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APPLICATION FORM FOR ASSISTANCE (Healthcare) lC~hika ~~l~i:11 mt ~ ~ (~~tm.,) 
foundation APPLICATION No. : 

E-], )l--Lf I 01-s9 O 1 }11)~ Building block of life. ~ m: I APPLICATION DATE : 
~fut.ft ·.-

NAME of APPLICANT : 

rv\(\ST >AA~ t-\ ~ I~ 
AGE-YEARS ~ -q!f SEX fuiT .,. 

~<!il'iltl 

I Y&ft-R MA-LE FATHER'S/SPOUSE'S NAME : P-riv, SH AN l<- ~ ( f' ATHfl<) 
~ r , mi~<!,) 'iltl 

-
' -PRESENT RESIDENCE ADDRESS clill!R 3llclm' l<I 'l@I ,11 1Jfif1f- UA-P.11 ,...._,C-11--1.A Pn, 

1 ll-1 /', H .......,., 
t\. I Pr I A-I\ J I) ,:.\.. R. I H A-D' - 'fl O I ~ t1 I --

PERMANENT RESIDENCE ADDRESS : ~ 3Tiffl 'l@I 

OCCUPATION : 

fR,vAT& :ro 8 I P. A 1\-\ ER) MARRIED(~), u~~) 
~ 

TOTAL ANNUAL INCOME : 
) (Attach Proof of Income) WI mm;~ / -, LI ~ (_ r-A TH fR_) (~qijtlJ~m;r.l) PANNo. ~'lg'@!ffl 

ARE YOU AN INCOME !AX ASSESSEE (Tick whichever is applicable): Yes/ No ~ 31'fl! ~ "cITT ~ t (-;;it l,P:i 'ITT '3l! 'II\ ~ qi! f.mR 'Wlfltl ~,m 
FAMILY DETAILS 1ffiqR ~ 

Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant ilillffl 1ffiqR et ~ qi! 'iltl ~ (cfft) fuiT ~<tm~~ 
' PH\/ .SH i:I I\ 11< A-n ') y H Al F- CA 1·HLR 2, iv\ A I\ II C 1.-1 A, l<lfUt}{<) "1 ') (:.:,.... ~/\JC- Mn I HE--<< 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 
tfITT<'.@1 et fuq fcr-ml ~ 

BPLCard EWS Certificate Ration Card 
~er 

(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 
TffiiIT wi <t aft'i! 'Jl'I!l11I 'If,! 31R31111cf'f'lfl!IUl'tl:! ~q;rt 

Basis/Proof 

('lfl!IUl'tl:!cfiT'l'§l'lll'll@.iW'f'<rll ('lfl!IUI 'ti:! cfiT ~ 'llfil tfW'I <li't1 ('lfl!IUl'tl:! cfiT ~ 'llfll tfW'I <li't1 ~~~ 

"PURPOSE" for REQUESTING ASSISTANCE: 
tfITT<'.@1 ta fcl;l) lT1' fcRm qi! $: 

Sr. No. Medical Reports/Prescriptions Attached 
ilill ~ ~ ~ ;;iro <li1 ~ ~ ~ m;r.! 

I . n , a u 11.1 n ~ , . <: - I< f- i I I\J o ~ II ., I O M ft- -

' 
,, 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 
~ ~ t ¾. <!iW ~ ~ fcl;m ~ BOcl ~ fw:il 1TlU m? IUt--

Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 
ilill ~ 3FI BOcl qi! "If'! 'ffi ~ ~ mft 

/\~ 
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-

..__ 
o der my Appllcallon & ongoing . ECLA~TION by APPLICANT; amir. mu m<l1l1l ~: f Isa slalomcnt will ron u~s1~10,,,, ' 1) k owledge Any a . " 1 hNeby confirm that all details In this Form are True to the best of my n • 

