
APPLICATION FORM FOR ASSISTANCE (Healthcare) lC~hika 
~¾~~ c~ w'q@) foundation 

APPLICATION No. 

6 I I IL-Lf j O 1-.5½ ~C:.!tON DATE : I~ 1, 1 ~ 
Building block of hie 

~m§I.TI, I 

NAME of APPLICANT : i< (\J ft J"AJSJ.-JAL 
AGE-YEARS 311-g-cf'! SEX ffi'l 

~ ~ ,Ill u l, g y E---Af< \ mALf ,, \ 

FATHER'S/SPOUSE'S NAME : 

VI JA'J \ <UHA-(<. C ~THfR) 1'«11~ ~ ,rq 

:'~ 
PRESENT RESIDENCE ADDRESS 1fttllR ~ 't@l 

f\J:CHe1 kll-ltH2 x'Y'--1DLJtC1-• 
I 

PERMANENT RESIDENCE ADDRESS . ~ ~ 't@l 

I MARRIED(~), u~~) OCCUPATION : LA bOU~f-R C FA,HE-P-) ~ 

TOTAL ANNUAL INCOME : 

I, 0 ~ (f-ATHf-R) 
(Attach Proof of Income) 

~qjf$i; 3IJ7.I 0 00 ( 3IJ7.I '1lil m~ "ffi'!l,) 

PAN No ~ Wrfl ffl 
ARE YOU AN INCOME TAX ASSESS EE (Tick whichever is applicable): Yes I No 

<f<ll 3Titl 3IJ7.I <Ii\ ~ ! (;;rr llP-1 'ITT "3'tl lT{ w\ '1lil ffilR ffll ~ I 'ffi 
FAMILY DETAILS -qfiqrr fclq{uJ 

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

iiilltf&ll -qftqrr <Ii' ~ '1lil ,rq "3'!"I (cf'!) ft:irT ~imtl'~ 
I • \) ' I 'I < IJM£.l-¥ ), (: fY' (- I- f- 1-1 r Ff< 

'7 R A-1 1 ... / J,· f.ll J fJ u 1--t"k' V -::,,~ ' 
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'1 • s I< i::--Y1 I 1- u ~ ... <;I<; r::-r. 
14 • I ,I<'.. kl.I 15 i;.. r--:-t- I J... 'sl <;. r::-c 

i:; J I ( 1--1 12.. 'hA- - R.i? ('\ - '\---\ ~ -

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

~<li'IB<lflr-ifu~ 

BPL Card EWS Certificate Ration Card 

~ (Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 

ffl raJ <it -;:ft.t 1!1lfOT '!:! awq31mq',j1f111UJ-q'll ~cr,ri 
f 

(1flllUI -q'll ;,;'I WIil lffil ~ lfitl ( Jfl!Tlll-q'jj;,;')1Wl1Jffiftiw-!l!it1 (Jfl!Tlll -q'll ;,;'I WIil lffil tiw-1 <litl 
~~~ 

"PURPOSE" for REQUESTING ASSISTANCE: 

~tu~~ fcf@'t '1lil ~: 

Sr. No. Medical Reports/Prescriptions Attached 

'ili'l!ffl 3W@@~'ij~cf>'t~'Slfum~~ 

I .. n , 1+ c.,, I\ n ,\ 1 \ - I<.. F Tl fV tJ~ I 1.-1 ~ I n 1--r ft 

/ I 
,. 

I 

l 

•,• 
I 

ASSISTANCE BEING AVAILED folltSAME "PURPOSE" from OTHER SOURCES 
~ 

~ ~ ~ ~ <fiW ~ ~ g ~ ~ ~ ~ ~ m? 
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

ifii:I~ 3F!~cfi1'11.!f t'i\~~~ 

1\/n 
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'l 11 1'-'. ~ \ "' 1ml 
APPLICANT ( ~ WU <lim AGREEMENT by K h'ka Foundation and it's Trustees lo & authorise as I 

h h 
s~ on this Form I (Applicant) hereby agree 

I uested/granted, t roug any ~::~~~i',:~~;~u~1
;;;;~~:~; ~~:: 1; ~: ~edd;~:s. photo & de;alis of the "purpo~e", for whic~

1
:~c;

0
~~~:\~onnc:n~;:rqdissemlnallng Information ~bout it's .. n;eo,um :ncluding but not hmited to verbal, prmt. electronic. for sohc1tmg donations for ~o~ n before or arter my treatment or fulfilment of the purpose act111t1e; 'ach1e,ements Such use of my photo & details can be made by Koshlka Faun a ,o 

