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f / 1 P - Y I 026 o APPLICATION DATE '},-Y 
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~y I 9-erD ( l=ATH f-R) 

(Attach Proof of Income) 

~ cl1m 3lTll ( 3W1 cfiT lllll;<,I t!W1) 

PAN No ~ ~ t1&n 

ARE YOU AN INCOME TAX ASSESSEE (Ttck whichever Is applicable); 

q<j] 3l11l 3llll q;i: ~ t (-;;/I llR m "3'\'! 1R .m q;i f.!m Wllllt 
Yes/ No 

li / 'ffi 
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BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 
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Sr. No Medical Reports/Prescriptions Attached 
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ili1! ffl 3Rfficfi11l'll ~'!Jf~WT 
A fl.--,-



\ ---
DECLARATION by APPLICANT ~ i;ro m'l"ll '!:I· t 

II 
render my Application & ongoing assistance 

T A f I e statemen w, ,1 "' 1 JI hereby confirm that all details in this Form are rue to the best of my knowledge ny as . ,, 

liable for reiection/cancellat,on " ose" as stated in this Form, for which such assistance 
2) I solemnly confirm that assistance ,f received from Kosh,ka Foundation, will be used only for the purp ' 

was requested by me I mployer/insurance company. of the amount 
3) I hereby confirm that I have not & w,11 not ,n future, avail of reimbursement. In part or ,n full. from ony other source e 

for which this assistance Is requested ! cf) m\ mrfc11 f.m<I iii1 ;;JJ mtici\ %1 
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AGREEMENT by APPLICANT ( ~ WU <lim) 

1 B t d it's Trustees to 
l Y aff,x,ng my signature or thumb ImpressIon on this Form I (Applicant) hereby agree & authorise Kosh1ka_ Founda ion an h h any 

use/publish/put-up/reproduce my name, address, photo & de;a,ls of the "purpose" for which such assistance Is requested/granted, t rou~ bout it's 
d ' d' ting informa I0n a 

me ,um, including but not lim11ed to verbal, print. electronic for soilc1t1ng donations for KoshIka Foundation and/or ,ssemina f th .. urpose" 
act,v,t,es/ach,evements Such use of my photo & details ca,~ be made by Kosh1ka Foundation before or after my treatment or fulfilment O e p 

for wh,ch assistance Is be,ng requested d 

2) 1 (Appt,cant) further agree that any such use of my name address photo & details of the "purpose" for which such assistance is requeSted/grantcl ·
1 11 · ' ' th sIstance will rest so e Y 

wi not automat,cally entitle me for receiving or continuing the said assistance The decision for granting and/or continuing e as 

with the Trustees of Kosh1ka Foundation. and their decision is this regard w,11 be final and acceptable to me 
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
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AGREEMENT by HOSPITAL (~ ~ q;m) 

By affixing hereunder signature of our Authorised Signatory for recommending lh1s case/patient 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 lhe same patient/case. as we are 
requesting to get from Kosh1ka Foundation, to the extent that such assistance Is granted by Kosh1ka Foundation. tf the requested assistance Is not granted 
by Kosh1ka Foundation, In part or 1n full, then the Hospital reserves 11'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 Kosh,ka Foundation is only financial 1n 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 respons1bil1ty of the treatment & it's outcome & safety of the patient. and Kosh1ka Foundation w,tt have no rote or respons1bil1ty 
in the matter 
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Dear Mr Tandon 

Greetings from Dr. Shroff's Chari~ E~e Hospital! 

Please find belo\\ attached esrimare e'\penditure of i', Inst. Noor Noor- E/ I 124/0260 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Sumeries 

01 Shroff s 1.·1,.nty ~,,, Hosp1I ll 

Detn, " NOi\ NASH Accrr<l,t.d 

Name Mast Noor Noor Add ress/ Village Bhawanandanpur, 

Begusara1, Bihar-851127 

Phone: 

DEL-G-19-08-0756 

MR N Age/Sex 7 years 

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

date Unit 

EUA(Examination under 2000 I 

1 13 11 2024 Anesthesia) 

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 

:woo 

2000 
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