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K~hika APPLICATION FORM FOR ASSISTANCE (Healthcare) 

~~l~ol mi~~ (~ ~,m;t) 
foundation 

APPLICATION No 

E- / 12-L-Lf 10300 I ;c:ltoN DATE : O q..} I ~ 1-<, 
~ll1'§1ll: 

Bu,ld,ng blod< of 11ft 

NAME of APPLICANT 

VISHWA A A {<_tJ ) I J A~E-~;;; 
SEXfuiT 

3IBmi<J;T'1'f'l Mt\ST fYlALf 

FATHER'S/SPOUSE'S NAME 
IIIV)L kufv11/-R. FATrlH) fi«rr/<!i¥"' <fi1 "iT'l' ( 

\JI f-' HC,F-
PRESENT RESIDENCE ADDRESS cflliiR 3'lfcmT1'll "l!l!I 

( HI--/A,ILl ?l I I .a H Q ,q () 11TT>4-t2 

{.) (<.. H-() F <: w - ) _<') 17 I L1 0 J I h.,..,, 

PERMANENT RESIDENCE ADDRESS : ~ 3'lfcmT1'lj "l!l!I 

OCCUPATION : 'fRlvf1T£ '30(1 C I=' ATH E (<_ J I MARRIED (~) / UN IED(~) 

~ 

TOTAL ANNUAL INCOME : 

~ &tr-v ( FfJTH H<) 
(Attach Proof of Income) 

'!iR ~ 3Wl ( 3Wl <lil m~ liw-f) 

PAN No. ~"&Jnl .raiTI 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes/ No 

~ 3W! 3lJ7.! 'Ii<:~ t (,;rr ~ 'ITT '3'l! 'II\~ cfil m1R ~I -gi I ':161 

FAMILY DETAILS "llftcm ~ 

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

iiill'm! "ll1tcm ,t ~ cfil "IJ'q ~ (cf'f) IB'l ~,t~~ 

I Y-h\l I I< 'J M rru ·-s L/ IYJ /..JI r::. F-U. r-f-l, n 1 

')_ ,v /(. J...-1 ,ci '")y' f- 1--/Vftl. Ir:::: MUI r F-f<.. 

( ,,._,, () () r ◄ '.Tl Ln J:;.f=.-Mr{IF ½f<f-HV1 'Jt,nTHH 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

~ ,t fuq fcl"!fu ~ 

BPL Card EWS Certificate Ration Card 

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

~<lilt 
f 

ffl Tisll <fi ~ "Sfl'll1l'I 'q':j 3«"l 3Wl q,f V'IJ1l'I '!:I 3R'~~ 

(V'IJVI 1f,I 'hl mill Wd ~ <lirl (V'IJll'l'!:l<hliJr!!Wil~~1 (V'IJVI '!:I lj;l iJrl[ m'd ~ l!iti 

"PURPOSE" for REQUESTING ASSISTANCE: 

~ tu fcl;q ~ fcfm cfil ~: 

Sr. No. 
Medical Reports/Prescriptions Attached 

iiill' ffl ~ ~ .im <l>11lf ~ ll,.ft lh,r.f 

r, D!llfl1tJr1 ~rs - F<F, rrunf<Jt'lC'' tJHH , 

N I - vrrnrr~ f\ UK r. - /-:;/ 'ff.. 

"' ... 
\ 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCESJL-0- ' 
llf $ i ti~ 3PI -mft@l flm 3PI ~~@'!IT 1T?l1 -g)? 

