
APPLICATION FORM FOR ASSISTANCE 
(Healthcare) Klhika "fl~ ll{ffi' ¾ ~ ~ C~w'q@) 

foundation 
APPLICATION No. : 

;; I , 2 2 Y I a 2 8'"+ ~m!i!!T: f :;.:c;;oN DATE: OC, j I ~ ~ , Building blod< of JWo 

NAME of APPLICANT : 

~iiil"'!R HAST uULAftM 
AGE-YEARS ~-<ilf SEX @'I 

'2. y f-A-R..S MALE-
FATHER'S/SPOUSE'S NAME: M 
fi«rr~ 1ii1 "'IR O N 0 fv1 LJ 2-A fv1 t---1 I L { FATH& ' 

PRESENT RESIDENCE ADDRESS armr.J ~ 11i11 , 

I-Jf-1 Kl) I ,,, 
RA ~ I I< (2... r. t __, I IC A U ll I 12 I 1--1 A-0 -

I 
-.;;, _i::=i,'.)_-)\ . 

PERMANENT RESIDENCE ADDRESS : ~ 31Jq'fWlf 1ffil 

OCCUPATION : 
AUTO DQ\V E-R. l f-A 'ri E--1< I MARRIED (flfcnfffl) I UNM~~) 

~ 

TOTAL ANNUAL INCOME : 

I ' Lil/ chKl ( FATHE-P. J 
(Attach Proof of Income) 

~ffiq; 3Wi (31J?l'qjJ~ffi) 

PAN No. ~ "!§@I ml 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes/ No 

~ 3!f1l 3Wi <fi\ VclT t corr "ljp:J ~ ~ 1i{ m qjJ f.rm ~1 wt nit 
FAMILY DETAILS 1!R<m fcm11J 

Sr. No. Name of Famlly Member Age (Years) Gender Relallon with Applicant 

slilfffl w,m<!}~qjf";JR o1J (<N) @'I arnifi" -t l!l'l' ~ 

l Y\lfITR \ f'-1 1-'? r,, iVf M I L .,,_, n 
frV1 ' r-, I F L 111 rH-il 

L.. ntc..Wr-1 ii, I I< H llTI 1/\.l 22. F ½Al/·- '-, (1"1 H ~ 

71,vOA--r-. ,;z- V\ f I~ g :rvn, C.J) 

~ 

a u f'i d.!t< M 
c=:. ?!. Ml /.- y, 7FfJ } I- .a T l-1 1-P 

.-c._ I')....,. I I I" /.L I<'.' HAT onrJ . t:. -:,_ , ·, ..!vi ~11_ y( A-II I ( /401 H~ 

~ 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 

~ -t ffi fcRfir 3,TtJR 

BPL Card EWS Certificate Ration Card 

~ (Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 

"31l"fflqjf-g 
f 

lJUilT &T c!l" ~ J7l!fOT '!:J 3w'1 ffl cl'! Jllll1ll '!:I 3Fll'<!iW~ 

(Jllll1ll '!:I q;l ~ "lml liw-1 q;t, (JlllTTIT '!:f w mlll lITTI liw-1 ~1 (Jllll1ll '!:I q;l ml/I "lml ffi ~, 

"PURPOSE" for REQUESTING ASSISTANCE: 

~ Wg f.f;q 1fq w qjJ $: 

Sr. No. 
Medical Reports/Prescriptions Attached 

llilf~ 
~ ~ ;;im "ifiT lJt ~ ~ ~ 

1 , 01 /.1(,111\JCC.f _c, ~ or 11 Iii nl<../.14( TD f-1 fl 

,., - po ,, r F-1.J,, o ,_ - r-:, ./1 
-

" ,,, , iao1u, ' ' . 
' 

J ... ·~ 1' -,. . 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

/l-0--~~-it¾~ 3Fl' ~ fcl;m ~ ~ ~ ~ ~ m? 

Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

llilfffl 3Fl' ~ 1ii1 "'IR ffi lJt ~ mil 

AACI-



DECLARATION by APPLICANT- . ..,,.....,. _, 
n,.,.,,,, •"' 'l1TIVTI 'n• 

1 J I hereby confirm that all dct.i 1 
liable for reiechon/cancellai,;ns in this Form are Truo to the best of my krowledge Any false statement ,, U render my A;i;:,fica,,;n & O"',<r~ ass S'.aXP. 

