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APPLICATION FORM FOR ASSISTANCE (Healthcare) K~htka 
~~I ~('IT ¾ ~ ~ (~~) foundation 

APPLICATION No 

~ 11 ')_'2.Lf I .ci:oN DATE : tJ I ) I 2--} 1,_1 
Bv1fd1ng block of Ide 

~~: .. jO)C,L/ 
NAME of APPLICANT . f-1 AGE-YEARS 31Tg-1f!t SEXft-rrT I 
~<nl'!fl! FIST PR) 'I A-N~H U 

1 vc-A-RS f--tfll[ 
FATHER'S/SPOUSE'S NAME : 

fi«rr~ <nl '!fl! ~J,-1 F< I \< R IS ~ifrN C ,{-(1 TH E-R; 
~ 

\J / J I ~I/ 
1 

f- PRESENT RESIDENCE ADDRESS cffll1'R 3lJcif, mi l@T \ 
f..L e.,_I H I (< I? I I I"'> H ~I I<' I LI rf t I'.!. FZf.'..I 

1 
\L, A--i\, ,- c ,T ;- fH< v r.z A- n r \-f . A ('1,;:\.. I ~ '-?, -, 

PERMANENT RESIDENCE ADDRESS : ~ 3wm!Tll' l@T 

=ATION: LA-BOU f< F-R, BRIC.I<. L f) v, IV 4 c ,:11-n-1 E-R 1 MARRIED {~) , UNr {~) 

TOTAL ANNUAL INCOME : { f fl H f-R/) (Attach Proof of l~come) 
~ qtfifq; aw ➔ , .. _~CJ 19--B-V T <~ 1fil ~ lR'JT.f) 

PANNo. ~lll@Tffl J ✓ 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is appllcable): Yes I No 

q<jl 3TI1t aw ➔ "ifi1: ~ i <-;;ir 1l'R m ~ lit m1 qi'! fuTR ~1 wi / :m 
FAMILY DETAILS 'tlft;cm ~ 

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

ililf~ 'tlft;cm "16 ~ qi'! '!fl! "3'lJ ('i:flf) IB'l ~~m~ 
I 

~ 1--/ le' I I< f< l c_· 1--1 rr-rv '-',.,? (Ylf.}IF f lliHF-R. 

~ I JI/ I I~ IJF 1/ l ~h f-'F-mr-! I I=' .JYJ/1 T H c..K 

7., µ R V fl "-..JC. 1-1 I ow ,_ F---M ,'I I F=- s,<:r~ 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 

~<S~mIB3'11tm: 

BPL Card EWS Certificate Ration Card 

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

TTfFir nm i ':ftil 'l1'lT"I lf:I oR"! 3!l'l "71 Jl'IIIVl '1':I ol!fflffl 
3Fl~~ 

/'1'!1'1[ ~ '!i;f lWII Wd 1F:'f"! ~I (Jl'IIIVl'1':1"'1m'lllffilm'JT'llli11 (Jl'IIIVl '1':I ~ lJllll lffil lffir.i lli11 

"PURPOSE" for REQUESTING ASSISTANCE: 

m1?lffl ~ f.f;q TFI ~ <fil ~: 

Sr. No. 
Medical Reports/Proscriptions Attnched 

lfil!Tf&-11 ~ ~ ~ ~ 71$ ~ lr,ft ~ 

I {) f J-i w I\ I ('J<:., I .C, 
. rx.. r I J..J (l/-!, I J 1..: f1 /...I fl 

' 
g y1U1rrf1U/l t - C--IJA 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES ,t~ 
~ ~ -et 4 1fiTt 3Pl ~ Q JR~~ ~ '1ml -gl? 

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

;,Jil!"ffig!lf a:pf'{':ln,ifil"fl'lf ~ 'fl( ~ -00 

/1'..Jr 
I 



DECLARATION by APPLICAN .. 