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

ilil!ffl ~i Wi'l qj) "IJ'q 
~ 1lf ~ ~ 

LI'~ 



Of.CLARATION by APPLICA 

1 1 NT ~<1. r.m 'ElT1'(1JI] 1<;; der my Application & ong01ng ass stance • a y J '" rct>y c.onhrm u, ll 11 I f I I tement will ren r,atJle lor "'I ct,onl~an:ei1~!1~~ rn lh1s ~orr are True lo li"e besl of 'TIY knowledge Any a se s a • this Form. for wrrch sucn ass ~a· , J I ,olernnly c•irlir<n that a f h • urpose as stated 1r w,,s roquestod by me ss1stance it rece,ved frorr Kosh1ka Foundation, w,11 be used only or t e p . com - of tre" 3) I hereby confirm that I hav n other source/er,ployer/1nsurance Pu y " for which this nssistance e not & will not 1n future. avail of re,mbursement. 1n part or in full. from a Y . , ' 1s requested 
~ . - .m"l'1!1 f.m:;, -,t: ,., mr7' f, I) ti ~"IT ~rfl? fT, fq ~if., . .,.... • . _,. ~....,...,;.. f<lq"{Ul ~ q;tr-1 ~ 'll'l1_'"1al 6 of lj7! , 1~ ''"~'Ill~ ,tt\ ofRiliTU 'It 31:Jml'.m'11l:<I tt~r ~I <ti,''"~ _ ;, 2,it/r.J<J,!l"!(.TllilJ1Tfvr"<lit~ " _ .. q;)nF.lqifwtf<l;mofTliln,.rt~'llll'-'!li'W11'lltl • • l) * :Jf"' ~ • ~ -~ • -rt <'fl"" -mt.~ o<lllJlt am -roti '!!'' - - "'it f.:!'l1 tam" r. ,m;,:;,,: 11 "':"I 'i f;m 1'fflJ7«iJ lt'\! ~ m'-fiJ <1ft >cit, off Tifu <Iii 3Tifffl; 1l1 ~ mm m:ft 3r-<I 'll@~/ill'IIJ ~ ~ 

AGREEMENT by APPLICANT ( ~ l:111 ~) 
1) By aff,x,ng rny siyn t k F ndalion and it's Trustees to uselpubilsh1pul- I a ure or thumb 11npress1on on this Form. I (Appl1canl} hereby agree & authorise Koshr a ou t dtgranted through a~y medium rnclud ~p reproduce my name. address. photo & details of the "purpose". for which such assistance is reques e nat1n 1~format1on abou' its 
ac11v1t1e~/ach1e~e~ b~t not lrm1ted to verbal, print. eleclromc, for solrc1tmg donations for Kosh,ka Foundation and/or d1ssem; or fu~1lment of tt'>e "purpose· f e ts Such use of my photo & details can be made by Kosh1ka Foundation before or after my treatmen or which assistance ,s being requested ~I: ~~~~l,~ant) further agree that any such use of my name. address, photo & details of the "purpose· for which such assiStance is ~:~:s!~i° -~~n~;: 

1 h 
u omatically entitle me for receiving or continuing the said assistance The dec1s1on for granting and/or continuing the assis wit the Trustees of Ko h k F 

s I a oundat1on, and their dec1s1on 1s this regard will be final and acceptable to me 
I) n:i '.l'l:l 'TT~ t:1<fl~it 'lfl ~ '11,'t ffl'I ~.ti(~) ,rq-;j\ -mi:lfil q;) ~ <f«II ( 1!:<I "~ ~ 31\T ~ ~ "q;i ~ ,;;m { f,;f; l,1J "J?;, 

:· 'Iii~ 1m -~ ~ ..i vq-;i -q mfq;j t. ~ "'!iTfml" ~ ~- m ~tm ~ ~ '11 ¥1 ~ 3it1 ~.im <t IBil f<f;m ,fl 'll'lT7 ~ 
'51l!lfur q;r,t 'it ~ ~ ti 1ft vq-;i <fiT ~ lft ~ '$ ~ 1l1 .w, it 'liT-1 '$ ~ "<li'rfuil;T ~" q ~ ~ ti 

