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DECLARATION by APPLICANT: 37w 2 =
1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my

2) | solermniy confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as Stated m Tus “gmmy,
was requested by me.

3) I hereby confirm that | have not & will not in future, avail of reimbursement, in part or in full, from any other source/,
for which this assistance is requested.
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2) | (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 automatically entitle me for receiving or continuing the said assistance, The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.

l)wmwaﬁmmmﬁmm,ﬁ(m) mmﬁgfem(qﬁ“wﬁmmmsmmm"ﬁaﬂmm{ﬁﬁnm,

“ﬁﬁm"mmmﬁmﬁvﬁaﬁqﬁtwmﬁm

APPLICANT’S SIGNATURE OR LEFT THUMB IMPRESSION -

A F TR W AR w7 P {) A (\4))

(Father - Vi Malix)

AGREEMENT by HOSPITAL (FEAE BT HR)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:

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 Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requested assistance is not granted
Dy 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 ig 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 Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter,
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Dr. Shroff's Charity Eye Hospita
Delhi Is Now NABH Accredited

Greetings from Dr. Shroff's Charity Eye Hospital!
Dear Mr. Tandon

Please find below attached expenditure of Vansh:-

Estimated Cost
Dr. Shroff's Charity Eye Hospital
Retinoblastoma Surgeries
Supported by Koshika Foundation

J
Address/Phone | H.NO. 527/07, Megha Path Lak
N 2
o ganh Shamli Lank, Jttar Pradesh -247776
MRNO. | G18/02/5386 A—gE/Hs&_H* 3Years/Male
Koshikha (
Application D/1018/0078 .
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Dr. Sima Das
Consultant

Oculoplasty and Ocular Oncology Services

DR. SHROFF’S CHARITY EYE HOSPITAL
5027, Kedar Nath Road, Darya Ganj, New Delhi-110 002. India
Tel. 011-43524444 43528888 Fax: 011-43528816
E-mail: sceh@sceh net Website : www.sceh.net
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