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K~hUw APPUCATION FORM FOR ASSISTANCE (Healthcare) 

~¾~~ (~ ~'l@) foundation 

APPLICATION No 

E I l 2- ¼ I =C~ON DATE. 2. 3 / I ~ '2-~ 
Building block of hie 

31T'l~, H'~ill : l 02-crs ~ 

NAME or APPLICANT 
I 

-~l<t~-n •nl ·Ill'.! MASf RAui Hr}V 
AGE-YEARS 311g-'lf!f SEX R'iTf 

3 y fit-R~ rnA Lf . -
FATHER'S/SPOUSE'S NAME , 

f.:> L.'J f\J ES k firm11-~~ 7.n1 ,rq C r 11T H E-t'< 
V J L I _Ji L {~ PRESENT RESIDENCE ADDRESS clnl!T'I ~ l@I _ 

L..,., 1 12 L-1 f ➔ I I\)\ I f+ l(ft L tn\l - i H fl H I HH 
~ f.'.\.-A I r.J1 1 o , n , A-,./. PP-m iF- \ H - ~JU~ nu 

PERMANENT RESIDENCE ADDRESS . ~ ~ l@I 

OCCUPATION . L,q-e I ~~) 
~ . 0 U A [--R... l r-: f]TH E-R. ) MARRIED (~) , UNMA D 

TOTA~UAL INCOME : ' ~ { f-R_) (Attach Proof of lncon'ie) 

~ 3lP! 1 0 . 0-81) F-11 TH < 3fTll c1i1 ~ ~> 
PAN No ~{ '©'@I ffl 

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

~ 3l!ll 31Tl! qi'{ ~ t (oil '11A 'ST oH lf{ m'\ ifiJ f.Jm ~I -gi I ,m 
FAMILY DETAILS -qftim ~ 

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

~~ ~<i~ifil"'llll' o!l (cflf) @l1 ~<im?fl!l'qll' 

I 11 I r A/ F <, H :.,_,l.{ fYJf-J/F £.-:.--f'l .., vi f-( <.. 

"' PfJn \ f-1 ~ F; 1-C-l'YIR/f- /L1 nTvt f:-1< 
-

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 

.m'!fcll~R,qmfu3!lml 

BPL Card EWS Certificate Ration Card ~ (Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 

Tffii.11 TTfil qi 'ITT! Vl'IIVT 'q;( 3w'l3Wl"lf1!JIIIIUJ'l'a ~<lil'i 
Basis/Proof 