2) -q (~) ~ ~ '!l ~ {~ 'ltU "!fl!, '«11, -q;R\ ~ ~ "'1 fij; ~ qi ~'!l Wtra t ~ t«<I: .mmn q;i ~ "lit q"!lqil ~~ii 
··~Tq;J'' ~ ~ ~ <fiT f.rof'l 3lfa-ci ~ ~ m1 
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION · 
~~~'ll13l'l_3,i;if.mr-i 

LHo~). 

AGREEMENT by HOSPITAL (~ -;RI <!im) 

By affixing hereunder signature of our Authonsed Signatory for recommending this case/patient for financial assistance from Kosh1r(a 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 patient/case as .-.e are requesling 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. 1n part or in full, then the Hospital reserves it's nght to make up the shortfall from another NGO or any other source This conf1rmat1on 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 Kosh1ka Foundation 1s only financial rn nature The choice of the treatment/procedure advised/conducted by the Hospital on the patient, 1s based on the arrangement between the patient & the Hospital. and 1s in no way influenced by Kosh1ka Foundation Hence, the Hospital ·mil assume sole & complete respons1b1hty of the treatment & it's outcome & safety of the patient. and Kosh1ka Foundation will have no role or respons1b1I tJ 1n the matter 

pm 3lf~. ~wt <it 3'!IT ,:j 1TT"R'trirfr <fol "<!ilm<f;l ~" it f<mrq ~ ~ fuffilT "'7 ;;irci\ t. f.rn ~ (-g,:<@@) f-11'1 ~ it 1!81 q ~- ~ ti 
1 ) ~ f,.f; , m qffJ'.!R ~ -1 ir ~ ll f<mr'.I "'!WT'llll g m m<lilU ~ 1l1 f.lim 3l"I .ml! 'll o<i<! mtfl!TI@ ll ('t1! 'll1 ~ ~ t, ~ ~ ro "~ ~" 
if fuq;Jfrn/fq;Jfu '3iRI <fi' 1:fl<lll 11 "~ ~" ~ ~ ~ fij;- ti 'tlR "~ ~" -;RJ lmt@T fcr-mt 3fflmi,1'<1;~ ~ ~ -:.m ~ "ITlll tit~ 
f,;i;.ft 381 ftt ~ ~ 'll1 mrr ~ tRUll"l it ~ ffi q;i 3IMiR wfua wai ti ~ ~ 11 m! ~ ~ t fij; 3W«!@ ~ tm: '3<l<l irrit/tll'lffi ~ fif;-,:iT 
1R lf1qiTU .ti:m 7.ff fcl:;m -~ 'ffill'I it "ffl ~ffl7TTI 

.. ~ ~" ,'. 'ffi TTt .m7.ffli ~ f<mr'.i V<ljfi! "'7 !1 mt 'TT TI'l<IR1' ~ ~ l!f ~ 'll1 ~ ~ ~ q;i "ifl1c! 'Ulft 11:<1 ffilm'I 2
: ..:.-. fcf'rp.r t 3it7 "~ ~" WT mit V<!iR q;i <f>1{ ~ m ti ~ ~ 11 mt qi ~ ~ ~ 3'R ;;iR q;'\ mil ~ wn v:,i ~ ~q1-qq;J ~ "....A,.;,..i. 

q;'t m,ft .:im "~" qft ~ ~ 'l!J f;;rtlroit ~ '11'1l"l li ,~1 ~1•111 

Date of Surgery 

~ cliT. 

d1\\t\~ 

18-08-2024 

RECOMMENDED FOR ACCEPTENCE 
~~~~ 

or. CHHAVI GUPTA ~ 
A -4iunct Consultlnl. . , -/ 

d ocular OncolOOY Service / , 
oculoptas

1
~-tl)r,1Jg•. No. with st p) ' 

or. Shro~'Rj;J 1Pi}'II ~ if;;!. ,. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~ %'Tf8;l't 1 

Olrecto 
Ocul~~tastv and Ocular oncotooy seNlces 

Dtr~~El851\'1Amla111mWTii\thorised Signatory 
Regd. NiorP ~ft 2t1;1.Aspital) 

Or. Shrol~tt~ '~ 3lftmu 
' 

31RIITTi ~ 4 
SIGNATURE of TRUSTEE 2 



J.J@iid9,lii/Miai+1·1tffi1 
~ carmg for the community smce 1922 

.. ~-~~:.:: 
.,/ I 1•\\ ... 
/'"',' 1 1 I I 

31
~ December 2024 

@ 
oear Mr Tandon 

Dr Shrotrs Chanty Eye H 

Delh, ,s Now NASH Ace,:~~~\ 

Greetings from Dr. Sbroff's Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast. Vishwa Aamik- E/1224/0300 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Name Mast. Vishwa Aarn1k Address/ Village Chahta, Allahabad,Uttar 

Pradesh-281401 

Phone: 

DEL-G-23-07-6924 

MRN Age/Sex 1 year 

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

date Unit 

1 2024-12- EUA(Examinat1on under 2000 1 

09 Anesthesia) 

Total 
'."\ / 

B,stY 
Or. Sima Das 

Director 

Oculopla~ty and Ocular Oncology Services 

OR. 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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