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DECLARATION by APPLICANT: ~ ~ <lTqtJJ'f "11:l: 

1) I hereby confirm that all details In this Form are True to the best of my knowledge. Any false statement will render my P..pplor,at,on e. c.r hable for reJection/cancellation. 
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• nr l~h r.,
1

J- ., J) 1 hereby confirm that I have not & will not In future, avail of reimbursement, in part or in full, from any other source/employer/insuranCP. com'lar 
1 01 ,, ~ _, for which this assistance Is requested 

., -,,, 1) -4° m-qurr ~ { f.f;- ~ -ima;t1 it 'WI lJil lNT fcrcf{uJ -qtl ~ -<t ~ «<'I ~ 00 ll <ffe <i>l{ fcrcf{uJ 17.<1 ~ ~ Wl1 7;fl'l1 -g ,n -qi) ~ t-=, ~ ,, ~ ~ 2) ,tt ~~~mt "ffilqi) ~". ~ m ~-mt.~ o'f'IT11 om om <1>1 'fJ -<t fi;rq ~ ';iff!ll1!. -it n1 -inq ~ <rn 'T'll ♦, · 
3) -4' ~ ~ { f.f;- mi ffl'f<lT ~ ~ 1llYRl <1>1 ~ t. oR mt ,i;i 3Tifucn llT t!<MI mm f<fim 3A ~/<itqi ~ "l"' m m t ->ITT "ti ~ if 'flll 

AGREEMENT by APPLICANT ( ~ ~ <f;IJ{) 
1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika FoundatJon and it's Trustees to use/publish/put-up/reproduce my name. address, photo & details of the "purpose", for which such assistance is requested/granted, through any medium, mcludmg but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or d1ssem1natlng informatJon about It 5 act1vit1es/achievements. 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 is being requested 
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AGREEMENT by HOSPITAL (~ ~ <l>U{) 
By affixing 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 Koshika Foundation. If the requested assistance Is 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 Koshika Foundation Is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on lhe 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 Kosh1ka Foundation will have no role or respons1bil1ty in the matter. 
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Or. CHHAVI GUPTA ~ 
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Oculoplasty and ocular oncology services 
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Dear Mr Tandon 

Greetings from Dr SI · ,roff's Cl . 

(I) 
Dr Shroff' C D I s harity E. u h1 is Now NABH XC Hos~1t.i1 

ccred,ted 
Pl 

• 
,ant) Eye I lospital! 

ease find belo , w <lttached cstim·ll, . . ' c cx.pcnd,tur r B co aby. Nayra Slwrma- E/I224/0276 

- -Estimate Dr. Shrofrs ~~st ~f treatment 
Betinoblast~~t! ~ye Ho.spital urgenes 

Name 
Baby. Nayra Sharma 

Address/ Sector-63,Noida, Uttar 
pradesh 

Phone: 
DEL-G-21-06-0192 MRN 

Age/Sex 7 years Female 

-S. No. Treatment 
Items 

Cost per No. of unit Aprox. Cost 

date 

Unit 

1 2024-12-11 EUA (Examination under 2000 1 2000 
Anesthesia) 

/ Total 
2000 ~ 

Besty g 

I)r. Sima Das 

Director 

Oculoplasty and Ocular Oncology Services 

OR. SHROFF'S CHARITY EYE HOSPITAL 
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