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APPLICATION No. 
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NAME of APPLICANT 
f-,1f)ST H fl Y A-N I< 

AGE-YEARS ~-lf!i I SEX @IT .. 
~<61'11"! I \/ E-A--1<. I (V) ft LE 
FATHER'S/SPOUSE'S NAME 

~ <61 'If'! PAVL S'HAI\JkM ((ATH~~ 
PRESENT RESIDENCE ADDRESS a1ttrr:! arnmtt!1 'l!lll ' 
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PERMANENT RESIDENCE ADDRESS • ~ ~ 'l!lll 

/ 

OCCUPATION ; PRIVflTE- JOB ( f: A TH t-P-) I MARRIED {~ )/ UN~{~ ) 
o!fcmm 

TOTAL ANNUAL INCOME · 

LLf4,~ (__ (ATHE--f<) (Attach Proof of Income) 

~qJm;3TI<l ( 3WI qi! ~ m;r.t) 

PAN No. ~ <filol ffl 

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

~ 3WI 3TI<l "iii'{ 1(@J t (oil ~ 'ITT ~ ~ -mt qi! f.!m Willi! -gi I ~ 

FAMILY DETAILS 'l!ftclR ~ 
Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 
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BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

~ <t ~ fcRfu ~ 

BPL Card EWS Certificate Ration Card ny Other 
(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 
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"PURPOSE" for REQUESTING ASSISTANCE: 

~tu~'lf!)fcRmcfil~: 

Sr. No. Medical Reports/Prescriptions Attached 
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ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES le-~~"tq<ii1t 3A~ fcr;m a:R~~~~-gy? 

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



DECLARATION by APPLICANT ~ i:m 'Elt<fUIT "q;f; 

T h b 
t r my knowledge Any false statement will render my Application & ongoing ass,s\ance 1 

1 l I hereby confirm !hat all details in this Form are rue to t e es o 
' a,,, 

liable for re1ect1on/cancellalion II 
b sed only for the "purpose". as stated In this Form, for which such ass,sta,,c., 

2J I solemnly confirm that assistance ,f received from Kosh1ka Foundation, wI e u 

was requested by me rt r n f II from any other source/employerhnsurance company of the amount 

3) 1 hereby confirm that I have not & will not In future, avail of re,mbursement, in pa O ' u • 

for which th,s assistance ,s requested 
. 1lTm -;;i@l ! m -qtt mT!«II ful<l -,ti 'ill ~ ih 
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AGREEMENT by APPLICANT ( ~ ~ <Im() 

K h1ka Foundation and it's Trustees to 

1) By aff,x,ng my s,gnature or thumb ImpressIon on this Form, I (Applicant) hereby agree & authorise os t d through any 

use:publishlput-up reproduce my name. address photo & details of the "purpose", for which such assistance ,s requeSted/gran e 'f at on about it's 

med,um. including but not l1m,ted to verbal, print. electronic, for solic1tmg donations for Kosh1ka Foundation and/or disseminatt~
1

I
:;~~or'the "purpose" 

actIv It,es/ach,evements Such use of my photo & details can be made by Kosh1ka Foundation before or after my treatment or u 

for which ass,stance ,s be,ng requested 
. t d/ t d 

2) I (Applicant) further agree that any such use of my name address photo & details of the "purpose", for which such assistance IS reques e gran e
1 

•
1 

will not automat,cally entitle me for receiving or contInu,ng the said a~s1stance The decision for granting and/or contmumg the assistance will reS
t so e Y 

w,th the Trustees of Kosh1ka Foundat,on. and their decision is this regard will be Imai and acceptable to me 

I)~ 1<'!;I 'l'< .,.""A~~ 111 W1'3 qi1 ffl'l ~.if(~) 3T'Rt 'ffil"CI@ ~ ~ ~ '( 'Q;q "<f>'lfu<lil ~ 3itl ~ ~ "q;) ~ "q;«IJ \ f.l:; ml "IT'il, 
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~ <I½ ~ 111 ~ <Iii f.mr-r 

AGREEMENT by HOSPITAL (~ i;m ~) 

By affix,ng hereunder. s,gnature of our Authorised Signatory for recommending this case/pat,ent for financial assistance from Kosh1ka 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 pat1enUcase, 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, m 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 not avail any duplicate assistance for the same pat1enUcase from any other NGO or any other source 

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

patient, Is based on the arrangement between the patient & the Hospital. and Is m 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 Kosh1ka Foundation will have no role or respons1b1lIty 

m the matter 
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Date of Surgery 

3lfmR i!i1 • 

01 ,~, 

Or. CHHAVI GUPTA 
Al'junct Consultant. 

Oculo~ and m, co 

Dr. Shr-W,fo 

RECOMMENDED FOR ACCEPTENCE 

~<fi~~ 

% 
Se o.w1 p) 

·:s,mi, "'!. 

Director 

oculwilasty iw~_9cular oncology services 

Oiri!t,SP.'"'~ 9M\Sll\l~ePlf)t~llthorised Signatory 

' Regd. N~OI\U$llllf of Hospital) 

Or. Shro!fflfflll'iV ~~ 3TilfcliTU 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

18-08-2024 

SIGNATURE of TRUSTEE 1 

~ 6IB!aR I 

SIGNATURE of TRUSTEE 2 

~raa.T{ 2 



or. Shroff's Charity Eye Hospital 

::~,. , ... ~.:~:;; Caring for the community smco 1922 

,, '/·1 ,,\ ......... 
1' ~1 1111', ~ 
/1'11•'~ 

11 11 ~ 1 ~ December 2024 

Dear Mr Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast. Myank- E/1224/0293 

Estimate cost of treatment 
Dr. Shrofrs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr Shrotr s Chanly Eyo Ho~p,lal 
Dolh, IS Now NABH Accreo11od 

Name Mast. Myank Address/ Nalanda,Bihar-801301 

Phone: 

DEL-C-23-10-2889 

MRN Age/Sex 1 year 

S. No. Treatment Items Cost per 

date Unit 

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

Total 

" 

Best 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 

No. of 

unit 

1 

Male 

Aprox. 

Cost 

2000 

2000 
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