'31.l (ell!) 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

~ ~ full fcr-rfcr ~ 

EWS Certificate 
(Attach Certificate Copy) 

~ ~ qlj Jl1llUl 'la 

( ,rqp,r 'la l!i7 iW/1 >lfu m'f"I <lit I 

Ration Card 
(Attach Copy) 

~q;rg 
( Jl1llUl 'la l!i't W!!1 >lfu m'f"I <lit, 

"PURPOSE" for REQUESTING ASSISTANCE: 

~~~Tflffcr-rcftcj;j~: 

Medical Reports/Prescriptions Attached 

~ ~ ';;JIU <!il ~ ~ ~ "{IBT.j 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES A 11 . 

~~.tti~~~Q3R~~fu?!l~m? ,vu-

r 
of 

~~ 

Sr. No. 

ifill'ffl 
NAME of OTHER SOURCE 

~BTI<lcfil1'f'! 

AMOUNT of ASSISTANCE BEING AVAILED 

~~~mft 

.. --... 



r-

-------------"7---::-=--------- Application & ongoing assistance 
11 

an· 
t will render my 1 

tUtf\111 -q.· f Ise statemen . h h 

DECLARATION by APPLICANT: ~ ~ · f y knowledge Any a d ·n this Forrn. for wh1c sue assistance 

True to the best o m • as state 
1 

1) I hereby confirm that all details In this Form are . only for the •purpose ' an of the a 

hable for reJec11on/cancellalton. . f K shika foundation, will be used ce/employer/insurance comp Y mount 

2) I solemnly confirm that assistance, if received rom 
O . full from any other sour • • . 

was requesled by me 1 
. bursement in part or in ' ~ • -iliT ~ f.Rt<I <Iii ;;iJ ~ i1 

3) I hereby confirm that I have not & will not tn future, avail O reim ' . <!itr-1 amc'i -qrm o!@l 6 ill 

for which this assistance Is requested · ml !1 ~ ~ fclq{UI ~ it ,ro 1]'lfl i1 

I) ,l 'Wl1l1I <ml { fq;- ~ 'IITR ti Rll TJ'>l u,jj f<rcf(vJ ,ttt ~ it ~ ~ ~ lf>'t 'If<! it j'(;fq fil;lll ;;ff11Tll, ;;fl ~ ~. , ~ t at{ "'I fT ~ l! cflll 

2) -qt~ oit ~ ~ -~~".-a <'fl -n wt,~~~~ f<l;'!it aR ~/iilm ~ ~"" m 

3) ~~<ml { fq;- f.m ~ t\I ~ Jl1tRT lf>'t ,rt t, ~ ml! <Iii 3IIW<!i 111 ~ ft'm ~ qi{!{) 

AGREEMENT by APPLICANT ( ~ . undatIon and it's Trustees to 

. a ree & authorise Kosh1ka Fo d/ ranted, through any 

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby g hi h such assistance is requeSle .
9 

. 'nformation about it's 

use/publtsh/put-up/reproduce my name, address, photo &_ details of !~e "purpose", ft ;o:hika Foundation and/or dissem1natt~i'ment of the •purpose" 

medium including but not limited to verbal, print, electronic, for solic1ling donations or d ti before or after my treatment or u 

activ1t1e~/achievements. Such use of my photo & details can be made by Koshlka Foun a on . sled/granted 

d 

. h ssistance Is reque ' 

for which assistance is being requeste • . f the • urpose" for which sue a . ce will rest solely 

2) I (App'1cant) further agree that any such use of my name, address, photo & details o . pf anti~g and/or continuing the ass1stan 

' . • · th ·d assistance The decision or gr 

will not automatically entitle me for receiving or continuing e sai . · t ble to me . 

with the Trustees of Koshika Foundation, and their decision is this regard will be final a
nd

.a•c= -q;imA ~ ~ ~ ,, <f;l ~ ~ { f<I;" iro "lfti, 

1 > ~ ,;rq. 'R 3l'r-1 mrm 111 3irra lf>'t lJT'I Wllllil, ~ < ~> 31'!':.il mim lf>'t sfliz lli«ll ( 11:11' ~ am ~ ;t ft-rit mn <ft W{ 1llt:Zfll 

'@!, 'liRl am: ;;it m1"l ~ 1l'f:I 'rl ll1fll<I t, oa •~" 1{<lll -=>mil, ~. '!IRRl/lll 'tffi ~ -a -¢ ~ 
~ '!fi<'I <Ii' ~ "1!ilfu<lil ~" ?f ~ ~ 61 

