
APPLICATION FORM FOR ASSISTANCE (Healthcare) K~hLka tHWH'II ~ ~ ~ (~~ti@) foundation 
APPLICATION No. : );; 

,, ')_, '-1 ) O?- 6 I I APPLICATION DATE . 'O l/ ,11~ Bu1ld1ng block of lne ~s'l1§!11 : -
~mm 

/2ii -NAME of APPLICANT . 

~MT RAQHA I/ 
AGE-YEARS ~ -<flf SEX@'! ~<!>l'il'l 

3 YE-A-RS (Y)ALG-
'-FATHER'S/SPOUSE'S NAME : 

'!>I J" f\/ ESH ( PATH~) 
1'«11~<1>1'il'l 

PRESENT RESIDENCE ADDRESS cfol!R ~ "llal '11Llll<....tl-- l<.1-rn I t..l~ I f-1 1<A I .IH'd c,Hr'\ H :rf-\Hf t..lVVI<-

~ 
JJ--n-A-f<. ()QA ff~< H - ',.Ju~ DD I ,, 

PERMANENT RESIDENCE ADDRESS . ~ 31fcITTlTll "'RI! 

OCCUPATION : 

L{\--g o u Rf-A t P-A TH 6-P-) I MARRIED(~) 1 u~~) 
~ 

TOTAL ANNUAL INCOME: 

A ,~o.~ lf-fiTH EP-) 1<:t;:~~f~ei ~q]fi!q;o,m 

PAN No. ~ (9@l ffl 
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes/ No <fll1 31l'l 3'm <Iii: ~ ! (;;ft l!f.<I "SJ oH "l1; ~ clil fuTR Wl11ll "ITT I "'m 

FAMILY DETAILS -qftql{ ~ 
Sr. No. Name of Family Member Age (Years} Gender Relation with Applicant ifillffl -qftql{ i m <!>] 'i1'l "31J (qq) @'I ~~W.W<N 1 ' lZ 17tJF.C:. H ·-1 -4- ll)RLI- J_:.a TH F-IJ .,!;2 Pn O ,T 14-

?, "" 
f- T-1{1~ L I- ,no l H F--U. 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 
mT<@1 i m w-m1 3'l1tm: 

BPL Card 
EWS Certificate Ration Card fAttach Card Copy) {Attach Certificate Copy) (Attach Copy) ~ Basts/Proof -rra-1ft ~ i ,,.-it Jl1'll111 "tf:! ~3lm<l'l,ll!l"l'l:l ~<lift 

~~W;<l (,ll!l"l 'la "'1 iWlT "l!fu 1IB"I <f;ll (,ll!l"l 'la 11,l "0T<ll ,ifu 1IB"I <f;ll (,ll!l"l 'la 1l,l iWl1 ,ifu 1IB"I <f;ll 

.. "PURPOSE" for REQUESTING ASSISTANCE: 
mT<@1 ~ fll;-q lJll mat <li1 ~: 

Sr. No. Medical Reports/Prescriptions Attached 
i!il!ffl mx@ffi~ -a ;;im q,'t 1J$ ~ ~ ffi 

f • 0 I fl..(, t. I nc I C. - lo<( ilNrH~l AC.. -rnmA , 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

~ ~ ~ t tcl, ~ 3R llmm M 3R m -a Wit~~? 
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED ifil!ffl ~ J;1,illl <fil 'i1'l ~~.rni«nmlt 

A t(J.. 
-
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30'" November 2024 

Dear Mr Tandon 

Greetings from Dr. Shroff's Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast. Raghav Kumar- E/1124/0261 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinob/astoma Surgeries 

Dr Shroffs Charity Eye Hospital 
Delhi is Now NASH Accred1Led 

Name Mast Raghav Kumar Address/ Village Bha1nsta kalan , 
ShahJahanpur, Uttar Pradesh -

Phone: 242001 

DEL-G-24-09-5504 
MRN Age/Sex 3 years 

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

EUA(Examination under 2000 I 
1 07/ 11 /2024 Anesthesia) 

2 07/ 11/2024 Chemotherapy 2500 I 

Total 

Best Rega~ 

Dr. Sima Das 

Director 

Oculoplasty and Ocular Oncology Services 

DR. SHROFF'S CHARITY EYE HOSPITAL 

5027 1 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 
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