85 
stated In this Form, for which such 0, \I 

2 
\I9ble for teJeclton/cancellat1on. , 

111 
be used only for tha 'purpose ' " '·""''• l solemnly confirm that assistance, 11 received from KoshIka Foundation, w ource/employer/lnsurance company, or \he n"', was requested by me . lull from any other s >uo, 3) I her b · t ,n part or in , for wh e Y confirm that I have not & will not m future, avail of re,mbursemen ' t · ,;-0 'mTl.@f mi <!ft ;;ii lr<mi\ t . ich this oss,stance ,s requested. ~ ~ '1fitfl ~ 'Q1'l!l ;;m{l m 1 

t) ~ ~ q,{ffi { fiiqll ~ ,; Rll lf<) <Nl f<lwl 'lfil ;;iRiliffi qi ~ m<i ~ m1 ti ~ q;r{ olPl'11 o1l ~ ~ ll 'TT! 'lf'll1 !1 . 
2) ~ "tm oil~ um·~~". 'II .ft"" tti t. ~ o'llW1 om~ 11,1 'lf"d qi~ jlf;QT • r,itin q;.xro -a" m ft:1?11 i .m," ift 'l!f!li,.i,; '(fll1 
3 
l ~ ~ q,{ffi ( f<I; f.m <lITT'@1 tu ~ 1ll¢TT "'1 l!f t oH um ,;;i 3lifui!i" 'lit wre ~ filim 3FI ~ > 

' !CANT ( ~ i,fU q;m 
AGREEMENT by APPL 'k Foundation and it's Truslees lo 1) By ffi & authorise Koshi a h h ny us a ix,ng my signature or lhumb impression on this Form, I (Applicant) hereby agree h asslslance Is requesled/granted, 1 roug a . 

m:/pubh~h/put-up/reproduce my name, address, photo & details of the "purpose·, for which .sucFoundatlon and/or disseminating Information ~bout 
11 
:. 

dium, including but not limited to verbal print electronic for sollcItmg donallons for Koshika ft my treatmenl or fulfilment of the purpos a t r · · ' 1 b fore or a er c IVI ies/ach1evements Such use of my photo & details can be made by Koshika Foundat on e 
for which assistance Is being requested , h' h such assistance is requested/granted, 2) I (Applicant) further agree that any such use of my name, address, photo & details of_ the "purpose · fo:~d/~r continuing the assistance will rest solely 
will not automatically entitle me for receiving or continuing the said assistance The decision for granting 
with the Trustees of KoshIka Foundation, and their decision is this regard will be final and acceptable 1~ me . ,, 1'fi1 <lill!1 { fil; ml "ll"I, 

I) ~'ll'f:l'R3l'l"l~&R'lll 3iira"'1Ul'l'f!'lll<6'\", ff(~) al'fit~<!>'l~<li«ll(v:ii"7fi1m11il~ .m,-""ln:flm fit;m ~ llflZfll 
'«Ir, "liM am ./1 f<lwl ~ m ..r w l o{! "ffl,;;f" ~ "'ltlil, ey;i, '1lr,fWlll ~ $ 'II '¥1 TTfiff<ltl.f!if am ~ .t fuq 'll'mt 

'II '9'mfur >rn <Ii ~ ~ ti 1lt ~ <!il Wf('III ~ ~ -,t 'Ire "' '!iii: 11 ,rn ,t ~ "ffllllil ~" ?I ~ ~ ti . # 
2> * <~> ~ ~ '11-m,ra t. ~ ml 'flll, '@t, "liM am f<lwl ./1 f<I; ~qi~ 'II mt m' m: ~ <li1 ~ 'ltt 'if!@l

1 ~ w-1
11 

"ffl,;;f" ~ ffi "'ll1wii ,;;f f.!""1 3,@1< am 'illtlf<1i'IU m, 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~l!i~'llTW@'-!mrR 

( Fct:th.th), 
~ 

AGREEMENT by HOSPITAL (~ i;ro 'I,([{) 

By affixing hereunder, signature of our Authorised Signatory for recommending this case/pal1ent 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 patlenUcase, as we are 
requesting to get from Kosh1ka Foundation, to the extent that such assistance Is granted by Koshlka Foundation. If the requested assistance Is not granted 
by Kosh1ka 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 stales that the Hospital will not avail any dupllcate assistance for the same pat1enUcase from any other NGO or any other source 
2) The assistance from Kosh1ka Foundation is only financial in nature. The choice of the treatmenUprocedure advised/conducted by the Hosp1!al on the 
patient, is based on the arrangement between the patient & the Hospital, and is m no way influenced by Koshika Foundation Hence, the Hospital will 
assume sole & complete respons1b1lity of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 
in the matter. 

