
APPLICATION FORM FOR ASSISTANCE 
(Healthcare) 

K~hika fit51"-lctl "ITT!._ ~ ~ 
( ~~~ ) 

foundati o n APPLICATION No EI t 2-2~ I 02.i'y 31T<R"f~ · =C~ON DATE 
09 I 2-\ Ll.f Building block of iih, 

NAME of APPLICANT . 

BAr6l/ DEv I K-.A-
I AGE-YEARS 3ll1j- "f<f SEX ft:M 

~<f;l"fm . 
los 'fcfrPS FfrnRU 

1 FATHER'S/SPOUSE'S NAME · 

\°)A RVfE:--N \<(<_ Cf ATHffi) Nffi~ <f;l 'l'T'1 

PRESENT RESIDENCE ADDRESS 1'f1ltrR ~ 't@l ' 

1-fM D r::r A . -\- I A ~ UV\ l"-1 f\ Ci fr{). C:A R. II }I-IKA I) \ 
I I 

1'.:l.1 on I ~--J 
PERMANENT RESIDENCE ADDRESS : ~ 31Tcmitl! 't@l ~ 

-
-OCCUPATION : 

~OP-\< E-P._ C F-A TH t-R '\ I MARRIED (~) I u •~D(~} ~ 

TOTAL ANNUAL INCOME : , 
(Attach Proof of Income) 

"1R clWh; 3IT!l' 96 / BihJ ( firr H C--P.. \ ( 3ITll <lil m&<i tlw-i) 

PAN No. ~ '&Till ffl 
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes I No 
~ 3'.!fq 3ITll ~ ~ i (;;/t l:JP:I 'ITT o{i ~ ~ <lil ffl1R ~I 'ITT!~ 

FAMILY DETAILS 11'ftm fcmuJ 
Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 

ililltf&ll 11'ftm ct ~ <lil ~ '311 (qq) @71 3WK<fi~'ffi?.i~ 

I. VK H l l Ff-t\t \< R ::z Q lY'lA/ F- PI-\ 1H H<. 
) . ",.j 'I 0 I C.... A-(\ I /-\ (. 9 ~ r:-t'nA I t= / " In I H 1-k' 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

~ ct m f<Rft! 3ll"-1T{ 

BPL Card EWS Certificate Ration Card Any Other 
(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 

~ ffln§lli~'lfllTIJI~ 3rt"! ~ r.rf 1fllltll '1'll ffl<RlTffl 
3Fl'~ ~ 

(JrC!T'11 "'1 <ITI ffl<l1 'IITTl morr:i "if.Tl (JrC!T'11 '1'll ,ti ffl<l1 'SITT! lR'lr.f li>tl (1,l1llUI '111 q/1 mqr 'SITT! m,r.i ll>tl 

"PURPOSE" for REQUESTING ASSISTANCE: 

~~f,r;-qlfq~cfil~: 

Sr No Medical Reports/Prescriptions Attached 

il,'l l'f&.11 3W«IR'!~ ti oJ1it <!ft ~ ~ ti'fi tlw-{ 

l fl I ill u r'l.l fJ <:. I },., - I-< ( fl t\.l r\ l"'::1 I A, o ,~t-fl--
7 VI< G C{-:tJ/Jf::!. F: f· Ull ( H~(' (Jrr.Jf TH rt= , I , ,, 

' 
(.fl, 

-
I ' l t-"" ~• 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES AE--~ ~ i Jll. ~ ~ ~ f.pft 3B! m ~ IB?:11 Tfqt m1 
Sr No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

ili""tl~ ~ffi1f;l"f]"q ~ ~ ~ ~ 

I\ At-



DECLARATION by APPLICANT ~ i;m '6!T'lUl1 "1'-1: 