2) I solemnly conf11T11 that assl 
was roqucstod by me ~tance ,f roce,ved from Koshlka F0t,ndabon 11 11 be used only for tt>e "pi.,rposc· as stated r lhls FcrTr f:x c.., s.- as< >'al"":': 

3) I hereby confirm that I hav t & 1 
for which this a" t (j ro w II not 1n future avail of reinbursem.,nt in part or 1n ful from arr/ otter sou•ce/employer s.raoce C(Y.l"pany of tte a'T)()f,T. 

.sis ance ,s requested • , • 

I) ~ m•fllll lf;«lf ( Ai" 'rl7 :lfA lj ~ lfll 'llft f,l<!{llf 1Tft 1IITT:Tit ii 'lff'!TT 7l'?1" ~ w.r i1 m ;,;rl fip.fTaJ 1/'q '.f.Tf-! WR WIT ?';l!J t ,,. ;J7'. ~ ""=' -¥; ? ="" -;, 

2; lit~ "'1 mr'«!I Tifu "<t,if~n,111iTo..:hr-i", u cit ~, m !, ~ ~ 7.lll ~ >ii t,! ,r. f;:rit f,qr -m-,n, .i !'?,.,,..,-.,, 'll'l" 'IJ'l1J ¼ 

JJ ~ ~ '-liTc!T ( fif. ftm ~ ~ '11'-g' ~<i,r 1j;J ,Jt t, o!! um lf;J ~ '11 ll"'li':! A f:Pi1 ~ 7.r.-.f.r.ir;w.;ir,,J ~ r :r c1 ~ti:{.,, r GT-::--; 

AGREEMENT by APPLICMIT ( ~ W. <P.R) 

1) ~y a:1x1~g my signature or thumb impression on this Form I (Applicant) hereby agreP. & authonse Kosh1ka Foundation and ts Tn.s ees , 

us~pu fish i~•up/reproduce my name, address, photo & de~ils of the •purpose· for ~,ch such assistance fs requested gran:ed L'lrou;;· a7 

met ,um. inc u u1g but not lim,ted to verbal, print, electronic for soltc1ting donabon~ for Kosh1ra Foundal,on and/or d1ssem naMg mforma:on aoo-J: • s 

ac 1v1t1es/ach1evements Such us f • 
.., . • ,. • 

f h h . · e O my photo & details can be made by Koshika Foundabon before or after my treatmert or fulfi ment ..,, ,~e ?'J ;;ose 

or w tc assistance 1s being requested 

2\; (Applicant) further agree that any such use of my name address photo & details of the "purpose• for wnich such ass stance s •e::.esteo gra":ec 

w\h nt~t atomatically enlltle me for receiving or continuing the said a~s1stance The decision for granti~ and/or conunu1ng the ass stance "' ·est 50 e Y 

wi e rustees of Koshika Foundation, and their decision 1s this regard will.be final and acceptable lo me 

I) 'fl! ~. in ~ 1'«11~ 'Ill ;wra lj;J Tm WTl'li{, if ( JWm;) >l'l"ft '!ll"'lfa 1j;J Jft? lP1!f ( '11;!1 •~ m'm! 3ITT ..ii :,;r,:ir?/i " 11"1 ~'to;~ a:=" { ~ 1::71 -::-::­

'ffll, ~ ~ ~ ~ 'fl! m if lltfim t, o!i ·~· ~ ~. m, 'lJ'q,ff/'ll 'tlR oW11 -it ¥1 ~ 1irt '3'<f.'lfani/ i ~ faf-cT <fl >1lIT ~ 

lt irorfu! ~ ~ ~ ~ ti itt m ~ ~ itt ~ ~ '1m 'II~ if llir-i i ~ ·~ 'lil3rn" lf "'lTzfT ~ t 

2J ~ r ~> 'fll ,mi lt 'Rflttl t ffi lffi 'IJll, "Iii!, -q;12i 3trt fcmvT -ill ffi '!lffloT i -zj?'iif-q m t ~ N<f: mT'l'!1 ;,:r ~ -:;ii = ~ ~ ll 

"<lilfmT" ~ ~ ~ <f;I f:!vf,:i .;w.i,i 3trt ~ WITI 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~<f':P<'lm'l!,W@<f;!Rffi 

AGREEMENT by HOSPITAL (~ ~ 'f;W) 

By affixing hereunder, signature o( our Authorised Signatory for recommending this casetpallent for financial assistance from i<osr Ka Foundation, M? 

