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DECLARATION by APPLICANT. ST T Shon v o :

1) I hereby confirm that a8 getails in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing a

liable for rejection/canceliation.
2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assis
was requested by me.

3) I hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the |
for which this assistance is requested.
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AGREEMENT by APPLICANT (3E g1 )

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/put-up/reproduce My name, address, photo & details of the “purpose”, for which such assistance is requested/granted, through any

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
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AGREEMENT by HOSPITAL (BT G ¥R)

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
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4" January 2019
Greetings from Dr. Shroff’s Charity Eye Hospital!
Dear Mr. Tandon

Please find below attached expenditure of Tahira:-

& sy

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

Estimated Cost

Dr. Shroff's Charity Eye Hospital
Retinoblastoma Surgeries

Supported by Koshika Foundation

' DRESS/P E
Name Tahira T f\ISC/) pen HNO 49/ 219 £ BLOCK,DELHI-110053
) e A R _ :
MR NO. G18/03/4486 Age/Sex 4 years/ Female |
Koshikha !
Application No. D/1018/0081 |
S. No. Treatment date ltems )  Cost per unit No. of units Aprox. Cost
22/10/2018 |
1 P
£23/10/2018 Chemotherapy 3000 1 3000
' Examination Under
2 22/10/201 1 1000
FROEA00Y Anesthesia (EUA) 1000 o
3 21/10/2018 Blood Investigations 132 1 132
Total 4132

Best Regards

Dr. Sima Da

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

OTHER CENTRES

GURGAON ® ALWAR ® SAHARANPUR ¢ MEERUT e LAKHIMPUR KHERI e VRINDAVAN




