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APPLICATION FORM FOR ASSISTANCE (Healthcare) K~ h.Lka 

APPLICATION No. : 
~ij l ,qm ~ ~ ~ (~W~) foundation 

~ ~ : E- I \ L "2.-'-' I O ')__ i- s I ~Cf~lON DATE: cPt \ I L' ~IL---8-u,l_d,n_;__g b_1oc1<_0f_hfe __ -"1 NAME of APPLICANT. .,,,,..._., m<-11 

~ <Iii ~ . ~ A '?::> 'I D \ p T I AGE-YEARS ~-c!'f SEX fwT 
FATHER'S/SPOUSE'S NAME . () ~ y ffi-{<S, .PE:-NAL£ 
mi~ qil ~ . H A R I N D E-R ( F-AT \-1 f-P.) 

H I\! · i _ PRESENT RESIDENCE ADDRESS c$!R 3llcITTIT<l "t@1 ,:._,i:
1
·t n 1 ().. - -~J,,.(_ _ \J..\\--lAt>.ICf f-<VUl-< 1 

-PERMANENT RESIDENCE ADDRESS : ~ 3ll<ITTWl "t@1 

OCCUPATION : Lt\ t 
=ANNUAL INCOME : O l) R c--R, ( F--f\ I\-\ c-P _) 

I MARRIED(~) / UN~~) 

PAN No. ~lsilol~ 

(Attach Proof of Income) 
(awi<lil~.@T.f) 

:E ~u AN INCOME IAX 1ssESSEE fTick whichever is applicable}: 
3!T!i ~ ~ I! ( "11 l!f;.; 61 ~ ~ ml <Iii f.mR wrr41 

Yes/ No 

"ITT I "'ffl1 

Sr. No. 

ilili~ 

3 
d.. 

BPL Card 

Name of Family Member 
-qftqR q;-~qil"'lllf 

H -A (<. \ f\1 I) F-R 
A-fl.. \ TA I_\ 

f YU<:H 
f \~A '<..A 1nu H 1 I 

FAMILY DETAILS llft<m ~ 
Age (Years) Gen_der 
oil" (qTf) IB7l 

BASIS for REQUESTING ASSISTANCE fTlck whichever Is applicable) 
tfITT<@l -t ft,q fl:l";,fu W-lR 

EWS Certificate 

Relation with Applicant 
~<li°m'liW<m 

P.. Q (\ ,1--1 r:-~ 
n Q -A---fu . fYM V [ H f-R 

(Attach Card Copy) (Attach Certificate Copy) 
awqm,; q,f"Sfllllll i:{;! 

("lll11'11 'I:! <li1 >Jr!!T ,rfu m'fT'I °<rll 

Ration Card 
(Attach Copy) 

~<!iii 

A er 
asis/Proof -irom~"t~Wlf'11lf;[ 

(VtlJ1!! i:r,i "11 fflllJ 'lITTI ~ °<rll 

Sr. No. 

sfii:[~ 

("Sfllllll 'I:! "11 mill 'lITTI ~ °<rll 

"PURPOSE" for REQUESTING ASSISTANCE: 

tfITT<@l ~ ~ Tflt w <Iii ~ : 

