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APPLICATION FORM FOR ASSISTANCE 

~lsi4df ~ ~ ~ 
(Healthcare) 

(~~) 
Kthika 
foundation 

APPLICATION No . / 

~T<m ~ : .. f. I L LL { I O .3 Ll C 

NAME of APPLICANT : 

~~~ 

I =c;~oN DATE : !2 6 / 1 2J t--'·----,1 r ___ e_u_,1d_ing_b_1oc1t_o1_1,1o ___ --l 

f-.lAST 
FATliER'SiSPOUSE'S NAME: 

A fl YU.SH 
AGE-YEARS ~-cflf SEX @IT 

L/ V E-f}-R £ fhft LF 

I 

HI fl. I (I 

kULDEE-P ((ATHE-12) 
..L PRESENT RESIDENCE ADDRESS cflttiR ammmT "tJilT 

H .., .~ ~/;1 I I\ I (J K ft /-' (< t:\ (TH 14- ( (1 {I (I I y 

r1<, A1u~11µ._1 nr-tH 1un,'('-f 

PERMANENT RESIDENCE ADDRESS : ~ 31TcITTlfq 'l'ffi 

:AnoN : L 4 B au R E-1<.. ( FAT 
TOTALANNUALINCOME: H [--R.) I MARRIED(~)/~(~) 

PAN No. ~ ~ ~ 

(Attach Proof of Income) 

( 3!l<I qi'f ~ m,r.r) 

~E YOU AN INCOME lAXjSSESSEE (Tick whichever is applicable): 

""' .3lJ1t 3!l<I ~~ t\ ("1, ~m ~-q{~clilfurr;:r~, 
Yes/ No 

m,m 

Sr. No. 

iii"lr~ 
Name of Family Member 

~<!i"~qi'f"lftl 

FAMILY DETAILS "lffic!R fcfcwrl 
Gender 

@IT 

Relation with Applicant 

31Tffi~~~ 
KIil ()f-F-1 ✓ 

Age (Years) 

~ (cf'f) 
MH{ 1-

{:,c:-fV/ftU-

.Pl-I 1 H Ff( 

A... n r H F--f< 
~ I ) I\ I~ t:: TH-

BPL Card 

(Attach Card Copy) 

"JJ"U<ft Ufil ~ ~ 'l11'!fUT lf;f 

('ll'll'l! 'la "'1 ffllll 'lITTl ~ <6'1:1 

Sr. No. 

ifi1'!ffl 

BASIS for REQUESTING ASSISTANCE {Tick whichever is applicable) 

~ ~ @-q ~ ~ 

EWS Certificate 
{Attach Certificate Copy) 

alR 3WI wt ,lllJUI 'la 

(JllllUI 'la "'1 ffllll "II@ ~ <6'1:1 

Ration Card 
(Attach Copy) 

~ cfi1t 
('!rllf(l! 'la "'1 ffltIT "II@ ~ <6'1:1 

"PURPOSE" for REQUESTING ASSISTANCE: 

~t!~1Tilfcr:rcftq;y~: 

Medical Reports/Prescriptions Attached 

~ ~ ~ i!,1 ~ ~ ~ m,r.r 

, 

I · () f fl u N n c:; I ~ ~ /-<. f- 1 I A J() /-{ I H. \' T n /.-1 fi 

Sr. No. 

ifi1'!mf 

'::} J '/ f'C//J;.{ /VJ }-,VI// 
r::,_f} fj 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES A AO. 

~~iq~3PlmF«!!fclim3Pl~~ffi<ll~ll? /VU 

NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

3F! ~ cliT "IT'! 'ffi 'fJl ~ mu 
All+-



DECLARATION by APPLICANT· ;,.~ -;TT! m,r:n T:I: 

i) I hereby con'lfm tr.at a I deta s 111 tn1s Form are True to the best of my lmoviedge Any fal&e statement I, II render my App caoon & om 

ab'e 'or re,ectionlcance• at.on 

2, I soemnly cor.frm that ass stance, • rece1"\/ed from Kosh1•a FoundatJon Ntll be used only for lhe ·purpose·. as staled in tr s Fomi " t, • 

was •equeste<l tJy me 

3) I reret>y confirm lnat I have not & w1 I no: m future. avail of reimbursement In part or •r full, from any other source/employerfl nsurarn:n 

tor ,,hich . .., s ass starice Is requested 

I) 11 ~ -;,;ran t ff ~ llW1! '1 WI lf<l ~ fcmvJ mt ~ 'f. ~ m;i ~ mi i1 "llR ~ fcmvJ 11;<1 ~ amr<l "GT<l1 ,{r,11 "t 111 mt ~ ~ .,,,, ~ ~ 

~- 11· ~T. ~ 'l!fu -~ ~•. ~ m ";lJ,:t\ t, "oq'f.J~om mii q;i'l,_ffi ifu"ll wn;wt1TI, ,n ~ m:q tt 1fO TJ-qJt1 

1i ":i 1'7- ~ t f.F ~ mrni ~ ~ W4,i <f.1 >Tit c'! mvi <f,J ~ "l;J Wlm ~ wm WI ~,irin ilil'lfl *" m fwll r ~ 1 r ~ -q ·'!:-

AGREEMENT by APPLICANT ( ~ i:R1 iiim) 

1 l By affixing my Signature or thumb ImpressIon on this Form, I (Applicant) hereby agree & authonse KoshIka Foundation and it's Trustees lo 

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, pnnt, electronic, for soltc1tmg donations for Koshika Foundation and/or d1ssemInatmg information ~bout its. 

aclivitJeS/achievements. Such use of my photo & details can be made by Kosnika 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 automat1cally entitle me for receiving or continuing the sa•d ass sta,ce The deosion for granting and/or continuing the assistance will rest solely 