11 I hereby confirm that all details 1n this Form are True to the best of my knowledge Any false statement will render 1ny Appl1cat,on & on liable for re1ect1on/cancellat1on 
going assistance 11 an 2) I solemnly confirm that assistance 1f received from Kosh1ka Foundation will be used only for the "purpose" , as stated in this Form for whi h Y was requested by me 

c such assistance 3) I hereby confirm that I have not & will not m future , avail of reimbursement, in part or 1n full , from any other source/employer/insurance compan of for which this assistance 1s requested 
Y 

th
e amount I) ~ ~ ij;'«rf { fq; ;l'! ~ "It fe.'11 ~ ll~ fcfcr{uJ ~ ~ ;j; 3ljm{ ~ v;ci lleft t1 'lfi:: ~ f6rcTTuT ~ q;m 3TT«'< ,w;n -;;j@J t oT ~ ~ ful<\ ~ "11 2) -qt~ ;;j\ mT<li'IT 1lfu "~ ~", ~ ffi .JI ffi t, ~ "3"'11-W! olft ~ "'7 "!ftl q; fi;f1! f'"'11 ;;iflll]T, ;;j\ TT-!~ if ''1'!] Tf<l1 %1 ~ t i 

3) -q ~ <f,{<11 { fq; f,;ra ~ tu ~ "llT'<t-fT q;'j Tf{ t, oll 'Ufu q;J 3TIW<n 1lT "Wli<'f ftro'I A 3PI 'W<l/~refrr:n q;.q;rr lt 1 o1 @tlT i am 'I "t\ ~ -q <T111 

AGREEMENT by APPLICANT ( ~ i;m cfi'ffi) 
1) By atf1x1ng my signature or thumb impression on this Form, 1 (Applicant) hereby agree & authorise Kosh1ka Foundation and it's Trustees to use/publish/put-up/reproduce my name address. photo & details of the "purpose", for which such assistance 1s requested/granted, through any medium. including but not l1m1ted to verbal, print. electronic, for soliciting donations for Kosh1ka Foundation and/or d1ssem1nat1ng information about 1t s act1v1t1es/ach,evements Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose" for which assistance 1s being requested 

2) I (Applicant) further agree that any such use of my name. address, photo & details of the "purpose" . for which such assistance 1s requested/granted . will not automatically entitle me for receiving or continuing the said assistance The decision for granting and/or continuing the assistance will rest solely wi th the Trustees of Kosh1ka Foundation, and their decision 1s this regard wrll be final and acceptable to me 
I) TT! ,;m 1l1'. 3l'1R ~ 1lT a:iTf3 <!,'t <ITT~. -q (~) ffl m:,:rfu "'7 ~ ~ { v;ci ••~ ,m'tm ail"{~ -;im,itm "q;'r ~ ~ { fq; -qu 1Ttl, 