"a Vl!tful qwl ,t ~ ~ ll -qt ffl <Iii m"'1' ~ ~ ,t 'lre 1II ~ • ~ ~tl if 

z) ~ c~> ~ q@ 'll ~ ( fil;" ll'{J '11'1, '@!, 'liRl am:~ .i1 fil;" fflJl@I -t ~.} ~ t ~ m: -mT<@I <Iii~ "'!WT "ifl@TJ 

•~" ~ ~ "llfwn <lil f.rvfq aififq 3ITT: <lltlf<lilU 'WJ[I 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~ -it mTm 111 ~ <lil f.mr-1 

JTJ/1 
AGREEMENT by HOSPITAL (~ ~ <l>{R) 

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Kosh1ka Foundation, we 

(Hosp,tal) 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 pat1enVcase, as we are 

requesting to get from Koshika Foundation, to the extent that such assistance is granted by KoshIka Foundation. If the requested assistance 1s not granted 

by Koshika Foundation, m 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 patienVcase from any other NGO or any other source . 

2) The assistance from Kosh1ka 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 Foundalton will have no role or respons1bil1ty 

in the matter. 

PlJt ~. ~ ;;;'I am 'ff ~ qij "m<li! ~" * fllfcril ml"!@1 t\I fuq;Jfur lf>'t "'1ill t, m l'I <~> f-1""1 V<l>R °" 'IP< " ~ ~ !1 

1J ~fil;,mcffll!R ~,tt qfirt;qif fllfcrilml"!@lm:ft ~~ ~ ll! m:ft ~'l'-!Tlf'\lolfflwitl'll"ffi ittl1' 'Ill <I ut ¼a fil;rn -~ ~" 

'I,? ~ o1li! <11' W<l'l! it "m<lil ~" ~ m 111 f1I; ti 'llR "m<lil ~" ~ ~ ~ Jmm~ ~ ~ ~ ~ ;;iJm t m ~ 

fl;-.:it ~ 1't mm m 'Ill f<f;m ~ 'lfm\li.} fflTl«IT &.r cfil 3!N<liR • Wlill ti~~ it~ .m ;;itcll t f.n 3WlilRi mrrq m '3'lRI ~ iu f.lim 

>li: m<liTU m 111 f<f;m ~ m!T-1 'ff m &trvwfl1 

2. -~ ~" 'ff "ffi 71' -mfl«!l m ~ Wljfll lf>'t ti wrr "l"( TIX@li'I ~ 1(1 71' mllf '111 fll;"q 11'1' ~ qi! ~ wit ~ ffi<I@ 

q; ~ <f;I fcl'tlll t ~ -~ ~rr-i" ~ f<f;m Jl<liR cfil <liT( ~ it\ !1 ~ ~ it wrr ct ~ ~ am ~ .iR "11 mu ~ "UTft ~ ~ 

~ wft ~ "m<lil" ~ if# 'l_fi;l!ii lll ~ '{{{ tJf1IB 1l it\ '8T'fil 

Date of Surgery 

a#mr-1 iliT lITTffi 

is\11\~ 

11-04-2024 

RECOMMENDED FOR ACCEPTENCE 

~~ 

Adjunct Consultant, 

- )lculoplasty and Ocular Oncology Services 

_. Regd.No. 100745 

(Name of Dr, & ~~~mf!'~Rh~t'a'~~p Hospital 

~cfil,Jllqfflij{q~, 1. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 

~~, 

Dr. SIMA DAS 

(Name;\M i~ ~""' K, ... u... uthorised Signatory 

Or Shroll's Cti1 pita!) 

1Tll q ~ ~ ~ ~ 

SIGNATURE of TRUSTEE 2 

~~ 2 



Dr. Shroff's Charity Eye Hospital 

Caring for the community since 1922 

30
th 

November 2024 

Dear Mr Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please fi nd below attached estimate expenditure of Mast. Arch it- E/ 1124/0248 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr Shroff's Charity Eye Hospital 

Delht ts Now NASH Accredited 

Name Mast. Arch1t Address/ Gram Nawada, Atankpur, 
Mohammadbad,Uttar Pradesh-233227 

Phone: 

DEL-P-24-07-0520 

MR N Age/Sex 5 years 

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

date Unit 

EUA(Examination under 2000 I 

1 28/ 11 /2024 Anesthesia) 

2 28/1 l/2024 Chemotherapy 2500 1 

Total 

Best Rega¥ 

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 

2500 

4500 I 

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


