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“AGREEMENT by APPLICANY [mive 61 #1710

11 By wtfxing my wignature o huinb impeession on this Form, | (Appiicant) herstry sgres & suthorie Koshika Foundation and It's Trustees o
use/DubNpUtupimproduce my name. adress. photo & dutais of the “purpoes’, o which such axsistance is requesiedigrantng, through any
medim. Bcieting but not Bmsted 1o vertal, prnt, electranic, for soliciling donafions for Koshila Foundition sndior dissaminaling mlormation atout i's
sotviionlachievements. Such use of my photo & details can be made by Koshias Foundation belore of sftar my Ireatment of fulfiimant of the *purpose”

Tt wihsh mEsRlanOn i Ding requeated

11 (Appican() burther agres sl any such use of My name, sddress, phato & detalle of tha
will not sutomatically enlitle me for receiving o continuing the sekd ssaistance. The decisian lar granting a

with B Trustess of Koshika Foundabon, and thoir decision i this ragard will bo final and scceptable 1o me.
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AGREEMENT by HOSFITAL (wemm g W)

By affixing hespundsr, signaturs of our Authorised Signatory for recommand|ng this casalpatien! for financial asaistanes from Koshika Foundation, we

{Houpital) hereby sffm & scceqt foliowing:

1) thait we remither Gre presenthy nor will in future avall of finoncisl essistance ftom anpthar NGO of any ofher source, Iof 1he Same patisnticade, os we afe
retuesting to get from Koshika Foundation, to this edent that such assistance |5 granted by Koshika Foundation. If the requesied assistance & nat grantad
by Koshis Foundation, in part or in full, then the Hospltsl raserves ' right to make up the-shorttall from ancther NGO or any other souses, This
confirmafion sssentially staies thal ths Hospital will net avall any duplisals seslstancs for the same paBisnt/cass from any other NGO or any other soutce.
2} The sssistance from Kashika Foundation i only financial in natura. The cholcs of the
patienl, is based on the arrangement betwesn the patlant & e Hospital, and i in no way influsnced by Koshika Foundation. Hance, the Hospital wil
gstuma sole & complsts responsibiity of the trestment & i's oulcome & safety of (be patlent, and Hoshike Foundation will have no role or responubility

in the matkar.
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RECOMMENDED FOR ACCEPTENCE Diragtar
ﬂr.‘ CHHAV Gupry =gl ® fe shfy Geuloplasty and g::ur un:n% services.
i | 4 [REAR & [T]SE L] i f
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Caring for ihe communty snoe 1027

30" Seplember 2025
Dear Mr. Tandon
(rectings from Dr. Shroff*s Charity Eye Hospitall

Please find below aftached estimate expenditure of Atham- [/1225/0329

________-—-_'_-_.“
—
Estimate cost of treatmant
Or. ShrofP's Charity Eyo Hosplital
_-__________.—-——_'_-.J
Kame Arham Gram semim,Post semri khar kot Itwa Siddharih
Nagar, Litar Pradesh-272192
__'___-_______———'-_—__-
. DEL-P-25-12- |
MRN | 4450 AgelSex | 2yesn Male
S Mo | Treatment ftams Cont par No. of unil Aprox. Cost
date Unit
1 2025-12-20 MRI 6300 [ 6300
Total 6300
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Oculoplasty and Ocular Oneology Servives

DR. SHROF F‘S CHARITY EYE HOSPITAL
5027, Kedar Nath Road Daryagan, New Delhi-110002 India
Ph:- 011-4362 4444, 4352 BBBB, Fax = 011-43528R16
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