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l ~ . APPLICATION FORM FOR ASSISTANCE (Healthcare) l(oshika 
~~l~m q ~ ~ ( ~ -e;&'GIB) 

foundation 
APPLICATION No 

f r 22.q I APPLICATION DATE c, , I' I Bu,td,ng block of Irle 
~ms<ll: o~qq ~ mm 'I 

Vl. U-f 
NAME of APPLICANT 

I 

.SVRYf\ 
AGE-YEARS ~-<'!1f' SE ffiTT 

' ~<iil"lll, tv?Air PA;:r 2YEAR.~ MAt,,,£, 
FATHER'S/SPOUSE'S NAME . 

..9.ACHfN ~ C P1¥N21<.)' ftrnr~ c!iT 'llt! { 

CV~n 
PRESENT RESIDENCE ADDRESS cfollR 3WffiIT!I "t!m ~ f\J,f),t'l~~ V\/1.,/) UAi-.JnvQ A '-'-" ul}1J.. ~ 

l!-.lL((A\i).Uf:i,::{ "' ri..1 UAO ' !5J \ /'"') _,., / ....... 
-

PERMANENT RESIDENCE ADDRESS : ~ ~ "t!m 

OCCUPATION · 

Tf-A C-rtruiv ( F-ltTHU-J MARRIED(~)/ U~(~) ~ 

TOTAL ANNUAL INCOME . 

l1 ~D90ol> {F-~) 
(Attach Proof of l~come} ~qJftlq; 3W! 
( 3'llll c!iT ml\<! m,r.r) 

PAN No. ~ 1gffif ffl ./ 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable) · 
~ ~ 3W! ~ m ! (,m llRi ~ ~ ~ WT c!iT f.mr:! W11<11 

Yes I No 

~nm 
FAMILY DETAILS 'tlf{cm: fclcRui 

Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 
ilill' ffl 'tlf{cm: q; ~ c!iT '!ft! ~ (<'!1f) ffil'l ~'tm~~ 

I C..:..A(Ur"-f &Hf .. " T\A 1 'H'YJ )f )' £. . ,. 
.::J /½A/½Lf ex/ n ',(1/1.ftv~ /1f ,!)1)/'lj! 
12., Kl 'iJNf)til\ b~ /~6 "l./A"/,,-8- 41{ f'r/Y D /n(J'l>fi-..1!. 

"' l 1 ti nt .ll; .::\-1 n, RtJI llP.Ar.lnf:-MUUI 
C HIH2li47'1 ex -c fVl~ /,/1\/('L C. 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 
~ <Ii ~ fcRfu 3lll!R 

BPL Card EWS Certificate Ration Card 
An {Attach Card Copy} (Attach Certificate Copy) (Attach Copy) er 

lfi\.iT &[ ~ ~ 'lltlTUI lj,! 3r.'I 31Tl! q,f '5[t!TUl '!:! "3"'<-'<m 
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('\l'llflll '!:! <!,1 W'!l "lITT'! Wf"I <lit1 ("ll'lfUI '!:! <!>'I m<rr "lITT'! Wf"I <lit1 ( '5[t!TUl '!:! "'1 N'll "lITT'! Wf"I q;r I 3R~ ~ 

"PURPOSE" for REQUESTING ASSISTANCE: 

~tufcl;-!ITl1f~c!il~: 

Sr. No. Medical Reports/Prescriptions Attached 

iiitlffl 3W«ITT'I~ "ij of1U <lit tj 'llfum ~ t@T'I 

I 1,)/i+(kl\/,l~.1. - P-. f/, .1 l 1, /.f)/6( LM, ' faY},{j. 
~ ,,-j)l.p ~ q•1 J/f,J J\I r ~ fJ I /Dr 
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& . 
,,...; ,Ith l 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 
I\,¼ qel ~ ct~~ 3R ~ fq;m 3R 'ffi "ij fum ~ m? 

Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 
iiitlffl 3,-<l .mo c!iT "fl'll ~ tj ~ um 

NA 



DECLARATION by APPLICANT; ~ &m -qtqurr 'qi! 

, ) I hereby confirm that all details In this Form are True to the best of my knowledge Any false statement will render rny Apphcat 

liable for reJection/cancellat1on ion & ongoing a 

2) I solemnly confirm that assistance, ,f received from Kosh1ka Foundation. will be used only for the "purpose", as stated in this For 
1 

was requested by me rn, or which such a 

3) I herehy confirm that I have not & will not In future avail of reu7bursement ,n part or In full from any other source/eriployerlinsuranc 

for which tn1s assistance Is requested · e company ol the a 

tl if "lt<!U1T <l,,cll { fl;; w ~ ii ro\ TJ7.I 1l'it f<ffiur .;-u ~ sr. '9W7 11('!1 \;<I 1if.T t, -im: ~ f<ffiur \;<I~ ;;Wi"t 'W!l "am!l * m '!(t ~ ~ ~ o11 

