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i--------·'------~B::-A:-::7.$19 ror RFQUESTING ASSIST/INCF-(Tlck whlchovor ,,-nµµllcntilo) 

Uffl'HII ,1\ lw) f,j•tld ;1111m . 

111'1 C.ud 
(Allnch Cortlllcntu Coµy) (Altnch Copy) BM1'11>roof 

,, ,, '"'' ,,,1 11•11111 ,, , &11•1l,1t11 1.1,1 i ar..q ~ 'mffq (/111,,ch Curd Copy) 

•riNI h fl ,,; ➔ 1,) 11111111 If r 

( 'l'll"I 111 •t,I •-lf'II •if~ llrf'·I •1,!1 

l'WS Cortllltnlfl J Rntlo11 Cord Any OtbDt 

('1'11"1 'If f~ 111'11 ~irt /1<-I' ➔ <j,)I (JIIIJUJ 
1rJ ,,a_i,rlfl _'IJ,_!I_H_•l•r_••f_,_"'_'_...._ __________ ---1 

1-------------'----- "PURPOSr" ror Rl:'QUESTING ASSISTANCE: 

Sr No. 

•J,fl fl/olll 

Sr No 

ij,lj ~_,q[ 

H8T'l<fl 'tlt( f,1,1) Tfll fl.f•lifl tlif illt,Wl: 
.... - - ~ - -----------------1 

Modlcnl Roporta/Proscrlptlone Attochod 

.Jll'flfJWllf,~ {l offtt 11ft 11~ ~I '{'if\ ~ 

~L_J_ _ ___ , ___________ ~ 

ASSISTANCE BEING AVAILED lor SAME "PURPOSE" lrom OTHER SOURCES 

l ll d~~q •~ t1L 'f>)t ,J'HI $1(1?11 frl,,:ft a:,..q ~-lfd {l fRqJ TTQl "? 
NAMC of OTHER SOURCE 

H--?l' Hl11 lt; 'Ill! 

AMOUNT of ASSISTANCE BEING AVAILED 

I'll If(~ mil 
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APPLICATION FORM FOR ASSISTANCE (Healthcare) II 

fftsl<-kll ~ ~ ~ c~ ~) Koshika 

APPLICATION No. I ' I foundation 

~ m§!II C l '2.. 2. \ J O _'.)_ ('., G ~c~~loN DATE ,... ClJ 
1 

..., 1 , ~, 

--, -, 011~,., IO~I V f / J -7 BvildtrtQ block of hfe 

NAME of APPLICANT 
...., .r--;--, ---..:.:::::.::.::::.:_ __ ~ 

~~'Im Mr.\ST RvD RA t\N1 K~T. A,E;jA;;_;;~ ,~~Zt 
FATHER'S/SPOUSE·s NAME . 

ftrnr~ ~ 'Im TA Y 5' f I\J Ct~ ( FATH E-f<-) 
PRESENT RESIDENCE ADDRESS cffll!R ~ tiffi 

V(U.Pt{.;fF:: k:A//A-fit,P1Jk n1cT~JCI 

PERMANENT RESIDENCE ADDRESS : ~ 3WITT!m tiffi 

OCCUPATION : , LlJ) ,..., ,0 ) I 
~ L...--r"rno u r< rr, c .f-11,H E-R MARRIED(~), UNMARRIEDJ.~-i 

TOTAL ANNUAL INCOME : ~ c· r _J\ TI __.I r::.__./2 ) (Attach Proof of l~com 

~ qJfflq; 3WI -, b , &lo/11 -rn r I L , ' ( 3Wi <fiT m~ tlW'T) 

PANNo. ~"&@lffl 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): 

~ 31)'tf 3WI <fi1 ~ t <~ 1R m ~ -qi: -mr qi! f.mR ~1 

Sr. No. 

ifilrffl 
I • 

Name of Family Member 

~"t~<fi!i'fll' 
/RY <'.'1VC-fH 

Yes/ No 

wi /,~ 

FAMILY DETAILS lJftcm ffi{TII 

Age (Years) 

"31i (cfll) 
Gender 

@IT 

f'r)A/7:" 

Relation with Applicant 

3lT<Rlli"tllltf~ 

~ 1.-1 ~r=-r.A nrv, 1vw11 H r---r~ 

BPL Card 

(Attach Card Copy) 

1TUoit tm <i; 'IT'i! -sfillVI ~ 

(J!l!T1ll-g;j <f>1,JT'17 llfumorr:l q;t1 

Sr No. 

