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~ ~ 3TI<f <n\ ~ "% (-ffl S5_;E (Tick whichever is applicable): Yes/ No 

"tlFll 1:1 1 "3tl "q"{ llm qjJ f.mR W!T4, ~ , m 
Sr. No. 

~~ 

\ 
J 

BPLCard 

Name of Family Member 
-qftqf{,t~q;r~ 

D f4 f)l-ftlV'II UT- V \ 
\ I T rl J 
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BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 
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EWS Certificate 
(Attach Card Copy) (Attach Certificate Copy) 
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"PURPOSE" for REQUESTING ASSISTANCE: 
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Medical Reports/Prescriptions Attached 

~ ~ ~ <1,1 ~ ~ ~ ~ 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 
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DECLARATION by APPLICANT· ~ 
1) I hereby confirm that all ·. ~ '1Tl!UiT "fl!: 

liable for re1ecti n/ details in this Form 

2) I solemnly confi~m cance1ta~ion. are True to the best of my knowled 

was requested by me that assistance, if received from ge. Any false statement will render m A 

3) I hereby confirm th. t I Kosh1ka Foundation, Will be us d ' y PPlication & ongomg assistance, if any, 

for which this . a have not & will not I e only for the purpose· ass 

) 

.$; .,..\._ assistance Is requested n future, avail of reimburseme t . ' lated m this Form. for which such assistance 

I 'I •uqv11 'if;Ull { ~ ~ ' n , in part or in full, from any others 

2) ~ i;m - 'lffi,;q lj ~ lTil '1"ft ~ llU ~ <Ii ource/employer/msurance company. of the amount 

-;;it~\lfu"~~ .. ~ 3J:!m{m<1v;<i.mt1~~~ · 
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1 l . 3R 'lllil~r-fillT <liUr-it l\ 1 m f.l<ll t am: " m ~ -q <'i:TI1 
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medium, including but not limited t · address, photo & details of the "purpos ~ f g & auth0nse Kosh1ka Foundation and it's Trustees to 

activities/achievements Such u 
O 

terbal, Pnnt, electronic, for soliciting donatl e ' t which such assistance is requested/granted, through any 

for which assistance is tie· se O my Photo & details can be made b K h.:ns or Koshika Foundation and/or disseminating information about it's 

2). I (Applicant) furth ing requested. Y os 
I a Foundation before or after my treatment or fulfilment of the 'purpose· 

II 
er agree that any su h 

w1 not automaticall entitl c use of my name address hoto & . 

with the Trust / . e me for receiving or continuing the .d ' P details of_ t~e "purpose", for which such assistance is requested/granted. 

ees ° Koshika Foundation, and their de . . . s~i assistance The dec1s1on for granting and/or continuing the assistance will rest solely 

I ) ~ 'll"l'1f 'R ~ lrn!I= .,.,_., c1s1on is this regard will be final and acceptable to me 
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~ cf;' ~ <IT 3l'l_a <lil mTR 

AGREEMENT by HOSPITAL (~ mu <!im) 

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 Koshika 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 fin_ancial in nature: The ch~ic_e of the tn:atment/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 Kosh1ka Foundation. Hence, the Hospital will 

ass um~ sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Kosh1ka Foundation will have no role or responsibility 

In the matter. 
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Date of Surgery 

3lJlITTR qi1 aRl& 

P-\n-\1 

11-04-2024 

RECOMMENDED FOR ACCEPTENCE 

~ qi° ~ ~ 

Dr. CHHAVI GUPTA 
k 11unct Consultant, , 

Jculoptasty and Ocu@r QnF,Q.loRy.Servlr,1,1'i: • 
(Nllf{Jt. ql~~~r.Y§ . No: wrnrStamp) 

Dr. Shroff!ffffaffly e<li <! mi. -;i, 

Director 

Oculop\a~ty and Ocul~r Oll~OIOOY ser-4\CeS 

Oirector)iill!JM>@IIUJ,a.ltionl&,Stlffll\S'\,f Authorised Signatory 

Regd. No OO~l1behalf of Hospital) 

Or. Shroll's Cli1l'Ht?-l~ ~~1-f<fio oW:mU 
' 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 

~ffl~ I 

SIGNATURE of TRUSTEE 2 

~ -rnreR 2 



r. Shroff•s Charitu "'· ... '-' - - ,l•-, ,,. :/• i ;{~~~ Canng for the .c • • • • ,; / , ' I ', ' ommun,ty since 1922 I I I\~ 
31 s1 

December 2024 

Dear Mr Tandon 

Greetinos fro 
to m Dr. Shroff's Cl . 

Pl 1arity E}c JI . ease find b 
I osp1tal! e ow attached . estimate I expenditure f B b . 0 a y. Sh1vangi - E/1 224/0280 

Estimate cost of treatment 
Dr. Shr_offs Charity Eye Hospital 

Retmoblastoma Surgeries 

Name 

Dr Shroff's Chanty E.ye Hospital 
Delhi 1s Now NABH Accred1te<1 

Baby Sh1vangI 
Address/ Village Padhan Ganya,M1rzapur,Uttar 

Pradesh-231001 
Phone: 

MRN DEL-G-24-12-2221 

Age/Sex 4 years 

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

Unit 
. 

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

Total 
\\ 

V Best Rega 

Or. Sima Oas 

Director 

OcuJoplasty 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 
ALWAR e SAHARANPUR e MEERUT • LAKHIMPUR KHER! e VRINDAVAN e KAROL 

Female 

Aprox. Cost 

2000 

2000 

e MODI NAGAR e RANIKHET 


