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OCCUPATION: p I rl :\ 

~ v u1v1 b Y n 

PAN No. ~ Will m§1U 

(Att,1ch Proof of lnt"Ollhl) 

(3lW <1i1 ~ m1r.i) 

ARE YOU AN INCOME TAX ASSESSEE (Tick "-hichr1 er Is applicablt): 

~ ~ 3W. <Ii< ~ f (~ llRl ~ ~ 'l\ lW, ~ ffiTH ffl l 

Yo, I No 

li / ~ 

Sr. No. 
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BPL Card 

(Attach Card Copy) 
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Sr. No. 

ifilT'ITT§ql 

FAMILY DETAILS -qf'tm: f~ 

Name of Famll) Member 

qi1 'fill 

Age (Years) 

'3"11 l qtf) 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 

~ct~f<RfaaTim{ 

EWS Certificate 
(Attach Certificate Copy) 

~3!1'Q'lf'li'51'11l"11'1:1 

l VtlT"l '!:I q;t iJl'll 'llfif .iw-1 <lit1 

Ration Card 
(Attach Copy) 
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"PURPOSE" for REQUESTING ASSISTANCE: 

mr«n~~~fcfrcfi'ifil~: 

Medical Reports/Prescriptions Attached 

~ ~ ~ ~ ~ ~ ~ ~ 

R.-lolion with Applicanl 

3l ~ ~1 w-ill 
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AnyOthr~ 

O~of 

~~~ 

Sr. No. 

ifill ffl 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

~ $ q} tq_ ~ 3R -mTtlol fci;m 3R ~ ~ retlT 1Tm '8\? 

NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 
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l 



DECLARATION by APPLICANT. ~ "Gm ~ 'la: 
1) I hereby confirm that all deta,ls In this Form are True to the best of fT'Y kno1\1edge Any false statement •1,111 render my Appncation & or.go, 

!table for reiecbon/cancellation 

rig "~r 
2) I solemnly confim1 that assistance, ! received from Kosh1ka FoundatIor- v.,11 be used only for the ·purpose" as stated in tlus Fom, for W°'llch 
was requested by me 
3) I hereby confirm that I have not & ,...,11 not In future avail of •eImbu~serient, ,,. part or I' fl.II 'rom any other source!employer/ins.irance co~ 
for which this assistance Is requested 
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2) -.tt~.it~'llfTI"fflm~". ~ <'IT ;;ii W. t, ~ ~"31ft-ro<I <lft'lfa..: fuil fll;tlJ ~. ~'flt~ if 'llU lllllf 3) ~ ~ 1fiU!I { ~ r.m lm'l«ll tu~~"" 11'{ t. '3'R m'TI 1li1 3l1firq; 'Ill 1!<li'('I m fq;m :;r,:q •~:'1'll ~'It~ m ~tam :rt:~ il ~ 

AGREEMENT by APPLICANT ( ~ ~ <li"U{) 1) By affixing my signature or thumb ImpressIon on this Form, I (Applicant) hereby agree & authorise KoshIka Foundabon and it's Ttt;stees to 
use/publish/put-up/reproduce my name. address. photo & details of the "purpose·, for which such assistance Is requested/granted thr01.,gh any 
medium, including but not limited to verbal, print. electronic, for soliciting donations for Kosh1ka Foundat,on and/or d1ssemmat1ng mformaoon about ,t's 
actIv1t1es/achievements. Such use of my photo & details can be made by Kosh1ka Foundation before or after my treatment or fulfilment of the ·purpose• 

for which assistance Is being requested 
2) I (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 entitle me for receiving or continuing the said assistance The decision for granllng and/or continuing the assistance v. II rest solely 
with the Trustees of Kosh1ka Foundation, and their decision is this regard will be final and acceptable to me. I)~ ~"R ~~1<131'rra<!,'\'lft'l 'l'l'Tm, ~ (3llm;) ffl -mimr<!,'tlfi<~{v:li"~'limm ~-mt~ "q;t 3lfl.~'lfi\l!l{~~ "l'I, 
'lol, -q;T2} 3l\t .it ~ ~ '!1'1:1 'il ~ t. ~ "fflm" ~ ""llm, Vol ~ ~ ~ 'U ¥1 ~ :AA ~ 'qi' fuil mfr ,ft '!l1JR ~ 'U 'rnlful '!ffi 7(; ~ ~ ti 1lt 'Im lf;l ~ 1lt ~ 7(; 'Ire 'If( ~ 1l '!ffi 7(; ~ "fflm 'lilml'I" ?{ :,imt ~ t, 2) ~ (~) ~ 'ii1il °U ~ ( ~ 'ilU 'l[q, 'lol, 'Q;Ta 3frl: ~.it~ ,mirai ,i; ajflllit 'l1Tftlil t ~ l<rn: llffl'll! q;J ~ ,rt q,ffif!l fQ ,il<N ~ -~ .. ~ -mt ~ q;J f,,,flt 31f<t'q 3l\t ~ WTII 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : ~.t-mJ?;R'lfl3Pj_a11i1f.mR 

AGREEMENT by HOSPITAL (TI'«ll8 :TU 'i'fi'U'{) By affixing hereunder. signature of our Authorised Signatory for recommending this case/patient for finanetal assistance from Kosh,ka 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 is granted by Koshika Foundation. If the requested assistance Is not granted 

by Kosh1ka Foundation, m 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 o:her so1;rce \ 

2) The assistance from Kosh1ka Foundation Is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hosp,ta on the 

patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hosp·tal wTit 

assume sole & complete responsibility of the treatment & 11's outcome & safety of the patient, and Kosh1ke Foundation v.111 have no role or respons1bd1ty 
m the matter. 
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Date of Surgery 
3l'firtm <lit cmra 

01 \ 11<-J 

25-11-2023 

RECOMMENDED FOR ACCEPTENCE 
~q;-~~ 

Or. CHHAVI GUPTA 

Ocu,o 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~~ I 

0\1'Ct0f 
OculoplaStY and Ocular one, 
D(W. •••*iStamp of Authorised Signatory 

RfOd. ~9.ffialf of Hospital) 
Or Shr(\\fif~~- ~ ~ 

SIGNATURE of TRUSTEE 2 
~mm2 
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/II \ 1~ December 2024 

Dear Mr Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast. Mast lshan- E/ 1224/0290 

-
Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Name Mast Mast lshan Address/ 173,Pocket-11,Janta flats, Sector-

A6, Narela-110040 

Phone: 

DEL-G-23-04-1259 

MRN Age/Sex 4 years 

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

date Unit 

1 2024-12-01 EUA (Examination under 2000 1 

Anesthesia) 

Total 

" 

~✓ BestReg,V 
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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