~ml 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

~q;-~~3'11m{ 

EWS Certificate 
(Attach Certificate Copy) 

3'1e'!3lfl!<iT!J!l!T1lllj;j 

( J!l!T1lT lj;j <!>'t iWll 1ITTI .iw-1 q;t, 

Ration Card 
(Attach Copy) 

~;filt 

(J11l!VT 11:1 <!>'t iWll 1ITTI .iw-1 q;t, 

"PURPOSE" for REQUESTING ASSISTANCE: 

llW«II ~ ~ Tfli fcr-@t qi! ~; 

Medical Reports/Prescriptions Attached 

3W«IR'I~ "lt -.im cf>1 "' ~ ~ .iw=I 

I . 
'2 

/)I u (\Jf~C:::I C 

t>71. o t {--fn 4 D {; 
~ lu/ I - T I A J f1 A. I .I('.) (' T n i½ LI. 

1-t1LL • 

Sr No 

~.r&IT 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES fV1j­

~ ~ -t tq ~ 3A ~ q 3A ~ "lt min lflll m? 
NAME of OTHER SOURCE 

3r,:q ~ cfiJ 'fTli 

AMOUNT of ASSISTANCE BEING AVAILED 

i'ft"' ~ mil 



DECLARATION by APPLICANT ~ i;m "EIT"lflllT 'l:l· 

1) 1 hereby confirm !hat all dela,ls In th,s ForrT' are True to the best of my knowledge Any false statement w,11 render my Appl1cat,on & ongoing as5,&tan, 

liable for re1ect1on/cancellatIon 

"' 11 • 

2) I solemnly confirm that assistance f received from Kosh,ka Foundation, will be used only for the "purpose", as stated"' this Form for which such a~~•~ta,,c,, 

was requested by me 

• 

3J I hereby confirM that I have not & w,II not ,n future, avail of reimbursement, ,n part or ,n full, from any other source/employerilnsuance compary of the arno,Jnt 

for which th,s ass,stance Is requested 

1) * ~ <RllT { f.i; ~ W{i,'l -q ~ 11it lNt fcmu! 11tt ;;im;rtt <fi ~ lli'I 1{<I .m t, ~ ~ ~ 11;q q;tf! 3Tlli'I TJTlll o!@l t m irn ~ f.rr1<! ~ "ill 'l,i;;i) ,. 

2> itr l:RT ,fl~ nfu "1filfml ~ ... -lt <'ft '"1 wt t, ~ clfllPI om mti q,'t 'lf<f <fi fffq ~ ;;rr,t,n, ;;it lll ~ 11' 'I@ 11'11 t, 

3) iY ~ <Rlll { f.i; m .mt@!~~ -imt-rr q,'t ,rt t. '3'R um 1fil 3lTTffi, m ~ mm fll;i:ft 3R mo~IWITI lfitll"ft lt "m fFl'II tam" tt ~ 111t'TI' 

AGREEMENT by APPLICANT ( 3TicR'li w,i '-t>m) 

1) By att,x,ng my signature or thumb ImpressIon on this Form, I (Applicant) hereby agree & authorise Kosh1ka Foundation and it's Trustees to 

use/publ,sh/put-up1reproduce my name. address photo & details of the "purpose", for which such assistance Is requested/granted, through any 

med,um, including but not lim,ted lo verbal, print, electronic, for solic,ting donalions for Kosh1ka Foundation and/or d1sseminatIng information about ,ts 

act1v1t1estach1evements Such use of my photo & details can be made by Kosh1ka Foundalion before or after my treatment or fulfilment of the "purpose· 

for which assistance ,s being 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 not automat,cally entitle me for receiving or continuing the said assistance The decIs1on for grant,ng and/or continuing the assistance w,11 rest solely 

with the Trustees of Kosh1ka Foundation, and their dec1s1on Is this regard will be final and acceptable to me 

I) rf1 ~ 'l< 3l'l'I ml~ '!!1 3fl'l3 "'1 m<! i'flll'161:, if ( ~) ~ mefcr "'1 ~ <f;«ll { 11;q ••~ ~ 3ITT m ~ "q;'I ~ <f;«ll ( f1li tro 'llll, 

'«IT, -q;ilJ -oirt oJ1 ~ n:r ~ it w t. '3,l "~" ~ ~. ~. ~ ¢ ~ -lt ¥) 'lfufief•.fl!T am ~di '<fi ft.rit fq;i:ft <ft vm,: l!ll;!Jll 

.r ~ '!i<'I <f; ~ 3IMf1I t, 1ft 'll'l":! 1fil ~ 1ft ~ '<fi ~ l!l ,rri:: it '!i<'I ;j; ~ "mq;r ,mm" 7;( ~ ~ ti 

2) ~ ( 3mR'li) ~ 'ii@ 'll ~ { f<I;- 1lU 'llll, 1«11, ~ 3TTt f<mur ;;it fil;" ~ '<fi "ajl'lll ~ Wt@ i ~ l«<I: l!W@l 1fil ~ "m q"ffifJI 'f6 W<fll if 