2) irt ~ oil mmr,rr mi "~ ~" ~ m m ,i,I t ;,Hq;J m11 ~ ~ <l>'t 'Jfc! ~ ~ M ~. ;;JT ;R ~ 11 "'1 TT'l1 f ~ \, 

3) if 'jfte <f;«lJ t ft,; f.m mr<ltll ~ w mht <l>'t lJf "t' ;ro r,m ,;;i ~ l1'1 ~ ITT"ll fl!;1fT 3FI ,.:i@iR~r.ittn ~ ~ "'I 111 ffi'lll % 3ITT' "" l1 ~ ii ~I 

AGREEMENT by APPLICANT ( ~ i;m <!mt) 

1) By affixing my signature or thumb impression on this Form, 1 (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 soliciting donations for Koshika Foundation and/or disseminating information about it's 

act1v1t1es/ach1evements 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 contmuing the said assistance The decision for granting and/or continuing the assistance will rest solely 

with the Trustees of Kosh1ka Foundation, and their dec1s1on Is this regard w1lI be final and acceptable to me 

1> ~ 'll'f:,"' am 6'<f!IITT' 'Ill~ <m ffl'I W!r-1>{, if<~) WRr ~ ,m ffe <f;«lJ i ~ .. ~ ~ 3W m ~ "'q;l 3l~ ~ t ~ mi '!Tl{, 

'@'l 'lfilil ~ o11 ~ w ]f<r,I if w t ~ "~" ~ "ffift, <U'!, ~ ~ ajyq ~ -Jir ~ am ~ qi fuii fifim '" 'lmR l!ftlll! 

.t '5m1ful <nvt ~ ~ 3lMfil t, irt "ll'l'il ,i;r ~ -rr't ~ qi -qre 'Ill ,w; 11 q;r-) ,i; ~ "~ ~" <1 ~ 3Titl<fi<l ll 

2) °it(~) ~oilil ~~ i_~ 1lU '!Tl{ '@I, ffl ;ffit~ ;;i) ~ <ffl1l'ill '16 ~viii~ '.Tifera t~ lqo: lm'«lf 'qil ~ 'm<R@'!l ~~if 

"~" ~ m ~ q;r f.JUTtl 3ffilT! 3W ~ m1 

A PPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION 

~ <F TI<IIIITT' 'Ill wra <f;1 f.mR 

~ -~ · 

AGREEMENT by HOSPITAL (~ ~ <f.1:R) 

By affixing hereunder. signature of our Authorised Signatory for recommending this case/patient for f1nanc1aI 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 patienUcase, 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 Koshika 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 pattenUcase from any other NGO or any other source 

2) The assistance from Kosh1ka 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 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 ou tcome & safety of the patient, and Koshika Foundation will have no role or respons1b11ity 

In the matter 

m 3TI""f<I, ~IITT! q;t 3lt1: ~ "IJ"l!<'ltirrft <!it"~ ~n ~ f,:ifip:J ~ tu fu'l;rfrn q;t ;;milt f;;m ~ (~) f.rcl 'lr<liR ~ ~ q ~ q;m t, 
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'<l>1 ~ am"~" ,m ~ ~ ,:ii ~ ~ qi'@ 11 m ~, Dr. SIMA 

Date of Surgery 
31f1m'R <fiT ilJUlj 

I?--) l ~~ 

15-06-2023 

• OMMEND D FOR ACCEPTENCE 

Adjunct Con~u:tant.~ ~ ~ 

Regd. No. 100745 ~ 
Or. Shrofl'I Chlrily Eye ... 

.. - .. . . - .. . . . 
(Name of Dr. & Regn. No. with Stamp) 

srRT <liT 1f:l '1.1 ram c1 'if.;!. ,. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 

-;;:rrfit~mI 

Di, ~c or 

Ocllloplasty and Ocular onco ooy 
Dnctor, Med1c ,1' r • 1t• on DepartffllM 

Dr. Shrou·s 1..11iuly Eye Hospital 

(Name, Designation & Stamp of Authorised Signatory 
on behalf of Hospital) 

,ll{ q ~ ffia@~~ 

SIGNATURE of TRUSTEE 2 
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or. Shroff's Charity Eye Hospital 

, /-•-:;: Caring for the commun,ty smce 1922 

.-;.. ",,; r,~~~ .. , 
/ ,, ,., \~ 

I II I\ 
31 '

1 
December 2024 

Dear Mr. Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find belO\\ attached estimate expenditure of Mast Surya Raj- E/1224/0299 

Estimate cost of treatment 

Or. Shroffs Charity Eye Hospital 

Retinoblastoma Surg_eries 

Name Mast Surya RaJ Address/ Ward no. 07, Mohanpur, Saharsa. 

Balwahat, Bihar - 851206 

Phone: 

DEL-G-23-06-4543 

MRN Age/Sex 2 yeras 

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

date Unit 

1 2024-12- EUA(Examinat1on under 2000 1 

12 Anesthesia) 

Total 

'(\ 

B,stJ .;/ 
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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