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K~hika APPLICATION FORM FOR ASSISTANCE (Healthcare) 
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TOTAL ANNUAL INCOME : 
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(Attach Proof of Income) 
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PAN No. ~ Wffi ffl 
ARE YOU AN INCOME TAX ASSESSEE {Tick whichever Is applicable): Yes/ No 
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FAMILY DETAILS -qftcm: ~ 

Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 
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BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 
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"PURPOSE" for REQUESTING ASSISTANCE: 
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DECLARATION by APPLICANT; ~ mu 'QTq'UJJ 'If;{: 

1 J I hereby confirm that all deta!ls in this Form are True to the best of my knowledge Any false statement will render my Apphcahon & ongoing assistance If ;my, 

liable for reJecllon/cancellallon. 
2) 1 solemnly confirm that assistance. 1f received from Kosh1ka FoundallOn, will be used only for the "purpose" as stated in this Form, for which such a~s1stance 

was requested by me 
3) 1 hereby confirm that I have not & will not in future, avail of reimbursement. In part or In full, from any other source/employer/insurance company of the amount 

for which this assistance Is requested 
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AGREEMENT by APPLICANT ( ~ ~ 7fim) 

1 J By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Kosh1ka Foundation and it's Trustees to 

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

medium, including but not limited to verbal, print, electronic, for sohc1hng donations for Koshlka Foundation and/or disseminating information about it's 

achv1t1es/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose" 

for which assistance Is being requested 

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

will not automatically entitle me for receiving or continuing the said assistance The decision for granting and/or continuing the assistance will 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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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
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AGREEMENT by HOSPITAL (mmR mu 7fim) 

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Kosh,ka Foundation. we 

(Hospital) hereby affirm & accept following: 

1 J 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 KoshIka Foundation, to the extent that such assistance Is granted by Kosh1ka Foundation. If the requested assistance Is not granted 

by Kosh1ka Foundation, In part or in full, then the Hospital reserves it's nght 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 assistance from Kosh,ka Foundation Is only financial in nature. The choice of the treatmenUprocedure advised/conducted by the Hospital on the 

patient, Is based on the arrangement between the paltent & the Hospital. and is in no way Influenced by Koshika Foundation. Hence, the Hospital will 

assume sole & complete respons1b1llty of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or respons1b1hty 

In the matter 
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Date of Surgery 

RECOMMENDED FOR ACCEPTENCE 
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Director 

;r~ Or. CHHAVI GUPTA 
Acijunct Consultant. 

oculoplasty and Ocular oncoloOY H~lce' 
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11-04-2024 
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or. Shroff's Charity Eye Hospital 

re 1922 

Dear Mr Tandon 

Greetings from Or. Shrofrs Charit) E}e Ho~pit,tl! 

Plea:,e find belO\\ attached estimate expenditure of l\Jac;t %1vanshu Rajak- [ 1224 0:'9& 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinob/astoma Surger,es 

Name Mast Sh1vanshu RaJak Address/ Tensu l.1anJah, Gram Mada Jaba pur I 
/Aadnya Pradesh-482001 

I Phone: 

I 

DEL-G-23-01-3062 

MRN 
Age/Sex 2 1ea's /,'a e 

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

date Unit 

1 2024-12- EUA(Exam1nat1on under 2000 2 4'JOO 

09, Anesthesia) 

2024-12-
24 

2 2024-12-27 IAC(lntra-artenal 90000 1 /'= chemotherapy) 

I 

Total 94000 
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01 ulopla,t.i, and Ot ular Oucolog~ ~en 1t'n 

DR SHROFF S CHARITY EYE HOSPITAL 
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