d d . h slstance Is requested/grante , 
fer II h1ch assistance ,s being requeste 

.1 f the "purpose" for which sue as . 
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2) I \Applicant) further agree that any su.ch use of my name, address, photo & deta, ds o . . for grant1~9 and/or continuing the assistance will rest so e y t n the said assistance The ec1st0n w1II not automatically entitle me for receiving or con mu~ g . . will be final and acceptable to me 11 1th the Trustees of Kosh1ka Foundation, and their dec1s1on 1s this regard . " , 3lT{ ~ ~ ,, q;J ~ q,{<11 { fc!; 1TTf ,III, I) ~'Qtf:i'q'{3itf!fflm "lll~q;'\'iJT'l~. ~ (~ ) ;;mlm'tffclq;'\~~{'ll:<i ~;~q;jm Q '11'!Rffi~ , , •• __. " .:, .=... 4 -> u....=-..u mm -::irrm ~ "lm/'11 ¢ ~ .l "¥' 'lol, ~ -5lT( ,., \qq{1IT ~ 11tr,1., •rn~o ~. ->~ '<111<1"'' ,, , ' • • , ~ ~ ll 'll V<l1fui ~ 't ~ ~ ! 1 ,tt 'm <f;l m<"l ,tt ~ q; 'ffil 'Ill~ it~ 't ~ "m1nl ,mm" '11 ~ ~ cf'!@II ~ w;;i~ lt 2) 11 (~) ~ "ilf<l'll~{fc!;itu"!fll, 'lol, ~ ~fcr<Rui;;/tfc!;-mr«!l<fi~'{l~t~lq(I: -mfl@l q;r 
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
3WR<n <f;~'ll!W@<f;lm!R 

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 affi rm & accept following: 

. 
1) that we neither are presently nor w,11 in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are 
requesting to get from Kosh1ka Foundat1on, to the extent that such assistance 1s granted by Kosh1ka Foundation. If the requested assistance 1s not granted 
by Kosh1ka Foundation, 1n 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 patient/case from any other NGO or any other source. 
2) The assistance from Koshika Foundation 1s only financial in nature. The choice of the treatment/procedure 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 Kosh1ka Foundation will have no role or responsibility 
in the matter 
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or. Shroff's Charity Eye Hospital 

30' November 2024 

Dear Mr. Tandon 

Grreti11gs from Dr. Shrofrs Charity Eye Hospital! 

1~ 1 
,>J AS ~ 
,_ 

Dr Shroff's Charity Eye Hospital 

Delhi IS Now NABH Accredited 

Please find belo,, attached estimate expenditure of Mast. Kuna I Jaiswal- E/1 I24/0254 

Name 

MR N 

S. No. Treatment 

date 

1 19/ 11 /2024 

'.! 25/ 11 /2024 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Mast. Kunal Jaiswal Address/ 

Phone: 

DEL-G-24-11-4064 
Age/Sex 

Items Cost per 

Unit 

EUA(Examination under 2000 

Anesthesia) 

Chemotherapy 2500 

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 

Desari,Bihar - 844504 

8 years Male 

No. of Aprox. 

unit Cost 

I 2000 

I 2500 

4500 
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