(Hospital) hereby affirm & accept following: 

1) that we nerlher are presently nor will in future avail of financial assistance from another NGO or any other source, for the same pa' ent case as ·,\e are 

requesting lo get from Kosh1ka Foundation, to the extent that such assistance 1s granted by Kosh1ka Founda!Jon. If the requested assistance s not granted 

by Koshika Foundation, 1n part or in full, then the Hospital reserves it's nght to make up the shortfall from another NGO or any other source Th s 

confirmation essentially stales that the Hospital will not avail any duplicate assistance for the same pa!JenUcase from aoi other NGO or any other source 

2) The assistance from Koshika Foundabon 1s only financial in nature. The choice of the treatmenUprocedure advlsediconducted by the Hosp1ta on the 

patient. 1s based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundat1ol" Hence. tne Hosp tal w1 

assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundal on wijl have no role or respons 01 :y 

in the matter 

~ 3Titl'ljlf, TI<JMt lj;J JiR lt ~ ;ii •~ wm," lt Frni'I lm'l«II ~ futl;Jfrn ;ii ""1m t_ f.m '8"ll (TI'@@) f.r<:l Wf;IT ti llR ii ~ ~ t 

1 > ~ ffi, m 'lffit1l'I 3trt , " ~ if feftril lm'«fl f.!;m ¾ m>fi1it ~ 'II f.!;m 31":q m ,i o<l<I 'U'itl'!l'«'I if .m 'II ii 'fi' t. ~ fq;- rn -~ ~­

'ii ~ o<li:! <i; ~ if ·~ wm," ~ m ~ A. ti 'llf?i ·~ ~- ~ lml«ll fiRfil 3!ffi;,;;~ tg ~ m fif.'-!T ~ t ;1; ~ 

~ 3Fl ¾ m.;m ~ 'Ill f<l;m JR 'IR'lltA 1,1 lm'frll m 'ilil ~ '!Ff~ ram ti ~ ~ 'll l'l'< ~~tr.; ~ ~ m '311'1 lirft"'ifll't't tg r.;m 

-lt,:W<!iri1~7.IIF!im'3!"'1llltR'll,il~i 

2. ·~ ~ n ,I m lit 'flffii!I ~ !'-lfiril ~ lj;J ti 'U'it "If mlITT'I ~ ~ lit ~ 'II f<l,,r ~ ~ <f;I ~ 'U'it ~ ~ 

-,i: ;ft;j 'ilil fcl'!r!I t 3lR -~ ~- ~ f.!;m J1i!il1' 'ilil >iTt ~ 'ffl ti ~ fflim'I -q 'U'ft -,i: ~ ~ 31A iaR lj;J m'it ~ 'U'iT ~ ~ 

<I>'! -g\Tft 3lR "~" lj;J ~ "!fll'ilil 'II ~ 'fll 1111li'! if 'ffl 'ST'ft1 

Date of Surgery ~ifi)· 
!Y \1~ 

11-04-2024 

Dr. CHHAVI GUPTA 
AcfjuRCt Consultant 

Oculopl~XmAv.,,,_ .. 

RECOMMENDED FOR ACCEPTENCE 

~cf;~~ 

DAS 
Director 

01r-.Mtlli§Mm\ieM fhorised Signatory Oc~plasty and .Ocul~r on,,c!KT! 
Regd. No>'ll!J!9plf o ospttal) 

Or. Shrofflfflill ~ Wffib- ~ 
FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 

:imfl raw. l 

SIGNATURE of TRUSTEE 2 

~mim 2 



Or. Shroff's Charity Eye Hospital 

' ' S, I f9~ 

Dear Mr Tandon 

Greetings from Dr. Shrofrs Ch:trit) ~)l' Hospital! 

Dr Shroff s Chanfy Eye Hospital 

Delhi 1s Now NASH Acmid1led 

Plea~,' tind bdo\\ :ntad1cd estim:itc t'~penditurt' of !\last. Gulaam l\1ukajnkkir- E/1224/0287 

I Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Su131.eries 

Name Mast Gulaam Mukajakkrr Address/ Ward-10, Bank begusarai, Brhar-

851211 

Phone: 

DEL-G-22-12-6855 

MRN 
Age/Sex 2 years 

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

date 
Unit 

1 2024-12-14 EUA (Exam1nal1on under 2000 1 

Anesthesia) 

Total 

) 

.,,,Y 
Dr. Sima Das 

Director 

Oculop/astJ 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 

I 

ALWAR • SAHARANPUR e MEERUT e LAKH/MPUR KHER! • VRINDAVAN e KAROL BAGH (DELHI) e MODI NAGAR • RANIKHET 


