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TOTAL ANNUAL INCOME : 

q~ I}-&\) (fA,HfR) 
(Attach Proof of Income) 

wi~awi (~ q;Jtfl~ m,r.t) 

PAN No. ~fflill"ffl 
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes/ No 
~ ~ 3W! ~ ~ i (~ llR" ~ ~ "tt1: ~ <f;T fu1R ffll ii / "'lit 

FAMILY DETAILS ~ fc!"!f{TJl 
Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 
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BASIS for REQUESTING ASSISTANCE (Tick whichever ls aP?licable) 
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DECLARATION by APPLICANT; ~ i;m m,;orr 'Q"I: f k ledge Any false statement will render my Appllcalton & ongoing assist 
1) I heret>y confirm that all detads tn lhts Form are True to the best o m} now anee. ,tan 

liable for reiect,on/cancellat,on II be used only for the ·purpose", as stated m lhts Form for which such 
2

) 1 solemnly confirm that assistance, 1f received from Kosh1ka Foundauon. " 1 
assistance 

was requested b) me b t tn part or tn lull from any other sourcelemployerftnsurance cornpany of th 

3
) 

1 
hereby confirm tnat I have not & will not tn future. avatl or re1m ursemen , ' · e amount 

lor ,~tiich this assistance 1s requested m!l i -qji:; ~ ~ Vq <j;l,R a:mrq 'qJ'Q1 o!@1 i m 1"u ~ f.m:;,, • 
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AGREEMENT by APPLICANT ( ~ b1U q;m) 

1
) By affixing my signature or thumb impression on this Fonn, 1 (Applicant) hereby agree~ authorise Kosh1ka Foundation and rt's Trustees to 

uselpubllshiput-up/reproduce my name, address. photo & details of the "purpose", for whrch such assdtstance tsd
1
reqduested/gratnted,fthrougth anyb . 

medium, including but not limited to verbal, pnnt, electronic, for solic1tIng donaltons for Koshrka Foun atron an or rssemrna rng tn orma ton : out 1t s. 
acttvrues/achievements Such use of my photo & details can be made by Koshtka Foundation before or after my treatment or fulfilment of the purpose 

for which assistance Is being requested 
2) 1 (Applicant) further agree that any such use of my name, address. photo & details of the "purpose", for which such assistance rs requestedfgranted, 

will not automatically entitle me for recervmg or continuing the said assistance . The decision for granting and/or continuing the assistance wrll rest solely 

with the Trustees of Kosh1ka Foundation, and their decision is this regard will be final and acceptable to me 
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"fflFfil" ~ ~ ~ 'i'f;T ~ 3ITdl{ am~ m, 
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
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AGREEMENT by HOSPITAL (~ ~ q;m) 

By affixing hereunder, signature of our Authorised Signatory for recommending thrs case/patient for financial assistance from Koshrka Foundatton, we 
(Hospital) hereby affirm & accept following 

1) that we neither are presenUy 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 rs granted by Koshika Foundation If the requested assistance rs not granted 
by Koshika Foundation, in part or in full, then the Hospital reserves rt's right to make up the shortfall from another NGO or any other source This 
confirmation essentially states that the Hospital will not avarl any duplicate assistance for the same patient/case from any other NGO or any other source 
2) The assistance from Koshrka Foundation is only financial tn nature. The choice of the treatment/procedure advised/conducted by the Hospital on the 
patient, rs based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshrka Foundation. Hence, the Hospital will 
assume sole & complete responsrbrlrty of the treatment & rt's outcome & safety of the patient, and Koshrka Foundation will have no role or responsrbrlrty 
,n the matter 
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Date of Surgery 
3lfmR ci,1. 

1'-\ '~ 1A-j 

11-04-2024 

RECOMMENDED FOR ACCEPTENCE 

~q;-fuil:~ 

Dr. CHHAVI GUPTA ~ 
Ac'junct COIIMIIIM, . l1f _,,?.. 

Jlop~~~ . ~ p) 
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FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 

~~~ I 

Oculoplasty and Ocular oncology services 
Director. Med1ca1 Educaoon Department 

(Name, DeslgnatioW&9$tamp of Authorised Signatory 
Dr C "' o'rl behAlfb,1ifospital) 

~ q 'tR ~ ~ ~ 

SIGNATURE of TRUSTEE 2 

~ ~ 2 



or. Shroff's Charity Eye Hospital 

• - - • - I • 

oear Mr. Tandon 

Greetings from Dr. ShrofPs Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast. Mohd Asjad- E/1224/0292 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Name Mast Mohd Address! Village Sadahnsir,Tehsil 

Dr Shroffs Charity Eye Hosp1t,il 
Delhi 1s Now NABH Accredited 

Asjad Deoband,saharanpur,Uttar Pradesh-247554 

Phone: 

SRE-C-24-05-
MRN 0754 Age!Sex 5 years 

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

1 2024-12-12 Genetic Test 20000 1 

Total 
. 

B,stY g 

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 

20000 

20000 
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