Medical Reports/Prescriptions Attached 
~ ~ ~ qiT ~ ~ ~ .@9 

~~~ 

I • 
) 

DI f-\l--itJ(J C,\ iJ 
Vf2. n I F-i n I /.I r- ~ 

~ (-.' r.:.. \ I ill.\ n!~ l A \. Tn f\-1 .f-\-.__, 

Sr. No. 

Ifill~ 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES /1 LL--
~ ~ "t ttI. ~ ar,:q ~ fc!;m ar,:q ~ ~ ~ l'r:11 61? I V(T 

NAME of OTHER SOURCE 
3F!t'-llifc!il"'lllf 

AMOUNT of ASSISTANCE BEING AVAILED 
"ffi ~ ~ um 



Ot.CLARAT10N b 

111 hereb, co ~ YAPPLICANT ~~;-mi,;;--;~~;:-:::-----------------------------
1,ab1e for n irrn that an dcta I "n· 

'..'} I SO!emn1~"~~t~onJca11ce11at1o'nS ,nth,~ Form are Trl10 to the bost or rny knowledge Any fJlsc statcn1cnt will render my Application & ongoing a:;sl;tanc~ " " ' 

1 .. as requc. 1rm that ass 
1 

~) 11 Sled bv rne is ance 1f received from k. h r th .. purpose· as stated,,., this Form. for which such ;;•,•,,stJc« 

,, 
1
ereby confirm th os 1ke Found;it,on, will llo used only or O • 

for 11 >i,ch tti,s ass,stana~ I have not S. will not in future av I r r II r om any other source/employcr/msurancc company. of tho dmoun1 

I ) il ~ e 
1
s requesled • a, o reunbursernunl, 1n part or 111 u , r ' 

~ > ~ -. -.:. ~ f.i; ~ ~ li f<it TTll ~fr ~ ,.,. 'a1r.=..A --' . .~ ....,,, ~il 1 ""'°{Ul 11<1 'f;'tr-1 3H~ wn ";if@! t ot ,m mwiot W7<I ~ '"1 m.,i\ ~ 1 

. ~·" "II ""'""' 'Urn "~ '1<1 - .. '"'Ill ·~ 3f:I<ll{ mll 1{q $I ~, .,,, .... ,.... . -

: l il ~ ~ { fl!; F;;rn ~ "..:m.lm", ~ oil ;;ii <ti! t '3t.'lil ~>i)lJ '3"lft *<'l q,) 'l,f<l ii: fwi mr -:;rr,l,,r,"" ~ ,,m,-.-1 _if,;~ ~ti __ j,_ ~~if "1m, 

0

u ~ imt,r ~ ~ t, m, 'Ufu 'l!iT ~"" lfT ~ ft-mr fil;m 3Pl lllil/R~r.ti:n <ntif'ft <1 " m 101• ◄ 1 t -><1< " , ._ .. 

l l By affixing mv s AGREEMENT by APPLICANT ( ~ ~ <iiw.) 

L • ignature or thumb 
F d t1 n and l's Trustees to 

ise PUbl!sh.'put-up/reprod irnpress1on on this Form I (Applicant) hereby agree & authorise Koshika oun a a , h 

meaium, includmg but no uce my name, address, photo & cteia11s of the • ur ose", for which such assistance is requested/granted throug any , 

act1\ it1es/ach1evements. ~~1~~1led to verbal, print, electronic, for solic1ling ~o~auons for Koshika Foundation and/or d1sseminatt~11nfor~at~: ~~:~~~~:. 
for which assistance is be use of i11y Photo & details can be made by Kosh1ka Foundation before or after my treatment or u , men o 

2) I (Applicant) further a ing requested 

11•111 not automatically en~~i°e that any such use of my name. address, photo & details of the "purpose", for which such assistance ,s requested/grante!1 

11·1th the Trustees of K h. e me for receiving or cont1nu1ng the said assistance Tho decision for granting and/or continumg the assistance will rest so y 

OS 1ka Foundat' I t 

1) ion, and lhe1r dec1s1on is this regard will be final and acceptab e o me 

'«TT~~ 'Qr~~ <lT ~ '1f,'f lJf1! ~. 1l (~) 3l'Rt m'lfu' <i>'t ffe 1ml ( l{lf ''fflfll;l lfiTmR ;m'{ ~ ~ '' <liT ~ <f.«11 { fq; iro 'll'l, 

' ' ;;n ~ ~ '!llf:f 1l. t, ~ 11
~" = ~ ""' ~fill >'Trt ~ 'R ~ ~lm 3lT{ ~ 'fi ft.rll f.!;m tj\ ~ l'!l>;Zfll 

<l ~ ~ ~ ~ ."1...,,..,,, f Y' ~ ' "''• '\."' O'\'\'" 

:?) ~ -"""I" I~~ <fiT ~-qt~~ 'Im ll1 on,;~ 1fi{'I ,t ~ 11 1filfuim ,mm" ?f ~ 3'!f~ fl . ,. 

,.~~) ~ <Ira 'R ~ {fl!;~ ,Ttf, 'lo!, ~ 31t{ fcr<ro,r "'1 fi.;- ,m,«ll 'fi ajrin 'R il!Mr t m't t<l'ff: ~ <fiT ~ 'ffi <R@II ~ W<l!I ?! 

~ ~ ~ <liT full. ~ ;m, illomu m, 

~CANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

" """" ~ ""' ., - E f\. ---~ ( r o..thm J 

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

(Hospital) hereby affirm & accept followmg: 

1) that we neither are presently nor w,11 m future avail of financial assistance from another NGO or any other source, for the same pat1enUcase as we are 

requesting to get from Koshika Foundation, to the extent that such assistance 1s granted by Kosh1ka Foundation. If the requested assistance 1s not granted 

by Kosh1ka Foundation, 1n 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 pat1enUcase from any other NGO or any other source 

2) The assistance from Kosh1ka Foundation 1s only financial 111 nature The choice of the treatmenUprocedure advised/conducted by the Hospital on the 

patient, is based on the arrangement between the patient & the Hospital. and 1s in no way influenced by Koshika Foundation . Hence, the Hospital will 

assume sole & complete respons1b1hty of the treatment & 11's outcome & safety of the patient, and Kosh1ka Foundation will have no role or respons1b1lity 

AGREEMENT by HOSPITAL (~ ~ <!im:) 

in the matter. 

m ~. rnreu ,.;ram~ l:JTI@/U'fr "'1 
11

~ ~" ~ flmrll ~ tu fuq;Jfu-r <i>'t ;;i1<il t. ~ ~ c~> A"'!~~ ~ " ~ ffl ti 

I ) 'll'S' fil; 'I 111 cffi'lT'! ;m'{ 'I 'ITT ~ 1l ~ t!fflm f.!;m 'T{ mll»U ~ lfT f.!;m 3R' l<l1il ~ o!i<! wit/l!Tlffi it 'l't't 'IT ~ lt t, -h't fl!; rn 11 <1i1fml ~" 

.t ~ '3lfij <t 'W<i!I 'Ii II~ ~II b1'U ~ ~ fi.,- it 'Ill?; II~ ~II~ mTl«li ~ 3'1imci;m,rn ~~'Im mi ;;J@l t m 3W@TR 

mn 3Fl ~ ~ ~ <lT mit 3A wmtR ~ mTl«lT &.I <lil 3IN<li1{ WfeJll W<l1 ti ~ ~ ,f ~ ~ "'1<11 t f;.;- 3Wlcl@ ~ ~ '3<R! wlt/l!Tlffi tg mrr 
~ mq;ro ~ <IT mit ~WR~ 'Im ~I 

2. 
11

~ ~II ~ ffl ~ ~ 'ficffi fclfir?l ~<'! 'q;l ti wit 'r( TI"JilR'f ~ ~ ~ ~ <lT fll;7) ~ ~ <fiT 'flTq wit ~ ~ 

'fi ./t'il <fiT ~ t ;m'{ "<li1fml ~II ~ f.!;m V<fiT{ <fiT "'1f ~ 1lt ti ~ ffio@ 1l wit * ~ wen 3lR ulR 'q;l tlffi ~ wit ~ ~ 

-,.;r M Jm u ~" qft "'1f ~ <lT f.;rrlrott 'ff! 1!T'@ if 'ffl mfl 

Date of Surgery 

.3ifimr, iliT. 

P\ \11 

11-04-2024 

RECOMMENDED FOR ACCEPTENCE 

~,tffill~ 

Or. CHHAVI GUPTA ·~ 
A:tiunct Consultant, 1/ 

Oculoplasty and Ocular Ollc.Qto_gy Service 
5

- · ) 
(NDOlP. Ro~09~sgn. ffo, Wt! tamp 

Or. Shroff'Tiffifl,ly ~ ~ cf '{Fil, ,. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~~, 

Director 

Oculoplasty and Ocular oncology services 

Director, Medical Education Department 

(Name,~gl)OtioGe&t>tamp of Authorised Signatory 

Dr Shrofl's Char it>Jl!QeltiUSof\Jllospital) 

,ll1' cf 1R ~ 3Titl<l[il Wf<liJU 

31RIITTi ~ ~ 

SIGNATURE of TRUSTEE 2 

~~2 



Dear Mr Tandon 

Greetings from D S 
r. hrofPs Charity Eye Hospital! 

Please find below . . 
attached estimate expenditure of Baby. Dipti Oipti- E/1224'0275 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Name 
Baby. Dipti Dipt1 Address/ H no B-S34,Jahangirpuri ,Delh1 

110033 

Phone: 

DEL-G-23-01-2026 MRN 
Age/Sex 4 years 

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

1 2024-12-12 EUA (Examination under 2000 1 
Anesthesia) 

Total . / 

Bes~ 

Dr. Sima Das 

Director 

Oculoplasty and Ocular Oncology Services 

DR. SHROFF'$ CHARITY EYE HOSPITAL 
5027, Kedar Nath Road DaryaganJ, New Delht-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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