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G ':) I ' ')_ P'-1 8u1ld1ng bl0t,, of 111• 
~ fueft 

NAME of APPLICAN I 
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OCCUPATION: 
LABOUR~ ( r- (\ 11-1 f-R) / MARRIED (Fcrcim) / UNM~n~J 

~ 
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(Attach Proof of Income) 
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ARE YOU AN INCOME TAX ASSESS EE (Tick whichever Is applicable): Yes I No 
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FAMILY DETAILS -mcm ~ 
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"PURPOSE" for REQUESTING ASSISTANCE: 
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DECLARATION b 

1) I h y APPLICANT . . ~;;~~;--------------------------------
Ii ereoy confirm that a11 ~ ~ tlll!UTT 'f-.1-
able for reJection/ details in th, 

2) I solemnly 
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Cancellation s Form are True to th Application & ongoing assistance. 11 any was requeste con irm that ass1stanc e be5t of my knowledge Any false statement will re
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2) I (Applicant) further agree th iuested 
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t 

solely 1 
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AGREEMENT by HOSPITAL (~ ~ <l>{R) 

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 m 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 nght 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 1s only financial in nature The choice of the treatment/procedure advised/conducted by the Hospital on the patient, 1s based on the arrangement between the patient & the Hospital. and 1s in no way influenced by Kosh1ka Foundation Hence, the Hospital will assume sole & complete respons1b1hty of the treatment & it's outcome & safety of the patient, and Kosh1ka Foundation will have no role or respons1b1hty 1n the matter 
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RECOMMENDED FOR ACCEPTENCE 

Date of Surgery 
31TlITTR cfi't. 

oq) 12-\71 

18-08-2024 

q;- m ~ 

Dr. CHHAVI GUPTA 
A:tjunct Consultant, · 

OculoplastjliM!ecu1Qroli~ ~~b Stamp) 
ReQtliRlo~OIW.f'i~ <I Woi. ,. 

SIGNATURE of TRUSTEE 1 
~~SRI 

ail_<ILsE of KOSHI KA FOUNDATION 

Director 
Oculoplasty and Ocular oncology seNlces 

D1re~artte,<llll\i~llSl\lt-~Authorised Signatory 
Aegd . No. 8R:mi'1alf ~~~pltal) 

Dr Shrotl's~~~- 3lN<lilU 

SIGNATURE of TRUSTEE 2 
~~2 
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31" December 2024 

Dear Mr Tandon 

Greetings from Dr. Shroff's Cha •ty .E 
1 

. 
n ye losp1tal! 

Please find belo,\ attached estinnte e ct · 
c xpen iture of Baby Noo F . 

· r · at11n 

Estimate cost of treatment 
Dr. Shr_offs Charity Eye Hospital 

Retmobtastoma Surgeries 

Name 

a- E/ 1 ~ 224/0277 

(§) 
Dr Shrcff's Chant 
Delhi is Now N.A Y EyP. H.csp11.;31 

BH A.t. red1\eu 

\ 

Baby. Noor Fatima Address/ Sadar baz.ar,ColonelganJ,Uttar 
Pradesh-271502 

Phone: 

MRN 
DEL-C-21 -08-0089 

Age/Sex 4 years 

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

Unit 

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

Total 

Best¥ 
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 

2000 

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


