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APPLICATION 
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APPLICATION N . ~ ~ 
(Healthcare) 

<~W'l'.fli'f) 
K~hika 
foundat i o n 

~ ~ : o.. f l 1 '2... l_ '-I I O ~ O'=t 
NAME of APPLICANT . 

~<lil"'Utl . 0A-By AYUSJ-J I 

I ~Ci:ON DATE :2 6 \ 1 2-\ 11, L----B="'='d....:"11:..bloc,--ol-ll_, --, 

AGE-YEARS ~ -<f'i SEX ffi'l 

FATHER'S/SPOUSE'S NAME . 
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I 

HI /\Jn 
' 
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PERMANENT RESIDENCE ADDRESS . ~ 3!JqJm11 1lol 

TOTAL ANNUAL INCOME : 

-:so rs f' F-A TH ER )I MARRIED(~} 1 UN~~) 

~~~ ,~,0}5 
PAN No. ~ l9@T ml , 

I r fl H cJJ ) (Attach Proof of ll'!come) 

e--e--i"' l ,- T C ,, ( 3W! qjJ ~ m¥'!) 

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

cl<ll 3U1i ~ iR ~ l' (iii! llRl "ITT o'.! l:11: tlITT <li1 Rm ffll 
Yes/ No 
~,m 

Sr. No. 

ili1lm! 
Name of Family Member 

-qftqn:ci;~q;i'ITt:T 
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Age (Years) 

~ (cf'i) 

Gender 
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BPL Card 

(Attach Card Copy) 

1lU<iT wr ci; '1N 1ll!fUT lf;f 

(W!TUT 'Cf;! <lit ~ W<I lR'!"'! ~, 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

~ ~ @li fcAfcl 3llllR 

EWS Certificate 
(Attach Certificate Copy) 

3W'i 3ll<! cflf J!llT'1l 'Cf;! 

(W!TUT 'Cf;! <lit iJTl!l W<I ,ffiT'I ~I 

Ration Card 
(Attach Copy) 

~m 
(J!llT'1l'Cf;!q,l 'iJl1UW<f lR'!"'! ~I 

"PURPOSE" for REQUESTING ASSISTANCE: 

-mF«ll ~ fcl;lt lJll fcrrnT q;J ~: 

Sr. No. Medical Reports/Prescriptions Attached 

iii1l ffl ~ ~ ~ <li'l ~ ~ tflT ~ -
I· ()1/tC{{\//J\I <: l<F Ti Un HI J.-1, IV/LIi-i-

Relation with Applicant 

~cf;~~ 

I- ,c; r H c.:..v 
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~ 
Basis/Proof 

3R~~ 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES ,1 ,_.,-
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Sr. No. 

iii1l ffl 
NAME of OTHER SOURCE 

3R ~ q;J ~ 
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DECLARATION by APPLICANT . . 

1) I hereby fi ~ Gi<T $iurr ~ 
I con irm that all deta I : 

y Appl1catIon & ongoing as~15tanr,,, ,, " . 

1able for reJectionJ 
I s 1n this Form ar T 

nt will render rn 
' 

2) I solemnly confirm ~~ncellat1on e rue to the best of my knowledge Any false stateme this Forrn . for which such a-,-"•·Nir,•,:, 

was requested b at assistance. ,f receive 
" r ose". as stated ,n 

3) 1 hereby co fi Y me d from Koshika Foundation w,11 be used only tor the pu P ranc.;e company. or the am<:J.,n\ 

n Irm that I hav 
· 1 r,ployer/Jnsu 

for which th, e not & w,11 n t f 
ther source e 

,. s assistance ,s requested o in uture, avail of reimbursement . in part or ,n full . from any o , f-r,1:il cfi1 ;;ii ~ : 