(WIJTIT q; '"1 mill 'ml~ 'llitt CJIIIIUJ 'l'a q,'\ ffllll m m=fT.I 11it1 (JIIIIUJ 'l'a <Iii ffllll 11@ m=fT.l 1fitl 
~~~ 

"PURPOSE" for REQUESTING ASSISTANCE: 

,m?:@T"tgfc!i1!7Tlffcr-rcft1!il$: 

Sr. No. Medical Reports/Prescriptions Attached 

if,11~ ~-« ;;rm 11,1 ~ 'll1l!im lrfl mvar 
I IJI f.l l-t AJrK f , - k' {.. T / " / /1 t:J.. I A<:. Tn tl-1 A 

? P1<n 1·1.--ou ur:. - f' U fl U1F-flfn 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES /1..,,t}-
lt! ~ ii½ 'tix <li1l 3P-I .mmn M ~ BlTc! "R ffi!!I ~ 'ST? 

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

ili'tf1-TIY1i 3Rl~1!il"'llll' m~~mft 

A Air 



QECLARATION t,y J.\PPLICANT w«..,- -:m ~'l1lll 'l:l 

'
1 

'E"N' ' ,frrm 1h ,1! illl dC'!Jils in this F01r,1 ,1r-:, True to tho best ol my knowledge Any false statement will render my Application & ongoing ass,stan 

i.Jt,re I( r dJt'l non Ldncellc1l!on 
ce 11 an'1 

'I I slll<'r
11

·
11 .;onf,rm 1hM assistance ,f received from Kosh,ka Foundation. w,11 be used only for the "purpose" as stated in this Form. for which such assist 

\\',\$ re<1ue,t<'d 01 11e 
ance 

3 I 
I her_t'by C'Onfirm lhiit I have not & will not ,n luture ava,1 of re,mbursement, ,n part or in full, from any other source/employer/insurance company. of the am 

tor,, h1, h th,s ass,stilnce ,s requested 
Ount 

fl 11 m>l1l11 <1>«11 '{ % ~ 'lf!S1I ll ~ l'(t) ~ ~ ,t(t ~ ,t 3Tjm( m<I 1Zci ,m ii 11R ~ ml"! 1Zci ~ 3ffi"f!i "IJ'll .i@f t <it ,t(t lffi'«U ~ q,1 ;;n ~ t, 

: ~ ~ '111 m~ (TfiI "~ ~". 11 <'it o11 ffi t. ~ ~fll '31ft m,i 1'l,'l 'I.ft! .t F,,Q %'1T 'o!J?!TIT, ;;/T ~ ,rr.,;q ii 'RI TJ!ll ti 

; l ii ~ 'l;mT \ fl,; f-;m ~ ~ ?Jl\' ~ <1,1 Tf'i t_ '3.1 Tim <f;T 3mffli 'Ill <l'm ITTf!T q' .w<f '!l@~~ it"UR1 'ii ':J 'ffi r.r'll t 3i!t ':J °ITT 'WI"'! ij <flli 

AGREEMENT by APPLICANT ( ~ i:f{T q;m) 

1
1 Bv afr,xing my s,gnature or thumb 1rnpress1on on th,s Form, I (Applicant) hereby agree & authorise Kosh1ka Foundation and it's Trustees to 

use publisl1lput-up,reproduce my name address. photo & details of the "purpose" for which such assistance is requested/granted, through any 

medium ·ncluding but not limited to ,erbal, print, electronic, for soliciting donations for Kosh1ka Foundation and/or disseminating information about it's 

act1, 1t1eslacn,evements Such use of mr photo & details can be made by Kosh1ka Foundation before or after my treatment or fulfilment of the "purpose" 

for which ass,stance ,s be,ng requested 

2) I (Applicant) further agree that any such use of my name, address, photo & details of the "purpose", for which such ass,stance ,s requested/granted, 

will '101 automatically ent,tle me for receiving or continuing the said assistance The dec1s1on for granting and/or cont,nu,ng the ass,stance will rest solely 

w,th the Trustees of Kosh1ka Foundation, and their decision 1s this regard will be final and acceptable to me 

I) ~ ~ 1l< ·>l"R ~ <IT ~ lf,1 'iJ11I ~. ll ( ~) a;q-;r, mtlfu q,'j ~ 'of;«IJ ( 1l:EI "~ ~ 3ih: ~ ~ " '1f;l ~ q,{ffi i fei;- mi '!fli, 

<raT ~ 3ih: o11 m"'1 ~ 'lf'l:I 11' mfi«l t. "3'l'I "~" 1l:El'l ;imrr_ m. ~Ni¢~ li ¥l ,1fufmI.rlll am~- .t fu<l f<l;m tjj VHR '111~ 

~ '5rnlful ~ i ~ ~ ti -qt '<'l:I' lf;I ~ -qt~ .t ~ m ~ 11 cj;'{'f ~ ~ "~ 'li'TmR" 'l.f ;imrr ~ t, 