"mq;r" ~ m ~ 1fil f.rof?l 31firrf -oirt ~ m1 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION: 

3TicR'li '<fi fflmR '!IT ~ 1fil f.mR 

AGREEMENT by HOSPITAL (~ :m 1'im) 

By aff,x,ng 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 w,11 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 Kosh1ka Foundation, to the extent that such assistance Is granted by Kosh1ka Foundation. If the requested assistance ,s not granted 

by Kosh1ka Foundation, in 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 patient/case from any other NGO or any other source 

2) The ass,stance from Kosh1ka Foundalion Is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the 

patient, is based on the arrangement between the patien t & the Hospital, and Is in no way influenced by Koshika Foundation Hence, the Hospital will 

assume sole & complete responsIb1hty of the treatment & it's outcome & safety of the patient, and Kosh1ka Foundation will have no role or respons1b1hty 

in the matter 

~ ~- rnilffil e1,1 am it w!U'ft aj "mq;r ~" it fqfcpr lmllill tn ra<!ilfm e1,1 ;;ntft t. r.m ~ c~) f.i1'f 1l<fiR it 1!R " ~ <Ii«! t, 

, > ~ fq;- " m qifl!R 3lT( " ir ~ -q fqfcpr 'lm'«!I fif;m m mlfiTU ~ l!l f<nm 3R ~ ~ ~ wit~ 1l i'1'1T l!l a ~ t ~ f.!, m "ffl11fil ~" 

it~ T<lif ;j; W<III "rt"~~" :m 1m: ~ fil;- !1 ~ "mq;r ~ " :m ~ fcAfir 3'1ifffl;~ "tg ~ "m fil;-m .;J@T t clT ~ 

f.l;1:ft 3R ~ tRloTU m l!l f.l;1:ft 3R "fRllll'l 'll llW@I m 1fil ~ ~ W<IT t, Te 'ifie 1t ~ ~ .;J@T t f<I;- ~ mftl:r m ~ wit~ tg f<nm 

~ ~ m <II f.l;1:ft 3R w.r-r 'll -:m wnrwrr, 

2 "<lilWlil ~" it ffi 7ft lmllill ~ fqfcpr J1V<1 "'1 t, wit 'l< ~ :m ~ 7ft ~ l!l fll;lf 'lfQ ~ 1fil ~ wit ~ ~ 

oi; <IT<I <nl fcl1FI t 3IT\ "~ ~" J;IU Q Wf;R 1fil ~ ~ 'ffi %1 ~ milR'I "rt wit ~ ~ ~ 3TTt ~ ;;if.I i1i1 mfl f;;nlrou wit ~ ~ 

q,'t min 3IT\ "~" q,'t ~ ~ lil ~ ~ 'qJl@ 1t "!tt wrr, 

Date of Surgery 

3lTtITTR cfi1 • 

CJl )1~"1 

18-08-2024 

RECOMMENDED FOR ACCEPTENCE 

~<treiz~ 

Or. CHHAVI GUPTA 
A<1junct Consultant. 

1cutoplasty and Ocular Oncology Servlc 

(Nar®ig6Jlio& l"9\j't9.f~fo. with Stamp) 

Dr. s~ ~ atl4 ~ ~aij'.j, ,. 

Director 

Oculoplasty and r oncology services 

DlffKIRnJ:',~ ~t'8ni,~Pamirmil~thorised Signatory 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 

~@en I 

I 

D S~r~t~g 8n'be'lialf,~Sl5pital) 

r ,Jlf q 1R W@@ 3lMjil ~ 

SIGNATURE of TRUSTEE 2 

;:i,irm raen 2 

~~ 
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~ December 2024 

Dear Mr Tandon 

Greetings from Dr. Shrofrs Charity E:yc Hospital! 

Dr Shroff's Charity E.ye Hosp,t 1 
De1h1 j Now NABH Accrcd,ted 

Please find bclo\, attuchcd estimate expenditure of Must. Rudrn Ani!,_et Singh - E/ 1224/0296 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Name Mast Rudra Aniket Singh Address/ Village Kallanpur, District-
Fatehpur,Uttar Pradesh-212655 

Phone: 

DEL-G-23-12-8424 
MRN Age/Sex 1 year 

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

date Unit 

1 2024-12- EUA(Examinalion under 2000 1 

09 Anesthesia) 

Total 
) 

Best~/ 
Or. Sima Das 

Director 

Oculoplasty and Ocular Oncology Services 

DR. SHROFF'$ CHARITY EYE HOSPITAL 

5027, Kedar Nath Road Daryaganj, New Delhi-110002 Indra 

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 

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