m ~. TI<llW <liT am 'II l!T'IB/U'IT 1'fi1 "ffl,;;f ~" 'II f<mfq lm'@I tu fuq;JfuJ "'1 ;;im1 t rom ~ (ma@) R"! 'l[q;R '11 l!r'<! " ~ qi'(ij ti 
1) 'l1'S" fen -:r m <lff'IR -ml -:r ITT ~ ll fl!fcr; ~ r<!im 1R m;;;iu ~ 'lit r<!im '3Pl 'l'-lffl 'II 'o'l<I wftl'!Tln'I il wt "11 -a ~ t, ~ ~ rn "~ ~" 
.t ~ ~ .t ~if"~~" i;ro m 'ta fen ti~ "ffl,;;f ~"mu~ f<Rftt 3!rrffli!Wliol 'Wg ~ -:rm f<li'llT "I@[ t m 3W@@ 

Flim 3Pl ¾ mm m1 "11 Flim 3Pl .R!lll'I 'II ~ <tt <!iT 3W<rn ~ Wll1 !1 ~ 'ifi.! tl "1"'i! <m "I@[ t ~ 3W@@ ~ m ~ wft/ll11ffi 1u f<l;m 
¾ mm m1 'lit Flim 31'<! ~ .t -:rm Wll/Wit1 

2. "~ ~" .t m 1ll .mi«rr ~ f<mfq 'llV<! <lil %1 wft "' TI'l<ITR i;ro ~ l!f .m 'lit f<l;q lf<) ~ q;i 'f!l'! wft 11.ci TI'!<ITR 
.t ~ <!iT fcl'tFI t -irt "q;lfui!i[ ~" i;ror<!imV11il{<lil1!ilf ~ 'ltti1 ~ffi<lTR'llwrr qi~~ .m, ~;;«'I <l>'lmu ~ wi\11.ci~ 
<liT m -irt "q;lfui!i[" <liT 1!i1f 1lrllliT "' ~ ~ l!T'IB if m mt, 

RECOMMENDED FOR ACCEPTENCE 

.. ~ : ~ (. ~~ Dr. SIMA DAS 
-.., • v nu I_,.., In 
____ ,., ~ Date of Surgery ~ Adjunct Consultant, Oculoplasty and Ocular oncol services 

31TfflR i!i1 "ilRra loplasty and Ocular Oncology Ser Ices Director, Medical Education O rtm 

~'1\1 '\'1 Regd.No. 100745 (Name, ~~R~wm \ Authorised Signatory 
(Name of Dr. & Regn. frf>.S~ftlll~t~ Eye Hospital Dr. Shrott's hl\5!\Yo pital) 

~cfil ,Jllq~ q~.1. 1fll q ~ ~ ~ ~ 

FOR INTERNAL USE of KOSHI KA FOUNDATION 3RRcli -rnri ~ 

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2 
~ ~, ~ ffle.R 2 

frt-]-I b~ __,,, 

-
11-04-2024 
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F 

fi 

30'" November 2024 

Dear Mr. Tandon 

G rcetinos from l) . SI 1. ,., r. iro Ps Charil) E)e Hospital! 

Please find belo\\ atla I d , . . , . 
c le cst1111.1te expenditure of Mast. Myank- h/ 1124/0259 

Estimate cost of treatment 
Dr. Shrofrs Charity Eye Hospital 

Retinoblastoma Surgeries 

Name 

@ 
Dr Shroft's Chanty E.;' Hospital 
De1h1 IS Now NABH Accred1led 

Mast. Myank Address/ Nalanda,Bihar-801301 

Phone: 

DEL-C-23-10-2889 
MRN 

Age/Sex 1 year 

S. No. Treatment Items Cost per 
date 

Unit 

EUA(Examinat1on under 2000 I 
1 04/11/2024 Anesthesia) 

Total 

""'"'~ 
Dr. Sima Das 

Director 

Oculoplasly 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 

No. of 
unit 

Male 

Aprox. 
Cost 

:woo 

2000 
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