1) I hereby confirm th T. ~ "CRT~ 'l'l!: nt will render my Application & ongoing assistance. rt 
liabl f al all details th. d Any false state me • 

2) I so1::~1yreJectfi1on/cance11a~on in is Form are True to tho best or my knowle ge • • as stated in this Form, for which such ass1stan 
con irm that a . I for the purpose , ee 

was requested by me. ssiS!ance, If received from Kosh1ka Foundation, will be used on y . 
1 3) I hereby confirm th other source/employer/Insurance company, o the amount 

for h h h at I have not & rt or In full from any w IC I 1s assistance 
I Will not In future, avail of reimbursement, in pa ' 

I) ~ mtlUn ~ ( % s requested . <li?.l1 ~ -qJ7.IJ ;;r@J % cit -4u mw:@l fu«I "'1 "'1 mt<i\ l1 

2) -qt~ .JT ~ : .. ~ l! ~ lf!l ~,ft~ l!"ft ~ <t 3Wlf( m'l ~ m'\ ti 1lR ~ = ~. ol1 qi'! °lITT"tf if ,ro Tflll i1 . • 

3) it"~~ t % f;;m ~ ~ ... "ij .it of! Th'I t. ~ Till]T1 ~ mii "'"' 'If<! <t rn?) -imr~/<ftt!T cfillr-ft lt, m m1<1 t ~, tt -qFc;-ai-i ~1 

~Wi!~m¢11<1>1~t ~\lfulliJJlifuo;<ll"fl<li<'l~fli;tltaA 
' -'-=" q;m) 

AGREEMENT by APPLICANT ( ->t1«c,«> J;RT 
1) By aff1x1ng my signature , uthorise Kosh1ka Foundation and it's Trustees to 
use/publish/put-up/re rod or 

th
umb impression on this Form, I (Appllca~t) herebt agree~ a uch assistance Is requested/granted, through any . , 

medium including b i uce my name, address, photo & details or the purpose , for which s F d lion and/or disseminating information about 11 s 
activitie~/achievem u t no~ limited lo verbal, print, electronic, for sollcItIng donations for Koshlka foun a after my treatment or fulfilment of the "purpose" 
for which a · t e~ s. uch use of my photo & details can be made by Koshika Foundation be ore or 

ss1s ance Is being requ t d d 
2) I (Applicant) further a r es e · . • ose• for which such assistance is requested/grante , 
will not automaticall g ee that any such use of my name, address, photo & details of_ the purp r' and/or continuing the assistance will rest solely 
with th T Y entitle me for receiving or continuing the said assistance. The decision for gran mg 

e rustees of Kosh1ka Foundation, and their decision Is this regard will be final and acceptable to me. . 

l) ~ ;r<r,f 'R 3?1R mTJITT: llT 3l'Ta <!>1 "01'1 ~ ~ ( ~) 3llfit ~ 1!t'I ~ <li«IT ( ~ "~ ~ ~ ~ ~ 
0 

<ii1 ~ <fffi!I { fq; '1U "'lflf, 

'«IT, 1m) ~'"' f<mur ~ ;r<r,f .j ~ t, ~-... ~""!RU, -ey;J, "l!RRl/'11 ~ ~-« ~ TJffffclf>.rqf am:~ q; full 1%.ft 'TT "lrnR mtzf'f 

<I~ "'livl "'I½~~ ti -qt "!l'l'l! lliJ ~-qt~ "lfi" 'Ire "<IT 111'( l! <lwl "I.If~"~ 'lilom" "1.1 ""lmt 31-flfl!i<J tt . . 
2

) ~ (~) ~"iffil<!~(%,ro'!ltl, '«fl, '!iM ~WcRUT./tf.l;"-mJlffll<t~~'!llfefuf~l«<l: ~<iiT~"'ltl "iRliUI ~W<N"I! 

"~" ~ ~ ~ q;J f.!ulti 3l@l! ~ ~ mfl 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~q;~"!!TWl_3q;Jf.mR 

AGREEMENT by HOSPITAL (~ i;:m q;m:) 

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Kosh1ka Foundation, we 
(Hospital) hereby affirm & accept following: 
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same pat1enUcase, as we are 
requesting to get from Koshika Foundation, to the extent that such assistance 1s granted by Kosh1ka Foundation. If the requested assistance Is not granted 
by Koshika Foundation, in part or m 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 pal1enUcase from any other NGO or any other source 
2) The assistance from Kosh1ka Foundation 1s only financial in 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 in no way influenced by Koshika Foundation. Hence, the Hospital will 
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Kosh1ka Foundation will have no role or respons1b11ity 
in the matter. 