'Im, <liTll am o11 fcro!roT ni """ ij ~ t. ~ .. ~., ~ ~- ey;!. "!!T<1'1111lT ¢ ~ il "¥1 lJfafufwii am ~.fill <ii IB'l flnm "" "llllR lTiv:rtl 
~~~<ii~~ ti -qt 'lr'l,f qi! T<ro'Ul llt ~<ii~ 1lT 'a!f<; -q ~<ii~"~~" 7f ""lTm ~ ti 
2) ii(~)~ 'if@~~ { fol; -qu ~,'@!,~ail"{ fcmuT ;;j\ fq; ~ ;j; ~ ~ mf?.IB i ~ l<!o: ~ q;J ~ "!'ITT <f'f@ll ~ ~1'1 t'j 
"~" ~ ~ ~ q;r ~ 3'ITTltf ail"{ olltlf<l;ffi "ITT'11 I 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
~<ii~m~q;rf.mA' 

AGREEMENT by HOSPITAL (~ ~ cfi'ffi) 
By aff1x1ng hereunder signature of our Authorised Signatory for recommending this case/patient for financial assistance from Kosh1ka Foundation, we (Hosp1tal) 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 1s granted by Kosh1ka Foundation. If the requested assistance 1s 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 patient/case from any other NGO or any other source 2) The assrstance from Kosh1ka Foundation is only financial 1n nature The choice of the treatment/procedure advised/conducted by the Hospital on the patten!, 1s based on the arrangement between the patient & the Hospital. and 1s 1n no way rnnuenced by Kosh1ka Foundation . Hence. the Hospital will assume sole & complete respons1b1lity of the treatment & it's outcome & safety of the patient, and Kosh1ka Foundation will have no rote or respons1b1l1ty 1n the matter 

(.lll1 ~' ITT<l!&ffi i'fiT 3l11'. ~ l!T'R'!f®t i'fiT "~ ~" ~ fcmrq ~ tu~ q;'j ;;rnfi t_ f;;m lfl'! (~) R'1 ~ ~ 1lRl 7f ~ <l>«l 'ti 
1 ) ~ f,.f; 1 cfr crcftiR ail"{ :; it ~ if fl:mrll ~ flfim m: ~ <'Wlll'I 'IT A 3Fl 'P.'lrn ~ o<RT -urft/l!Jlli'I if .t'i m ~ ~ t, ~ f'-fi t\'lR "~ ~" ~ ft:rq;rwi,fq;mr '3<@ -t w:;.1c1 if "~ ~" i;m ~ tu % i 1 'lfi:: "~ ~" ~ ~ ~ 311Tffii'~ tu ~ "!'ITT fon1lT -;;f@I t m ~ fonm 3P-i m mcfilU ~ m fonm 3P-i ~ ~ ~ &-r qi'J ~ ~ TI'lRt1 ti ni ~if~~ -;;i@I t fol; m:t!oR'I ~ ~ o<RT -urfif"lTilt'I ~ fonm m: m<fiTU ~ m fonm aFI mtc.r-1 ~ "!'ITT Wll!WTTI 
··~ ~·· i 'ffi ~ ~ ~ fl:mrll WliIB i'fiT 'ti wit -qi:~~,;\ Tft ll<'IW 1lT fln!f lfll ~ qi'J ~ -urft v:ci ~ ~ .ft,;i i!,1 fcffP-1 i ail"{ .. ~ ~" i;m f<fim 'S1<!iR qi'J ~ ~ 1ITT t 1 ~ ~ ij wrr -t ~ ~l\ll am ~ ulR <l>'t mu ~ -d"rft v:<i ~ 

i'fiT 'ITT1ft ~ "ffl]<fil" ~ ~ ~ 'lfT ~ ~ l!fl@ if "!'ITT ~ I 

RECOMMENDED FOR ACCEPTENCE 
<'q~<fj~~ 

Date of surgery Dr. CHHAVI GUPTA 
3lTlITTR "11 cfTU& A •1unc1 Consultant, -V.-: 

\ 1 
Oculoptasty and Ocular Oncology serv s · · \ q , ')fal ~OQdnM&ffll01!48egn. No. with Stamp) , - I Dr. Shroff's ~~ c1 mt. 1. 

Director 
Oculoplasty and Ocular oncology services 
Director, Med\lial Educ;ition OJ!partmeot 

\Nam'hdo~liol.~ Stamp of Authorised Signatory 
Dr. Shroff•s CharitfMl\\wp1t,t1ospltal) 

1fllq11<,~~3lf~ 

FOR INTERNAL USE of KOSHIKA FOUNDATION 31R!ITTi M ~ 

8-08-2024 

SIGNATURE of TRUSTEE 1 
~~IITT'.I 

SIGNATURE of TRUSTEE 2 
~ mlITT'. 2 



Or. Shroff's Charity Eye Hospital 

Dear Mr Tandon 

Gt-eetino~ from D Sh ff' 
.,., r. ro s Charity Eye Hospital! 

Please find beh)\\ :mac! d , . 
ie e:,tunate e,penditure of Baby. Devika- E/1224/0274 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinobfastoma Surgeries 

Dr Shroffs Chanty Eye Hosp,ta1 

Delhi ,s Now NABH Accredited 

Name Baby Devika Address! H no. FCA-716, S GM nagar, 

Faridabad-121001 

Phone: 

DEL-G-24-10-1245 
MRN AgefSex 5 years 

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

date Unit 

1 2024-12-19 EUA (Examination under 2000 1 

Anesthesia) 

2 2024-12-19 Chemotherapy 2500 1 

3 2024-12-12 Genetic Test 6500 1 

Total . 

B,stR:Y/ 
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 

Female 

Aprox. Cost 

2000 

2500 

6500 

11000 

ALWAR • SAHARANPUR e MEERUT • LAKHIMPUR KHERI • VRINDAVAN e KAROL BAGH (DELHI) e MODI NAGAR • RANIKHET 


