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BPL Card 
(AttacH Card Copy) 
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Sr. No.
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Sr. No.
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EWS Certificate 
(Attach Certificate Copy) 
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(qqm qq qn qnqi qfa q>ti

AMOUNT of ASSISTANCE BEING AVAILED 
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Any Other 
Basis/Proof
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Ration Card 
(Attach Copy) 
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Relation with Applicant 
3q^qq7 q^ TT^I

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)

______________________
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APPLICATION DATE : n

Bnqqq fqgft________
AGE-YEARS 3^-^

APPLICATION FORM FOR ASSISTANCE
61'Mdl I*7'^'1 MI<F'M

£ / 01^5 | 03lA

NAME of APPLICANT : D A V A /
sq^qqr qg qrq > ' ' ’I —

OCCUPATION :
oqcHdiq__________________

TOTAL ANNUAL INCOME : 
qrci qiRJ* 3qq

6PU  No. wyii____________

ARE YOU AN INCOME TAX ASSESSES (Tick whlchevens applicable): 

qqr 3qq 3qq 3R qrar i? (grt qpi qt "sn qr wt qq F[fin ci'ii<)i

MARRIED (f^qif^r) I \OmN U U i]MT^™) 

(Attach Proof of Income) 

(snq qn Tfi^q wi,,i) 

ASSISTANCE BEING AVAILED for SAME "PURPOSE” from OTHER SOURCES

3qqyq qr)< 3j=q Timfl fq?qt f= gqi

NAME of OTHER SOURCE 

3Fq w)d qq dlH 

AT?)

Yes I No 

________ / nit 
FAMILY DETAILS qftqR fqqpq

Age (Years)
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fo[ndation
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CHA(MDR.fl PRAKASH CPflTHE^J 
PRESENT RESIDENCE ADDRESS q?fqH 3||'6|Rfa qtn '

Name of Family Member

h R^k  q> TTqrqt qq qrq

C ?  AU l  l - PAieTW 
m7 Pe i<?[nn7F<a1

"PURPOSE” for REQUESTING ASSISTANCE:
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

^1 3FJ3 offl Pl^lll

SIGNATURE of TRUSTEE 2

;Wl irfW 2

Date of S[rgery 

cfn ? e5  

9-5/o'l^

SIGNATURE of TRUSTEE 1 

nw I

________AGREEMENT by HOSPITAL gRT W()__________________________________

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.

3TR $ 'hThH/W WHrn KR fan M4>l< 'R Hl-q 3 <4l*l< tl

1) H fTI qdwH OTI T KT 'A [clfd'M MCiqdl fern tlWH 'KI TKRTT 3RK wld d'Ki 4 Tt 1?, "'hlRfi'bl

Tl Rl'Kilwfq’lfd TKd °F> TRKW 4 " gRl RKK icm {Ki 'tl wR “thld-^S(l'l" gRT TTKRRTT R7 R Siiftfl'K/tl'Kcl HKt 1**11 'dldl I? Kl JTFIKTcl

fcTTT 3FI A7  WFRt TRSII KT R@ A 3RK TTRKKH A RKFRTT KT TflfWR TJTRffi T^KT tl A PT2 KT t dTPRUrl fgrfa Rgg 3KK tRfWTH feft 

A7  7 @ S l @ 7  7 @ w e w 7  Tw @ A \ @ w 7 w w w  A -Rt KRn/HKti

2. " cfl’Tf WNdl wRS T fafdK VKmfK Al AR KT gRT R Ki? T1K1TK KT fed w A TKKR/KfeKT

R KTK Kd fKKK A R7  “ *lfe=hl KK7 Rw ? ” gRT feR HR KH KKTK Rgt Al STTKrld KTKrtlKT A AR R ScTTK \ A7  

w A A7R -\A@  "dArmi” w A RiRrn w 7 w @ 7  w @ 7 R A @ R AlRi

RECOMMENDED FOR ACCEPTENCE

____ Pr.CHHAVIGUPTA1^ ___

(Namer5/'^r.c&'^gfiyNbm7®^ptamp)

KJ HTR K KWR K A^l. H.