~ ~' ~~ <1,1 3m: "Q' l!JlffifU'it ij;l "ililfmT ~" "Q' fcmrq m1'@1 tu fu<i;ifuT <1,1 .nm t. f.m ~ (~) R'-1 ~ ~ ~ q ~ <!,«I ti 
1) 7.f6' 1%, m ~ ~" tt \lfirar-q~ffl"T'@l %dti\i:m'iITfim>!!'1"!!1%m 3R'"-ITTl-«o'l<lwitf'lllffl-qw)"!jJ~ ~t. ~%rn "~~" 
.t ~ o<1<1 q; W<ttl" if "~ ~" mi ~ ~ f.l;- ti llR "~ ~" mi llm'llT rcRfi! 31'im<liffi<!IB tu~ "'!ti ~ ~ t it ~ 
1%.ft 31"'-I -ft{ ml!i1it ~ "!11 1%lft 3R' ~ lt ffl"T'@1 "ff'I if;! an~ • nm ti TR ~ -q t'l1'i! ~ ~ t f.l;- ~ ~ ~ o<1<1 witf'lllffl lll 1%.ft 
-ft{ mq;rft ~ "!111%lft 3A lll'-R lt m ~1 

2. "~ ~" ~ l'i\ ~ mNITT ~ ~ "!l<fi@ ifiT t, wit 111: ffioTR mi 1(t TJl lR'm" "!11 f<t;-q lf!l ~ <liT ~ wit ll,<i ffl<llol 

q; .fl.l q;J fcNq t ~ -~ ~ .. mi %dt 1l<fiT{ if;! ~ ~ m t, ~ ~ -q wit <t ~ ~ ~ 3lR ";;fr-) <1>1 mu ~ wit 11.<i ffl<llol 

,it ml 3ffi' "~" <l>1 ~ ~ "!11 f.ra1w TR l!l'ffi -q "'ltt m\1 

Date of Surgery 

31T1ITTI'! ifi1 • 

o,\ t ~1 

11-04-2024 

RECOMMENDED FOR ACCEPTENCE 

~cfiIB"Q'.~ 

or. CHHAVI GUPTA ~ 
A<'iunct Consultant ~ 
and ocailar Oncology Servi&-" • 

oculopl~lw~ M6.~li!ml5 No. with Stamp) 
~ilij![!fimffl"'1itiillf.l. ,. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~wmR I 

Director 
Oculoplasty and Ocular oncology services 

Di1;11ctor MA~L~al Egµcat.(on Department 
\Naml!, '1fell9"l\~001:f!§famp of Authorised Signatory 

Dr Shrolf•s rh.Pfl1~lt<S!fiMoi;pltal) 
,m ~ ~ ffio@ a:if~ 3U1fcli1U 

SIGNATURE of TRUSTEE 2 

~rnM2 



.,~,1m;a;m4e1;i-umm 
--:. .,·/.•., Carmg for the community smce 1922 

.,,,✓ ,///J i\\~,,.:, 

/ '' "''' 1 111\' 

31
st 

December 2024 

Dear Mr. Tandon 

Greetings from Dr. Sbroff's Charity Eye Hospital! 

Please fi
nd 

below attached estimate expenditure of Mast. Priyunshu- E/ J 224/029'1 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr !A11off r, (,/1r1rity f I' I 1,, 111I 1 

Doll111 Nnw N/f Hf':t,, ,1, l 

Name Mast. Pnyanshu Address/ Village Ghiorh, Bhakt1 Ghabra, 

Kasganj,Uttar pradesh-207123 

Phone: 

DEL-P-24-03-2263 
MRN Age/Sex 7 years 

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

date Unit 

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

Total 

\\ 

) '✓ BostR<gav 
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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