I ) iJ $iurr ~ { f'I, nnrr!a,11 ii ~ ,m • . 
3ltlF< ,nm o!fclJ t m .tu mT'-@l 

2) ~~,it~~"~ ~Ti;lf{uJtfU~qi-9<m"!!i<ll(El'1"ITTWI ef.::iiiW~l{q~ ~;:( <m7Tl!lt, . , ,, 
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3 l if ~ ~ t f<n f.rn mnrei ~ . .i ~ihn m %. ~ ~ om mii <l>l 'lf<i q; ft:rl f<l;-llT JfTll'll, ~ ~ lt " cir ft:lm t am ,r ti ,w.rr,P• <fTI 

~ ~ mit-rr if;l ~ l o!! ~ <TIT 3lifu;i; 'l1 ~ mm 1%m 3Pl ~(<ITlll ~ 

1) By affixing my s 
AGREEMENT by APPLICANT ( ~ ~ <Fm) d it's Trustees to 

ignature or thumb impr . . K hIka Foundation an h any 

use/publish/put-up/reproduce m nam ess,on on this Form, I (Applicant) hereby agree & authorise os is requested/grante~, throug ut ,ts 

medium. including but not hm1te~ to ve~· address. photo & details of the 'purpose", for which such assistance d/or dissem1natIng information ~bor ose" 

activ,11es/ach1evements s ch bal, print, electronic, for sohcilmg donations for Kosh1ka Foundation an t~ent or fulfilment of the pu P 

f 
. u use of my photo & d t ·1 

f rafter my trea '" 

or which assistance is be· e a1 scan be made by Koshika Foundation be ore 0 

2) I (A mg requested 

ted/granted 

. ppl1cant) further agree that an . 
such assistance ,s reques , 

will not automatically entill~ me for r~ such use of my name, address. photo & details of the ·purpose", for which ntmuing the assistance will rest solely 

with the Trustees of Koshika F d ceivmg or contmumg the said assistance The decIsIon for granting and/or co 

oun ation, and their decision Is this regard will be final and acceptable to me 
¥ .,.,_ .,:,..,.. =rr 

t) ~Ylf:,'TI:3l"'i't ,......,. 
_.:+-,// "q;'i •m=-;;i;«!!s ,.., ., .. , " 1~, 

' TI<l!a;rr '!IT .,,,,o q;'j iJl'l ~. -q (~) 3;tr,i\ wqfu <l>l ~ <oTclT { i,;<i "~ ~ ;im ~ .,11<11«1 .,,
1
"~," ~ 

'l<TT, ajl) 311"( .n ~ ~ 1ff:I it <Mra t, ~ "<lilfmT" = "'lm1 ,..,,i. ~ ~.,,,.,,. l!fufclftl<ll am ~ -t ft;r<1 f<f;.it -tr "lrnR 'ITTt2l1J 

lt mfm <nct qi i;... ~ y• , , m, '1!fiRTl'lT •"' o-,.•"~ '!l"" 

' """-~ t;l~wni<TIT~~m-rqimf'll'-l!r;ll<R-i<i,~"~~",r"'!lm.W\.1¥t, ... 

2 l * <~>~<I@ "d m:-iIB t f<I; l1TI 'llll". '«ll, 1!iTc! 3fu f<f<wrr -m % qi~ lt were t ~ m: .mirnr qiJ ~ '!ITT <f-!@TI ~ w,,II -q 

"<!ilfmT" ~ ~ ~ q;J f.iul>:i 3l@1'! 3ffi ~ "ITT'lll lml«l! 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~ et TI<liey{ 'lT 31')!3 <TIT fuTR 

AGREEMENT by HOSPITAL (~ ~ 'Im{) 

By affixing hereunder, signature of our Authonsed Signatory for recommending this case/patient for financial assistance from Kosh1k.a Foundation, we 

(Hospital) hereby affirm & accept following. 

