
-03 -8^^

PERMANENT RESIDENCE ADDRESS : W

BEWgEaB

FATHER'S/SPOUSE’S NAME : 

HR

S | 01^5 ) 03 I 3

■ 31 |C R

(Healthcare)

BPLCard 
(Attach Card Copy)

Rfal t^n HR 3RPI ■'TH 

(MHl[l Tn nft tfiqi srfH TTePH

Sr. No. 

? @  wn

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

ttgRdl fadfd 

Ration Card 
(Attach Copy) 

? ? '? I'5 e ct>i4
(■'RFH OTI Tlfa ^tl

APPLICATION No. :

tKSMi :

NAME of APPLICANT:

HR

ftA£CHaAJIC CPATHC-R)

6o Mrp C£A'~7 ?&£)

M i L. \ A QT_____
______ SJOZhLU.

V 
TS

Yes I No

_________ si / nit__________
FAMILY DETAILS vlw facRq

Gender 

f^R
noH

Age (Years)
35 (^)

25
0

AlU'o 1

>iY19glCg<W

Relation with Applicant

P /A T ?  67< 
fWT H RK

2 I T^-X

“PURPOSE" for REQUESTING ASSISTANCE:

tdSHai f?g R[di TI

Medical Reports/Prescriptlons Attached

SttHdltn/sI^ ‘SfRl TT^FH

L/4,510 M A-~

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
35 3^5 3^ 355 5SI5dl f^5T 355 5 1^57 551 3t?

NAME of OTHER SOURCE 

355 55 HR

AA- ~

AMOUNT of ASSISTANCE BEING AVAILED 
eft 5^ 53I5HT TRlt

Any Other 

BasmsZPrdof 

31-5 5^ 5185

Name of Family Member 
nft5R 55F5t 55 HR

A |< I L
K /X ftmM i; CO
S ) p7^ 4

APPLICATION FORM FOR ASSISTANCE 
<161'Hdl ihm' 33I'^'P 'I MI^H

OCCUPATION :
J555T5______

TOTAL ANNUAL INCOME:

HRH etiftjcH -355

PAN No. T5T3 15151 WIT ___________________________________

ARE YOU AN INCOME TAX ASSESSES (Tick whlchevens applicable): 
551 355 355 55 <idl s? (51 555 TH 35 HI 53t 55 Pl^lH ei'll^l

Koshika 
fo[ndation

B[ilding block of life.

MARRIED (Wtcl) I UNMARRIED (aifodlfed)

(Attach Proof of Income) 
(355 55 5185 5cRi)

Sr. No.

5R 57251

__________ l_

_______ 2-

Sr. No.

5R =n 

=¥. '’'Witten

EWS Certificate 
(Attach Certificate Copy) 

355 355 Rf WI 55 

(5515 55 5>t 3151 5fH Hit I

APPLICATION DATE : i

3RUn fatft___________ __

AGE-YEARS 35^-5^

oi 15

SEX f^TH

OV V I FC MX)Z£

Vfr^lL CCflTHeftJ)_______
PRESENT RESIDENCE ADDRESS 5cfalH 3Wft5 551

C|A MESHPUfi ... PcZST. | 7A V £7
p. 1 i ri-i , '



18-08-2024

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

oft SFJyJ =FT PWIH

Date of Surgery

SIGNATURE of TRUSTEE 2

Dr. CHHAVI GUPTA 
Adm[nct Conaultant,
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RECOMMENDED FOR ACCEPTENCE

■’c[loplasty and Oc[lar Oncology Services
Regd. No. 100745

Dr. Shroff's Charity Eye Hospital
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----------- Dr. SIMA MS------------------------------
Director

Oc[loplasty and Oc[lar oncology services
Director, Medical Ed[cation Department

Regd. No.00291
Dr. Shroffs Charity Eye Hospital

(Name, Designation & Stamp of A[thorised Signatory 
on behalf of Hospital)
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__________________________ AGREEMENT by HOSPITAL (%1TI 3RR)__________________________________

By affiiing here[nder, signat[re of o[r A[thorised Signatory for recommending this case/patient for financial assistance from Koshika Fo[ndation, we 
(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in f[t[re avail of financial assistance from another NGO or any other so[rce, for the same patient/case, as we are 
req[esting to get from Koshika Fo[ndation, to the eitent that s[ch assistance is granted by Koshika Fo[ndation. If the req[ested assistance is not granted 
by Koshika Fo[ndation, in part or in f[ll, then the Hospital reserves it's right to make [p the shortfall from another NGO or any other so[rce. This 
confirmation essentially states that the Hospital will not avail any d[plicate assistance for the same patient/case from any other NGO or any other so[rce.
2) The assistance from Koshika Fo[ndation is only financial in nat[re. The choice of the treatment/proced[re advised/cond[cted by the Hospital on the 
patient, is based on the arrangement between the patient & the Hospital, and is in no way infl[enced by Koshika Fo[ndation. Hence, the Hospital will 
ass[me sole & complete responsibility of the treatment & it's o[tcome & safety of the patient, and Koshika Fo[ndation will have no role or responsibility 
in the matter.
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DECLARATION by APPLICANT: anfaKT ?RT fatW KK:

1) I hereby confirm that all details in this Form are Tr[e to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any, 
liable for remection/cancellation.

2) I solemnly confirm that assistance, if received from Koshika Fo[ndation, will be [sed only for the "p[rpose”, as stated in this Form, for which s[ch assistance 
was req[ested by me.
3) I hereby confirm that I have not & will not in f[t[re, avail of reimb[rsement, in part or in f[ll, from any other so[rce/employer/ins[rance company, of the amo[nt 
for which this assistance is req[ested.

1) fa faw mat f ffa Wl fa fafa fa FTfat fami fafa fa 3T3RR HR fa fal fa fat fal3 tfahH fa 3Rm RRH fa fa fafa HKIKdl ffad fat HI mfat fa
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AGREEMENT by APPLICANT gRi ^@ @ )

1) By affiiing my signat[re or th[mb impression on this Form, I (Applicant) hereby agree & a[thorise Koshika Fo[ndation and it's Tr[stees to 
[se/p[blish/p[t-[p/reprod[ce my name, address, photo & details of the "p[rpose", for which s[ch assistance is req[ested/granted, thro[gh any 

medi[m, incl[ding b[t not limited to verbal, print, electronic, for soliciting donations for Koshika Fo[ndation and/or disseminating information abo[t it's 
activities/achievements. S[ch [se of my photo & details can be made by Koshika Fo[ndation before or after my treatment or f[lfilment of the "p[rpose" 
for which assistance is being req[ested.

2) I (Applicant) f[rther agree that any s[ch [se of my name, address, photo & details of the “p[rpose'', for which s[ch assistance is req[ested/granted, 

will not a[tomatically entitle me for receiving or contin[ing the said assistance. The decision for granting and/or contin[ing the assistance will rest solely 

with the Tr[stees of Koshika Fo[ndation, and their decision is this regard will be final and acceptable to me.
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Caring for the community since 1922...
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Dear Mr. Tandon

Greetings from Dr. Shroff’s Charity Eye Hospital!

Please find below attached estimate expenditure of Baby. Baby Jikra- E/0125/0313

Baby. Baby Jikra

Phone:

DEL-G-23-03-8296
4 years

ItemsTreatment date

200012000EUA2025-01-161

2000Total

Best Regards

Dr. Sima Das

Director

Oculoplasty and Ocular Oncology Services

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

Dr. Shroff’s Charity Eye Hospital
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Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries
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Dr. Shroff's Charity Eye Hospital 
Delhi is Now NASH Accredited
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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
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