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APPLICATION FORM FOR ASSISTANCE (Healthcare) 
~~~~ <~W'll@) 

foundation APPLICATION No. : 
E-/112.-y 10 ').5--=t- .c;~oN DATE . ? 5 } 1 1) ~ Building block of hie ~ml: 

-NAME or APPLICANT : 

HAST H P,.SfH\) 
AGE-YEARS ~-~ I SEX fwr ~<!il"lfq {'{)0. 
3 Y E--f+-R s. I MA l.f- II FATHER'S/SPOUSE'S NAME · -ALT moHO C H\nif:-R) ~l 

mt~<!il"lfq 
'-'-

Ir" 
PRESENT RESIDENCE ADDRESS cfcfCIR ammm! '1l<II ~J \illlfiur '\<\.-IIJ/QA 17 1---1 r:::_v 11 I I rn< VQ ~11.0 

,,,e:-,":l_()( 

-PERMANENT RESIDENCE ADDRESS . l'm -mimm1 1l<II 

OCCUPATION : 
LA f2> 0 URE-(<. ( f-A TH tf<_ ) I MARRIED(~) / UNM~~) 

~ 

TOTAL ANNUAL INCOME : 

1 ~tJ (9-t,i) L F-A TH H<-) 
(Attach Proof of Income I 1!iR cflm; 3WI 
( 3!Fl <!i1 m~ m'l"I) PAN No. ~ 1filnl tiW-11 

ARE YOU AN INCOME TAX ASSESS EE ('Tick whichever Is applicable): Yes I No <P<f 3ITT' 3lfl! q;'{ ~ t (;;JT ~ ~ ~ 111: ll'ITT <!i1 mTR ~ I 'ITTl"rn 
FAMILY DETAILS 1fficll\ ~ Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 

i,;l!m§!!I 1fficll\ <fi ~ <!il ~ '3'!I (~) fwr 311<K<!i<fi~~ I . il I I IYH R7'i YD MA ... j_Q 1-4 f:--f< ;, r-, \ ,v1 1A -::,,,_ t:. J-!-CJn/. ,t=- { l'I () H~ ~ . SH!-0 I 'f lLI 01 ~ - ~ s I - ~ .. "> LL, fYll l. H 1/ ( 
( ' J IA I QI., /pJ-1./ - ( l.,J < () Hc.J.) 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) ~ ct ft:1-4 fcAfu 3!1tm: 
BPL Card 

EWS Certificate Ration Card 
(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) Any Other rm-it t&! ct ~ Wl'JVI ,r,r ,m,q 3WI q,f 'lfllTOl 'l:I ~ <!i1i ~of ('lfllTOI 'l:I <ITT WlJ m tf{'fl"! <liti ('lfllTOI 'l:I <ITT Wll Wff tffi'l"f <fit1 ('lfllTOI 'l:I <Ii'\ Wll Wff tf{'fl"l <fit1 3T-<I~~ 

"PURPOSE" for REQUESTING ASSISTANCE: 
~~ ~ '1f!f fcAm <!ii~: 

Sr. No. 
Medical Reports/Prescriptions Attached ifillffl 

3Tf!@@~ ~ ~ <lit ~ ~ ~ ~ A • n1nl'.11.1nc:. (' 
~ 

/J ,:_ I )\/01<..1 A ~1nM A ' . 

' 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

~ 
~ ~q ct ti.~ 3T-<I ~ fc!;m 3T-<I m ~ @lit 1TtlT m? Sr. No. 

NAME ,of OTHER SOURCE 
AMOUNT of ASSISTANCE BEING AVAILED 

lii'llmT a:r:~ ffi <lit "l1'll 
~~~mft .--:F . 



-
_....,__,,. i;ro 'lf1l"IT inr: 

1 d r my ApphcalIon & ongoing ass,stan 
DECLARATION by APPLICANT: 3l lq ' "' t th b l of my knowledge Any false statement WI/ ren e ""'· " ' 

h Form are True o e es h h . 
1) I hereby confirm that all details in I ,s " ur ose" as stated In this Form. for w IC such assista,~7 

l1abIe for re1ect1on/cancellatIon ed from Kosh1 ka Foundation, will be used only for the p p , ., 
2) I solemnly confirm that assistance, '1 receiv ce/employer/insurance company. of the amou 
was requested by me ,n fu ture, avail of reimbursement, ,n part or in full , from any other sour n, 
3) I hereby confirm that f have not & w,11 not mt<! "Iii ;;ii '!f<l;;ii ~ 
for which th,s assistance ,s requested . <Im it <ffe <fiW ffl{Ul ~ qi1.fl 3ffii'l 'll'I! offfll t m mt l!ITTlf<IT •1 

