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APPLICATION FORM F 
APPL ~P=-Hn ~ ,,.~ ASSISTANCE (Healthcare) 
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BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 

tm"lfcll<tfuilfiflftl3lltm: 

EWS Certificate 
(Attach Certificate Copy) 

3iR' ~ "ll1f 'Jlll1ll 'l":I 

(]l'q111! 'l":I 1lil iJl?!l '5ffil "fffi9 if;ll 

Ration Card 
(Attach Copy) 

~m 
('lflllVf,:r;i <I>'\ lJt1IT 'lffil~~I 

"PURPOSE" for REQUESTING ASSISTANCE. 
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DECLARATION by APPLICANT: ~ tm tmlVll . 
1) I her b fi '<r.!. 

liableef:r ~:~~!!:~~~=tta1ls in this Form are True to the best of my knowledge Any false statement will render my Application & ongoing ass1&1ance. ,, any 

~a~ sr~;:~~cob~: that ass,~~;nce, if received from Kosh1ka Foundation, will be used only for the 'purpose", as stated In this Form . for which such assistance 

f
3) I hereby confirm that I have not & will not inf t I f b t in part or in full from any other source/employerllnsurance company of the amou t 

or which this assistance is requested u ure, ava1 o reIm ursemen . , n 
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AGREEMENT by APPLICANT (~ °GTU q;m) 

1) By affixing my signature or thumb . . b ree & authorise Koshika Foundation and it's Trustees to 

/ 
1mpressIon on this Form I (Applicant) here Y ag . • t di t d th h 

use publish/put-up/reproduce m nam ' . • .. for which such assistance Is reques e gran e , roug any 

med,um, including but not lim1te~ to v \ a~dress, photo & details o_f t~e purpoten~ for Kosh1ka Foundation and/or disseminating informat,on about it's 

acllv1t1es/achievements. Such use of er ah, pnnt, electronic, for solic1t1ng dKonah_iko F undatIon before or after my treatment or fulfilment of the "purpose" 

for which ass·st 
I 

b . my P oto & details can be made by os I a o 
1 ance s eing requested 

2) I (Applicant) further agree that any · h h t & d t ·is of the "purpose" for which such assistance 1s requested/granted, 

sue use of my name address. p o o e a1 ' th 

will not automatically entitle me for . . . • . . Th d ·s·,on for granting and/or continuing e assistance will rest solely 

th th T . receiving or continuing the said assistance e ec1 

w, e ruS
tees of Koshika Foundation, and their decision is this regard will be final and acceptable to me 
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
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AGREEMENT by HOSPITAL (~ ~ <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 pat,enVcase, as we are 

requesting to get from Kosh1ka Foundation, to the extent that such assistance Is granted by Kosh1ka Foundation. If the requested assistance Is 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 no! avail any duplicate assistance for the same pallenVcase from any other NGO or any other source 

2) The assistance from Kosh1ka Foundation Is only financial in nature. The choice of the treatmenVprocedure advised/conducted by the Hospital on the 

patient. Is based on the arrangement between the patient & the Hosp1lal, and Is in no way influenced by Koshika Foundation. Hence, the Hospital will 

assume sole & complete respons1b11ity of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 

in the matter 
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RECOMMENDED FOR ACCEPTENCE 

~<fifull;~ 

Date of Surgery ~ 

~ cfi'I illfu§ Dr. CHHAVI GUPTA 

\ 11 
A ',unct Consultant, • 

(q \ ~ I) uloplasty an~Nlimedlibol!IW!tr.v with Stamp) 

11-04-2024 

Regd. l'Wc!iW~4ii! <1,mlm <I~- 1. 

0 INT RNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 

Director 

Oculoplasly and Ocular oncology services 
0
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31 ''' December 2024 

Dear M r Tandon 

Greetings from D SI , 
· r. lroff s Charity Eye Hospital! 

Pl ease find below ll' I d . 
a ac 1c cst11natc expenditure of Mast. Abhi Kumar- E/1224/0282 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr Shroffs Chanty Eye Hospital 

Delhi 1s Now NABH Accredited 

Name 
Mast. Abhi Kumar Address/ Sirsi , Gaharwar, Mirzapur, Uttar 

Pradesh-231001 

Phone: 

MR N 
DEL-G-24-01 -4579 

Age/Sex 1 year 

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 MRI 6500 1 

Total 

a~,~ 

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 

Male 

Aprox. Cost 

2000 

6500 

8500 

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