1) that we neither are presently nor will ,n future avail of financial assistance from another NGO or any other source. for the same pat1eni/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 Koshika 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 assistance from Koshika Foundation Is only financial 1n 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 Koshika Foundation . Hence. the Hospital wI1' 

assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation wII! have no role or responsibility 

,n the matter 

~ ~. ~ if;l am lt 1U'IB/TI'IT q;J "~ ~" <l f<mrzr ,m,rcn tu fuq;fur if;l ;;rim t f.m ~ (rno@J f.fi::i ,!q;R .r i:rp:f " ~ <Ii«! t, 

1 l -w fl,; 'Im q1ftrr:, ;iw 'Im~ 11' fcmrz! ~ fil;m m ~ ~ 'l1 fil;m =.-':ITT!~ oq<f wrr"1T'I<'! 11' ~ 'lT <'I~ t -m:r fcl; ~ "ffllq;J ~· 

,t ~ oqi'f <6 W<lll 11' "ffllq;J ~"~mtg f<n ti '1!fi; "~ ~" ~ ~ m@ ~ffi<n<'! ~~'!ITT fil;"'lf ;;rJID t ffi -W:I@f<'l 

~ 3f-".1 ¾ ~ m <Tl fil;lft 3f-".1 lR'!llR "d ~ ITT qi! 3lf!!q;R Wf&ra TI9<lT ti ~ 'l.fi< ii We <!,ITT ;;j@f t % 3lt'«lR'! ~ ~ ~ wit/t;ltffi ~ f<nm 

¾ ~ ~ <TT fcl;m 3f-".1 lll1R l! '!ITT <'!'ITffll 

2. ··~ ~· l! <'it~ .rn,rcn q;mar fcmrz! Wfillr <l>l !1 wit '11: ~&TU~~ mm- 'lT f<l,q 'm ~ q;J ~ wit ll;<i ~ 

q; it,;/ q;r f&q,:i t ;im "ffllq;J ~" IDU fil;m 1l<li11: <fil q;l{ ~ 'ft\ t, ~ ~ il wit q; ~ Wl\ll , 311'1 u!R <lit mi\ ~ wit il;ci ~ 

<lit wrir am "ffl1q;J" <lit ~ ~ <Tl f.rr:irou ~ 'll11R'l it m itri\, 

Date of Surgery 

3WIW:Jc!i1 cllWii 

0~, Vi 

11-04-2024 

RECOMMENDED FOR ACCEPTENCE 

~<fi"~~ 

Or. CHHAVI GU r)}) 
Actjunct Consultant, 

Jculoplasty and Ocular Oncology Services • 

(rilff~fi~4,~ ·R.1M~b1Jl,!1Mith Stamp) • 

Or. 5 W cfiT ~ ~ ~ q ~. ,. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 

~ ~~I 

Oculoplasty and Ocular oncology services 

Oirector, Medical EducatlOn Department 

(Na~e, Besl!J~ idl9l9$tamP. of Authorised Signatorv 

Dr ••rolf's Cha~ ~R.tt/l6P¥!\lspital) 
1 

1'r.! q 1R ~ ~ 3lf!f<lilft 

SIGNATURE of TRUSTEE 2 

~ ~ 2 



Dr. Shroff's Charity Eye Hospital 

-:::: ::E:• Car~gforthecommunrtysmce 1922 
,, ,,..,✓ • ,,, .. , ..... 

/ ,,,,,,,,,,' 
1, 111\,~ 

I I\\ 
31 $1 December 2024 

Dear Mr Tandon 

Greetings from Dr. ShrofPs Charif) Eye Hospital! 

Please find below attached estimate expenditure of Baby. Ayushi- E/1224/0307 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr Shroff s Chanty Eye Hcsp,la 
Delhi IS Now NABH Accredited 

Name Baby Ayush1 Address/ H no L 30/2,Prakash 

nagar,Gonda,MauJpur,Delhi-110053 

Phone: 

DEL-G-21-01-2054 
MRN Age/Sex 10 years 

S. No. Treatment Items Cost per No. of urnt 
date Unit 

1 2024-12- EUA(Exam1nation under 2000 1 

27 Anesthesia) 

~ 
Total 

Best ~ 
Dr. Sima Das 

Director 

Oculoplasty 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 

Female 

Aprox. Cost 

2000 

2000 
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