c) -& ( ~) ~ "iii@ '<l ~ { fll; mi ,Tl!, 'l@l, ffl 3ITT: m"'1 ;;J1 fe!;- ~ q; ~ <l 'llffera W ,W 'f<ra: ~ lf;I ~ ,ti cf'ffi!fl ~ ~ if 

"~" 1l:El'l ~ ~ <fiT f.!uf'll 3lfuti 3ITT: oil~ mTI 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

-~~n~"~t&t G- l ~ Q 

AGREEMENT by HOSPITAL (~ i:f{T 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 ,n future avail of f1nanc1al 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 1s granted by Kosh1ka Foundation If the requested assistance 1s not granted 

by Kosh1ka Foundation, ,n 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 1s only financial in nature The choice of the treatmenUprocedure advised/conducted by the Hospital on the 

patient, 1s based on the arrangement between the patient & the Hospital, and ,s in 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 w,11 have no role or respons1b1lity 

,n the matter 

~ ~. Wllllrn q,'j am 11 'lll'ffirorit <f;l "~ ~" 11 f<lfifq ~ ~ fuq;Jfur q,'j .mft 't, f.m ~ (~) f.riar ~ 11 l!8l cl~ <n«I 'tt 

I) ~ f<!; ':J <fl 'c!ifllR 3i!t ':J ir 'W(li!I if f<lfirq mT'@1 Q ¾ mlfITU m:tlR 'Ill Q .w<f t'llT1I 11 "3<fi! witfllTIR"t if <'l'1 'Ill o! Wt, ~ % '51R "m,i;i ~" 

li ~ '3'l<I q; W<I'< if "~ ~" i,Rl w:: ~ fl,; ti 11R "~ ~" i,Rl ~ f<Rfu 3liw!;~ ~~,ti fq;-,u .i@f t ill ~ 

fll;m 3A ftt m<!i1U m:'11 <IT Q 3A 'lRlltr-1 11 mfl ◄ <IT Af lf;I ~ ~ TIY<i7 fl ~ ~ -q 'fll1'! ~ .i@f t fll; ~ ~ m "3<fi! witfllTIR"t ~ q­

ftt ~ m:'11 'Ill Q 3A lll"R "Ii ,t\ ~I 

2. "m,i;i ~" 11 Fit ~ lm'«fT q;qR f<lfifq V<l'jfir <1>1 t, wit 11< TI'lilTR i:f{T ~ ~ ~ m f<l;-q l'(t) ~ lf;I ~ wit ~ ~ 

<i: $1 lf;I ~ t 3i!t "m,i;i i:i;rmR" i:f{T g ~ lf;I ~ ~ '!ti !1 ~ 6llllITT't 11· urft ;t ~ W&TI 3i!t m ufT'l lf>'t mu ~ wit ~ mtlR'I 

"'1 m,-ft ~ "~" '-!ft~ ~'Ill~~ 1l!'ffi if 'm llT'ITI 

RECOMMENDED FOR ACCEPTENCE 

~~7.fifu-1<:~ 

Date of Surgery 

~<!i'ln Dr. CHHAVI GUPTA ~ 
Ar'iunct Consultant, ~· 

Director 
Ocu!oplasty and Ocular onco1001 servtc • s 

M, di.cal E~ucation Department 
Di,f~lfl~,·ul,<WS.~;fftllmp of Authorised Signatory 

%\1~i culoplasttrfaWi"~'lllt.Qil~ kwdtb Stamp) 

Re~8/li(~~ ii~-,. 

18-08-2024 

FO I L USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 

~ 'ITTilf~ I 

Or Shrott·s Cl~l\tl?Ql\al!~ital) 
. ,rq ii 11H'flloIB 3W<!ia 3lN<lilU 

SIGNATURE of TRUSTEE 2 

~ rnim 2 
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31 'Decernber 2024 

Dear Mr Tandon 

(;n•,:1i11gs from Ur. ShrofPs Charity E)c Hospital! 

@ 
Dr Shroffs Chanty E H 

Dal 11s N w NABH r~. Dtla1 ~ edte• 

l'll'.t~l· I ind below a1tad1c<l cstilllatc c.,pcnd,turc or Mast. Raghav Kumar- h/1224/0295 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Name Mast. Raghav Kumar Address/ Village Bha1nsta kalan, 

ShahJahanpur, Uttar Pradesh -

Phone: 242001 

DEL-G-24-09-5504 

MRN Age/Sex 3 years 

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

date Unit 

1 2024-12- EUA(Exam1nat1on under 2000 1 

26 Anesthesia) 

2 2024-12-26 Chemotherapy 2500 1 

Tota l 

' 
_2_ 

Best~/ 
Ur. Sima Oas 

Director 

Oculopht\ty nncl 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 

2500 

4500 

ALWAR • SAHARANPUR e MEERUT e LAKHIMPUR KHERI e VRINOAVAN e KAROL BAGH (DELHI) e MODI NAGAR e RANIKHET 