:) -q ~ 'Rm { f<n" ~ JITT<'I,; R'l 7f!1 '!J<rrffl{Ul mt ~it ~m<I ~ ~ -q '!TI lJ'll t, . 
2J itt ~ o/1 im>«!) -um .. ~~" . .i m'"' mt.~ '3ffl om~ "Iii 'lf<! it fc!il 1%'lrr 'Ciffltrn.!~ q;,rr-1t .r, m ft:r,rT t #{, m ef.;al -q <fl' ' 
3

) 4 Fc 'Rm { f<n" f;;m -mr«n tg -.:r. M q;1 ~ t , ni mt <fil 3lifuq; 'll 'ff<l,('I mm m:it :;p:r lllll~ 
AGREEMENT by APPLICANT ( 3lf<Rlo i,RT 'f>{R) 

Kosh1ka Foundation and ,rs Trustees to 
1 J By aff1x1ng m>• signature or thumb impression on this Form. I (Applicant) hereby agree & authorise . . requested/granted, through any 

f h • " r h h h assistance 1s · uselpubl,shJput-up/reproduce my name . address. photo & details o t e purpose . or w ,c sue di disseminating information about tis 
medium ,nclud,ng but not limited to verbal, print. electronic, for sol1cIting donations for Kosh1ka Foundation an ~r atment or fulfilment of the "purpose" 
act,v,tie~/ach,evements such use of my photo & detail s can be made by Kosh1ka Foundation before or after my re 

for wh,ch assis tance ,s being requested .. r ose" for which such assistance Is requested/granted, 
2) 1 (Appl,cant) further agree that any such use of my name, address, photo & details of the pu P · di ntmumg the assistance will rest solely 
will not automatically entitle me for receiving or continuing the said assistance The dec1s1on for granting an or co 
with the Trustees of KoshIka Foundation. and their dec1s1on Is th,s regard will be final and acceptable to me , ~ .,_ ..._ 

• "~ ~ ajt{ ~ ~ n 'fiT ~ 'lli«fl 'ls \q, 'f<I 'IT'!, 
I) = J!Tl:l '!! 3l1fi -mt~ 'll 3i>ra "!ft WI <'1'11"R, i1 ( ~ ) 3N-IT '!IPlfir "Ii\ Fe 'l,@1 { ~ • .:, 

'" . ·"'--~qi IB'I f<l;m >ti 'lffiR lW,2Pf 
'la!, ~ 3ffi ;;ii fwTTuJ ~ 11"!> -q' 'E!\fi«r t_ '3,1 "~" 1<'!1l "'llffi, ~ . 'lll<Al/'ll 1!TT ~ l! '¥1 TJfirfc;f>-T!ll ->11< d~<."ll"""' 

.t ;rnrft! ,rn q; mi.; ~ t , 1lt 11'1:1 'fiT ~ ,tt ~ qi '!'ffl 'll ,m: 11 <lit'! <if ~ "~ ~" ?i "'!ml ~ t, . 'If 
2) 4 (~ ) ~ ilRI ll m1ll! { fl!;' -qu 'IT'!, 'll!l , ffl 3ffi f.mur .rr fl!;' lffi'@1 it~ '{l llffe@ t mt l<a<I: lITT«ll qi)~ '!'ITT q"l@fl ~ ~ 

"ffll'ltt " 1<'!1l ~ "llffi?l1 'fiT f.forl 3ffill! 3ffi' 'ifltlf<nl'U ml I 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~ <if o@T&ff 'll wr.a 'fiT f.mR 

AGREEMENT by HOSPITAL (~ i:TU <nW) 

By affixing hereunder. s,gnalure of our Authorised Signatory for recommending this case/patient for financial assistance from Kosh1ka Foundation, we 
(Hospita l) hereby affirm & accept following · 
1J that we neither are presently nor will ,n future avail of financial assistance from another NGO or any other source, for the same pahenUcase, 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 Kosh1ka 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 ass istance from Kosh1ka 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 patient & the Hospital, and Is in no way influenced by Kosh1ka Foundation . Hence, the Hospital wi ll 
assume sole & complete respons1b1/Ity of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibi li ty 
m the matter 

