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BASIS for REQUESTING ASSISTANCE (Tick whichever is appllcable) 
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BPL Card 
EWS Cert1f1cate Ration Card 
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(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 
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DECLARATION by APPLICANT· ~ i:1U m<f"ll 'fl!; b t f my knowledge Any false statement will render my Application & ongoing asi,•ta 

F rm are True lo the es o 
"'.., " 

1) I hereby conr1rm lhal all details in lhis 
O h .. u ose' as stated ,n this Form. for which such '' 

liable for re1ect1on/cance11aI1on d f m Koshlka Foundation will be used only fort e p rp , a••••t, 
2) I I I I nee if receive ro 

~c, 

so emn y confirm that ass1s a , other source/employer/insurance company. ot u, 

was requested by me f lure avail of reimbursement, in part or in full, from any ~ a°"'""t 
3) I hereby confirm that I have not & will not ,n u · 

for ~h1ch this assistance 1s req~ested -;;im;rft q; m<I v;ii <Im 11 * q;r{ ~ v;ii ~ mw1 'l!l<ll ojJ1l1 t m ,fit -mT'!llT f.R«! <fil oll '1l!;\I\ -.,, 
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J) -il :!!ii: '1rnl1 t f<!;- fom mnmn t\i 'llll" _,,.,,1 "'1 •,~ "· °" 
AGREEMENT by APPLICANT ( ~ WT '6m) 

1 s ff mb Im ression on this Form. 1 (Applicant) hereby agree & authorise Kosh1ka Foundation and it's Trustees to 

) / a ix1ng my signature or thu P dd ss photo & details of the "purpose" for which such assistance is requested/granted, through any 

use publish/put-up/reproduce my name. a re · · F d t di d ssemmat
1
ng information about it's 

medium, including but not limited to verbal, pnnt, electronic, for sol1c1ting donations for Kosh1ka oun a i~n ~~ ~~e~tment or fulfilment of the "purpose" 

actIv1t1es/ach1evements Such use of my photo & details can be made by Kosh1ka Foundation before or a e Y 

for which assistance 1s being requested ., h h ssistance 
I
s requested/granted 

2) I {Applicant) further agree that any such use of my name, address, photo & details of the 'purpose . for wh1c sue a th . lance will rest sole,ly 

will not auIomat1cally entitle me for receiving or continuing the said assistance The decision for granting and/or continuing e assis 

with the Trustees of Kosh1ka Foundat,on. and their dec1sIon is this regard will be final and acceptable to me 

I) ~ >!'f:l 'I< 3TCR TI<lll\lt 'll 3'fTlil <!i1 wq <'1"11<1>{, Ti(~) al'!'it 'Rm 1'fi1 ~ <li«ll l v;il "~ 'liTmR 3TI-c ~ -;,;m:rr,:ij "<fi1 ~ <Rill i_ fq; -qu '11"1, 
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~'<6~111a:i>i:a<filmTR 
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AGREEMENT by HOSPITAL (~ WT '6m) 

By affixing hereunder. signature of our Authorised Signatory for recommending this case/patient for financial assistance from Kost11ka Foundation, we 

(Hosprtal) 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 pallenVcase, as we are 

requesting to get from Kosh1ka Foundation, to the extent that such assistance Is granted by Kosh1ka 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 patlenVcase from any other NGO or any other source 

2) The assistance from Kosh1ka Foundation Is only financial in nature The choice of the treatmenVprocedure advised/conducted by the Hospital on the 

patient, 1s based on the arrangement between the patient & the Hospital, and Is In no way influenced by Kosh1ka Foundation Hence, the Hospital will 

assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or respons1b11ity 

in the matter 
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q; ~ <fiT ~ t 3TI{ "<lilfmr ~" ~ Q V<nT{ <fiT <!iW ~ "ffl ti ~ ~ 11 wit q; m-.i ~~ ~ ~ o!R 1'fi1 mu~ wn ~ ~ 

cfi1 wit .3it{ "~" '-lft ~ 'F'f<!iT 'IT ~ ~ ft ii '1lft m,i\1 

Date of Surgery 

31T!ITTIHiT • 

,~\ '\11 

18-08-2024 

RECOMMENDED FOR ACCEPTENCE 

~<fi~mefa' nr ~IMA nt.~ " 
CHHAVI GUI' IA 

net Consultant. 
Jc d ocular Oncology Services 

Oculoplasty and Ocular oncolo es 
Director ~ 

Reg~ N,Q 100745 
(Name of Or. & Rf1i91'1:ll!i11~1fli,~11W'Ple 11,i•1i•a1 

6fi.R'{ i'.liT ,ft! tf '~ijt q ~. ,. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 

~r@II\TTI 

lcal Educat ent 
Dlr{'Nk%r ~,~\9'm19.fut¾~am of Authorised Signatory 

Dr. Shro1f's ChaR~~~plt\Rspital) 
,ft! q 11<( ~ m'1:ftliil ~ 

SIGNATURE of TRUSTEE 2 

~~2 



,~t!iffi/dSM&&m;i.rnr 

30'" November 2024 

Dear Mr Tandon 

Grrrtings from Dt·. Shrofrs Cl .. ·,-,. . E . 
t.lt i.., ' ye Hosp,tal! 

Please find below nttnchcd , · 
• • e:st 11nate Cll.penditurc of't,.itnst. Sutiynn- E/ t 124/0264 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Name 

@) 
D~ ~hrofl s Ch,111ty Ey,, Hosp,1,11 

ul ,1 ts Now NASH Atcmctttuo 

Mast Sufiyan Address/ Village Wajidpur,District 
Saharanpur,Uttar Pradesh-247001 

Phone: 

MRN 
SRE-C-23-04-0321 

Age/Sex 3 years 

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

EUA(Examination under 2000 I 
1 I 71111202-t Anesthesia) 

Total 

BestReg~ 

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 

2000 

2000 
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