with the Trustees of Kosh1ka Foundation, and their dects on Is this regard Nm be fnal and acceptable to me 

t> ~ffl'R 3!ir-l l'<!l'l!l'.?71 wra<f.1-m ~.if<~> 31'r-il ~<fil~~t~·~"q;Jffl!'! .mtm~ "<j;1 ~<IKffi (f<l;-ira'lf'I!. 

'!<11, 1f.1it ~ ~ mi:ui r'I V'!'.l -if mm i. Git "ffliTI" ~-~. zy,;, ~ ~ ~ .i ¥'I ~i,n am ~;iii -it ffill f<i;lit >ir wm l!Ttlfll 

~ ~ ~ i; ~ ~ t, -qr V<r.l <61 ~ iit l"<'ITT! "ff,~ '<11 ~it~~~ "fflm "!mW!" "II ""llm ~ ti 

2) -q I~) ~ ;ire 1l -mi«! { fq;- ira 'lf'II, '«11, 'Cf:til 3ITT: fqcro,i -;ii fq;- mT'1fil lfi ~ ll ffl<! t ~ l<lif: "lW'llfi <61 ~ "ffl 7f'l@TI ~ Tf'<ill -q 

"~" ~-m ~ <61 f.!ul>. 3lTI!'! 3ffi ~ TI'fll 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~<i:~m'<lloir@ililF'll'I 

AGREEMENT by HOSPITAL (~ ~ <RR) 

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Kosh1ka Foundation, we 

(Hospital) hereby affirm & accept followmg 

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 we are 

requesting to get from Kosh1ka Foundation. to the extent that such assistance Is granted by Koshika Foundation. If the requested assistance Is not granted 

by Kosh1ka Foundation. m part or 1n 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 palienl/case from any other NGO or any other source 

2) The assistance from KoshIka Foundallon 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 patient & the Hospital. and is in no way influenced by Kosh1ka Foundation Hence. the Hospital will 

assume sole & complete respons1b1hty of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or respons1bl11ty 

in the matter 

~ ~ mMt <l>l am -a 1!fllM),ft 'Ii! -~ ~ .. -a f.m!il ~ "t!! fu'!;fuJ qft -;;iliil t, f.n'l ~ c~> R"l ~ ,i "'IPl q ~ <lif<l t, 
1 > 11g' ~ "m mtttR 3ftt" tt ~ -if Mltll ffll!ffl f.l;m /it mlli1U mr11ll f.l;m 3FI! m ll 6llil uritl'llire -if wr 1ll .r lt t. ~ ~ rn "<li'tlmr ~· 

"ii~ o<l<l ~~-if"~~"~~ '!I~ ti~·~~"~ .rm-m fcr-!ra ~/Wlffi '!I~ "'Im~ .r@1 t "ffi ~ 

f.l;m ~ /it ~ m 1ll f.l;m ~ "lRl!lf-T .i lm'llll ~ <61 o!N<liR wfuil W<II %1 ~ ~ tl "f'I'< <fill ;;i@1 t f<l;- 3ll'G'llIB ftiltll ~ o<l<I ~ "t!! f.!;m 

1ll ~ ~ m fi6m 3F1! "ll11f-T .) ,wi wnffili\1 

2. •~~•.).ft ~ mllllll ~ f<mr'I ~ <li1 %1 urit "<R ~ ~ -ia ~ m'lll '<11 m lfit ~ <61 ~ urit ~ TI'!cl@ 

q; ~ ;;;i ~ t 3ITT •~ ~• i:R1 f.l;m ~ ili1 <!iW WI ,Wt ll ~ TI'lil@ii urit lfi ~~.mt 3lf.t ;;rr:t <li1 mil~ urit ~ ~ 

<li1 mi .mt "~" <li1 <!iW ~ '<11 ~ ~ l!l'R'l -if ~ m\1 

Date of Surgery 

aimm <iiT ~ 

~4\~"'J 

11-04-2024 

RECOMMENDED FOR ACCEPTENCE 

~<fi"~~ 

Dr. CHHAVI GUPTA ~ . 
M1unct Consultant, Vt-t1/-

0culoplWJXw OfM>~g'lamp) 

Dr. Shr . cl ~- ,. 

FOR INTERNAL USE of KOSHI KA FOUNDATION 

SIGNATURE of TRUSTEE 1 

~ram I 

Director 

Oculoplasty and Ocular oncology services 

Director, ~edical E~uca!l{l Deoartm.ent 
\Name, Ufl~!flP.tllP.~I 9\alTtP of Authorised Signatory 

Dr. Shrolf's Ch~~ ~~~pital) 
,Ill cl 1R ~ ~~ 3lNifiJU 

SIGNATURE of TRUSTEE 2 

~m!m2 



,,s1mim&Mw:,1;1.uaw1 
,.·'.•::::; C,inng for th,> commim,ty s,nce 1922 

, ·••\' .. ... 
/ 111\, ....... ~ 

/''"'\ .. 
I II l \ 

31" December 2024 

Dear Mr Tandon 

Greetings from Dr. Shroff's Chal'ity Eye Hospital! 

Please find belo\\ attached estimate e:--.penditure of Mast. Aayush- Ell 224/0306 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Or Shroffs Charily Eye Hospital 

Delhi IS Now NASH Accredited 

-

Name Mast. Aayush Address/ H no. 25/43, lndraprashtha colony, A-

Block ,Buran.Delhi - 110084 

Phone: 

DEL-C-22-12-1863 

MRN Age/Sex 4 years 

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

date Unit 

1 2024-12- EUA(Examinat,on under 2000 1 

27 Anesthesia) 

Total 
.... 

Bw~/ 
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 

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