FOR INTERNAL USE of KOSHIKA FOUNDATION SRfaf Wl A^

■^RTK AR Rrg KPKTTZ I

ynA w A @ wA fe^giTi AR 7 7 w seiditf

DECLARATION by APPLICANT: snKgRT gRT KTW KR:

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) A memu ee tm fe e@ 7 A 1Aw w A 7 7 R F^e@ w  AA w ? @ 7 7 A R w l j @ @  @ @ w  w @  7 7 R Ae RA Rri FAw @ ’w @ w  w >w ? 3@ w w  w 7 w 7  w @ u  A R AA @ 7 w w w 7  fe^d w A w 7  @ 7 wR7  7 ?e

2) At gRT ‘R R75TKKT <lf^l “ *ifA*l ", A <R KfT iR 1>, KRKil <SmR'I K@ A w A RA R A7 A feKI KlAKI, R ?RT MIK'M A w w  KKT fl

3) A RR KRKT rT fe fmRT KKTKKT Kef K? KTRlT K>t Kf t, 37T RlfA KJ \RRw ? KT RTKicT fFWI feR 3FK Rw /RR5 /R@ T KK@ R A K R fHKT f 3lfR K R RAtK A ?mR I

AGREEMENT by APPLICANT (\ 7 7 Aw w 7  gRT KRR)

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.

1) TR Um\ w 7  am \ mw @  w 7  aftra w A w 7 ? w 7 w 7 w @ , A (37 7 Aw w 7 ) amt 7 7 ?Rw  w A ^fe w @ w 7  w  w w " +>1^1+1 miaf afh -qiRAl " w j  afA+a w @ w 7  ffe Aw  w 7 w , 

KKT, Rt?] 3KR Ki fKKTK TRT VR A Mlfe<1 t, w A " +>'lfA*l" KKH -KIWI. KH, KTRHT/K1 gTR A -msl 'ifclfefaR afz dMdfelR K> feA feR R TRTR RTWJ

A itiifei w 7 7 w R fm, arfftm fi At Rm w 7 7  feq<[i At $<eew  w F m w 7  @ 7 w A w @ A w 7  fe[." +>'lfe|+i @  -qiR arfA^a fi

2) A (arm*) 7 @ 7  RiR A RW f fe A@  m, mi, RrA afir I@ @ 7 w  w A fe mmr R "sg^Kf A Krfm t ■gA 7 @ w : «$iKrfi w 7 7  ?w 7 w @  ?R mran 7 7 7 A 

‘felftiKii" @ w w . 3<fe -mfeql w 7 7  A7 Aw  affAft afr w 7 ^w w 7 7 A Rw 7 e

----------- ----------------------------------------------
Director

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

Regd. No. 00291

(Name“DesignCa^^ Signatory

on behalf of Hospital) 
HR cf Ag ^Aldld 31TOW



NABH

Dear Mr. Tandon

Greetings from Dr. Shroff’s Charity Eye Hospital!

Please find below attached estimate expenditure of Baby. Payal- E/0125/0319

Baby. Payal

Phone:

DEL-G-23-01-1850
5 years

ItemsTreatment date

200012000EUA2025-01-251

2000Total

Best Regan

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

Nam 
e

MR 
N

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries

Cost per 
Unit

Addres 

s/

Prem nagar, District- 

Etawah, Uttar 
Pradesh- 206345

No. of 
unit

Dr. Shroff's Charity Eye Hospital 
Delhi is Now NABH Accredited

Ferna 

le

Aprox 
. Cost

S. 
No.

Age/Se 
x

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

____________________________
— "--A, ■■ Caring for the community since 1922...

//ni%
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