PlTt ~ . 'ffi!TOO "Iii 3irr ll 11f'ff!M qi!"~~"~ f<lfu<I ,m,@1 'll fu<l;fui "'1 -;;iRit t, f.;m ~ (TI'«lR'I) f-l"l 'llqiR ll llR c1 ~ <n«1 t, 
1 > ~ fq;- 1 m '1ffll1'R' ~ , it 'W-f6<I ii f<lfu<I ~ f<nm m ~ ~ 'll M :;p:r 'f:lIB ~ ~ wi\i'lT'l'('I 11' ~ "IT <1 w t, ~ fl!;' rn "~ ~" 
~ ffi'liTITTltf<Rm o<lil <t 'f!lq~ -q "~ ~" i:TU m 'll fl!;' t, llf?( "~ ~" i:TU ~ f<r-!fu 3lifuil;~ 'll ~ m ~ ;jj@! t cit ~ 
finm 3P1 m '!IBii'TU m ?JT f<nm 3P1 ~!R ~ ~ ~ qi) ~ tf(fl!Jll r&m t, ~ ~ -q ~ <rn .nm t fl!;' ~ ~ m -m 'wi\i'lT'l'('I 'll M 
,'j'{ mq;ro 'fWlT ?lT f<nm 31"<! -el!R ~ '!'ITT oflll!Mll 

2. "~~"~<'it~~ ~ f<mrll V<lj'IB "'1 t, wit -q; ffl1IR'! i:TU ~ ~ m'lTg- "IT f.1;11 '!J1I ~ <liT ~ wft ~ TI'«lR'J 

<6 <!R <liT fcfr/l! W 3i\'{ "'lilfmT ~" );fU f<nm 'llqiR <liT ~ ~ '!'ITT t I ~ ffl1IR'! ll wft qi ~ 'll{l\ll 3ffi' 31A olR "'1 mi\ ~ wft v_q' TI'«lR'J 

'1.!iT wrr 3il. .. ~ .. '1.!iT ~ 'ifl,<lil ?lT ~ ~ i:rJ1'loi -q m mifl1 

Date of Surgery 

aifmrnft. 

~q'''1'1 

18-08-2024 

RECOMMENDED FOR ACCEPTENCE 

~<fiIB1{~ 

r. UPTA 
Adjunct Consultant, 

_uloplasty and Ocular Oncology Services 

Aegd .. i ~00745 
(Name of Dr. & Bt!!llhrr1it's"V ~ !M'Hospital 

6Jcil{ cfiT ;irt1 q mm q . . 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~~&IT I 

Director 
oculoplasty an<I Ocular oncoloOY se 

Dlreclllr. Me(\lP.al Edu~-~~on Depart 
1riameR~& iMf.\Yil'lltStamp of Authorised Signatory 
n, ,-~,~•1 ·, Ch ,r it<lll:~mliiOf.jltospital) 

,ri:!cl'!R~~~ 

SIGNATURE of TRUSTEE 2 

~mm 2 
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30,n November 2024 

Dear Mr Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

.~ ·, 
i. w~ 
;~ 

Dr Shrotrs Charily Eye Hosp,t.11 

Deihl IS Now NABH Acr,rod11,,c1 

Please find below attached estimate expenditure of Mast. Mohd Hasan- E/ l 124/025 7 

Name 

MR N 

S. No. Treatment 

date 

29/11/2024 

2 14/l l/2024 

BestReg~ 

Dr. Sima Das 

Director 

Estimate cost of treatment 

Dr. Shroff's Charity Eye Hospital 

Retinoblastoma Surgeries 

Mast. Mohd Hasan Address/ 

Phone: 

Village khulra,Kheri, Uttar Pradesh-

262701 

DEL-G-24-03-

5504 Age/Sex 3 years Male 

Items Cost per No. of unit 
Aprox. Cost 

Unit 

Chemotherapy 2500 
2500 

MR1 6500 
6500 

Total 
9000 

Oculoplasty and Ocular Oncology Services 

DR. SHROFF'$ 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 

ALWAR O SAHARANPUR O MEERUT O lAKHIMPUR KHERI O VRINOAVAN O KAROL BAGH (OELHI) 0 MODI NAGAR O RANIKHET 


