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1 I L...() I ( F-f\ TH E:-R) 
(Attach Proof ot Income) 

'fir:1~3W:i e-&o (3W:i <liT m'P-f ~) 

PAN No. ~ l3@I m:i1U 
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): 

<Pl! ~ 3!Tl:i <!i1'. ~ i (,n 'llR &! ot! 1:1\ 'fffi <liT mrr'I Wlml 

Yes/ No 

'81 I 'ffi 
FAMILY DETAILS 1ITT<IT{ ~ 

Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 

11,l!~ 1lITTR cfi .m:zn c!il "fTl! o1J ('1.fCi) ft:i'l 3lT<Rlli -it ~ ~ 
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BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 
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BPLCard EWS Certificate Ration Card 

(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) ~er 
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"PURPOSE" for REQUESTING ASSISTANCE: 
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Sr.No. 
Medical Reports/Prescriptions Attached 
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O£: CLARATION by APPLICANT. ~ ~ ~ "': . . 

f I I tement will render my ApphcatiOn & ongoing asS1stance 11 a 1) I hero by e,'Onfl11n lhol all dolalls In this Form are True to the best of my knowledge Any a se s a • ny, 
hublu for mJuchon/cancellal1on • • as stated in this Form. for which such assistance 

2) 1 ~olomnly confirm that assI&tance. If received from Kosh1ke FoundaUon, will be used only for the purpose · 

was roquw,t1>d by me lh a/employer/insurance company of the amount 
J) I herntJy confirm that I have not & will not m future, avaII of re,mbursemenl, m part or In full, from any o er sourc 
for which th,•, assistance Is requu~ted 

t) ~ 'lt'l1III ,f;«ll { fii; Tl! lITT'-'I ll fi;>i Tfll ll'" ~ 'l!it ~ ;i ~ ~ 11,'.1 ~ !1 ~ qi!{ ~ 11<1 '1liYf'I 3ltm '1'Pll ;;i@J t <II i/ir ~ fu"<I qi) ;;it ;r,i;'iit !1 
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1J ~ 'ff'-! 11,,:in { r;; fu'l i:il!T'«ll t.i '1W 111•rn q;l Tit t. oJ:1 mv 1f;T 3ITilllli 'Ill wi;i;i m:m flITTft ~ ~fiitlll iliiir-fi lt 1 m fR'm i am:" ti 'lf1lr,q 'II ~
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AGREEMENT by APPLICANT ( ~ ~ q;ip:) 

1) By aff,xing my signature or thumb ImpressIon on this Form, I (Applicant) hereby agree & authorise Kosh1ka Foundahon and it's TruSlees to 
use/publish/put-up/reproduce my name, address. photo & details of the "purpose', for which such assistance is requested/granted, thr0 ugh any . , 
mcd,um, including but not llm,ted to verbal, print, electronic, for sollc,tmg donations for Koshika Foundation and/or dissem1natmg information ~bout its, 
ac11v111cslach1evemenls Such uso of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the purpose 
for which assistance Is bemg requested 

2) 1 (Applicant) further agree that any such use of my name, address, photo & details of the ·purpose•, for which such assistance is requested/granted, 
will not automatically cntllle me for receiving or continuing tho said assistance The decision for granting and/or continuing the assistance will rest solely 
w,th the Trustees or Kosh,ka Foundation, and their decision Is this regard will be final and acceptable to me 

I) lJ:I V'l:I 'R 3l'!'l '8l<ITIITT 'Ill 3l'rra 11,'t lJl1I Wflll;t, ~ ( ~) 3l'!'ft t!8"llfir <f,'t ~ l!i«IT { ~ "llilftr,m ~ oft{ wi; ~ " '1fir ~ lfi<ilT { f<I; 1RT '!r'!, 

t@l, '!i)it m>: .i1 ~ '$'{! V'l:I if ~'«It. olt "ililfu,m" 1l?l1l "'ITT'il. ~. 'l!lTf-lll'lll ¢~~~~.ii! am oWf.J.rllf q; IB'll f<l;m <it mm:~ 

li 'll'mfiif lfi'r-1 ~ ~ ~ t, itt im '!;T ~ ittrmit,m:1 '111111'( ~ 'llit't ii;~ "~"m"m" 'II~~ ti 
1) 1' (~) l'{!i!lll~~{fli"Wm, '«IT,~ am~~Rilml@l<fi~~11ffefl!t~m: llffl'l!l'f;T~'lit<l"l@TI ~~if 
-~ .. ~ m ""l1fu,:if 'f;T f:!ufil 3iftrq am qJt2Jlj;JlJ lT'llt 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~<i;mrm'lllat11,3<n1f.mr-r 

AGREEMENT by HOSPITAL (TI'!lfffi m'U ,i;m) 

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 following. 
1) that we ne,ther 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 lo gel from Kosh1ka Foundation, to the extent that such assistance Is granted by Kosh1ka Foundation. If the requested ass,stance Is not granted 
by Koshika Foundation, rn 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 ass,slance from Kosh1ka Foundation Is only financial In nature. The choice of the treatment/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 Foundallon. Hence, the Hospital will 
assume sole & complete respons1b11Jty of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or respons1b1hty 
m the matter 
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Dale of Surgery 

~i!ilffl 

11-04-2024 

RECOMMENDED FOR ACCEPTENCE 

~qi"~~ 

D CHH Director ~ 
r. DAS 

r. • AV/ GUPTA culoplasry and Ocular oncplo 

Oculoplas A Jtmct Consultant, . -· Director. (flattulir~eliioo~~ l!Sa."1Wnt Authorised Signatory 
~Afllar.llna,cOy~,ftct,h, Stamp) Aegd No 002gp b~~f~\l\iospltal) 
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~~2 



,, 
or. Shroff's Charity Eye Hospital 

_ _ . :.~::::; Carmg for the community smce 1922 

✓ ~, ,,, ,r:,~~._._. 
,,./ ,,,,, \~ 

I Ill\ 
31 ' December 2024 

Dear Mr Tandon 

Greetings from Dr. Shroff's Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast. Atif Atif- E/1224/0285 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinob/astoma Surgeries 

(f) 
0~ Shroffs Chanty Eye Hosp,tal 

elh1 is Now NABH Accrod1tod 

Name Mast Atlf Atif Address/ Na, Abad1,Aligarh, Uttar pradesh-

202001 

Phone: 

DEL-G-20-12-0495 
MRN Age/Sex 7 years 

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

date Unit 

1 2024-12-20 EUA (Examinat1on under 2000 1 

Anesthesia) 

Total 
) 

i 
Best Regar 

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 

2000 
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