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DECLARATION by APPLICANT· ~ • 
, he'-eby confirm th . ~ 'Elt'l1'lJ "If:!: Appilcat1on & ongoing assistance ~ ""Y 

.able for re.ecoon1C: acelll d,eta1ls in this Form are True to the best of my knowledge Any false statement will render my h t 
21 1 sol nl · n ation. th Form for which sue ass1s ance em Y confirm that ass1sta If • • as stated m is · ,.,-as reques,ed by me. nee, received from Kosh1ka Foundation, will be used only for the purpose · _ n of the amount 3J I hereby confirm tha I m toyer/insurance compa y. 'or"' -uch tn sass,.. t have not & will not in future, avatl of reimbursement in part or in full, from any other source/e p .. .,,, • 
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AGREEMENT by APPLICANT ( ~ ~ ~) 
11 By affixmg my sig t d t and it's Trustees to use. ubl, na ure or thumb impression on this Form, 1 (Applicant) hereby agree & authorise Kosh1ka Foun a ion through any 
medp Shiput--up/reproduce my name, address, photo & details of the 'purpose• for which such assistance is requeSted/granted , ation about it's 
act,;-~m·/":uding but not limited to verbal, pnnt, electronic, for soliciting donation~ for Koshika Foundation and/or disseminatt~:nfor~ofthe "purpose" 
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1 
es a ievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or u I men ,or which assistance is being requested 

2) I (Applicant) further agree that any s~ch use of my name address photo & details of the "purpose•. for which such assistance is requested/gratntelde,ly •,v1 not automatically entiUe f - . ' ' t · the assistance will res so . me or receiving or continuing the said assistance. The decision for granting and/or con mumg 111th th
e Trustees of Koshika Foundation. and their decision is this regard will be final and acceptable to me 
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
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AGREEMENT by HOSPITAL (TI"l<IIB ~ <!,{R) 

By affixmg hereunder, signature of our Authorised Signatory for recommending this 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 the same patient/case, as we are 
requesting to get from Kosh1ka Foundation, to the extent that such assistance is granted by Kosh1ka Foundation. If the requested assistance 1s not granted 
by Koshika 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 patient/case from any other NGO or any other source 
2) The assistance from Kosh1ka 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 responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 
rn the matter 
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Date of Surgery 
3ifqm,plf, • 

oci li~'4 

11-04-2024 

RECOMMENDED FOR ACCEPTENCE 

~ ct ~~ 

Dr. CHHAVI GUPTA ~ Oculoplasty and Ocular oncology services 
Director, Medical Education Department A:fjunct Consultan~ V 

Ocufoplasty and Oculal ~Y Servic.es 7-" 
(• MJDt-Ol7'!JJ"· No. with tamp) 

Dr. St!'OtfU!Jaffly'ljlf lf <i ffer. ,. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 
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(Nam&p~-\. Stw of Authorised Signatory 
Dr. Shroll's Charity&f~-'bTHospital) 
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oear Mr Tandon 

Dr Shrc,ff s Charity Ey~ He,• 
Delhi IS No11 NABH .: •Prtal 

~,tred•led 

Greetings from Dr. Shroff's Charity Eye Hospital! 

Please find below attached estimate expenditure of Bab} . Baby Jikra- E/1 224/0272 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Name Baby. Baby Jikra Address/ Village Ganeshpur,Dlstrict 

Sirathu,Uttar pradesh-212217 

Phone: 

DEL-G-23-03-8296 

MR N Age/Sex 4 years 

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

date Unit 

1 2024-12-09 EUA(Examination under 2000 1 

Anesthesia) 

Total 

Bestv 
Dr. Sima Das 

Director 

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 

Female 

Aprox. Cost 

2000 

2000 
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