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AGREEMENT by APPLICANT (#&es g %)
1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees &=
use/publish/put-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance is requested/granted, through ams
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the
for which assistance is being requested.
2) | (Applicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requestedigramss.
will not automatically entitie me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (¥&a@ §R1 &IN)

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 tuture avail of financial assistance from another NGO or any other source, for the same patientcase, 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
by 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 f{om any other NGO or any qther source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure gdvusedicon_ducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Fo.unda‘llon. Hence, the Hospital \fnn!l‘
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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A January 2019

Shroff's Charity Eye Hospital

Caring for the community since 1914...

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

Greetings from Dr. Shroff’s Charity Eye Hospital!

Dear Mr. Tandon

Please find below attached expenditure of Komal:-

Estimated Cost
Dr. Shroff's Charity Eye Hospital
Retinoblastoma Surgeries
Supported by Koshika Foundation
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| Chpyan Kaurd Tigri Gaur City Road,
. Name Komal Address/Phone: | Chipyan Gautam Buddha Nagar,
| Uttar Pradesh-201009
MR NO. G18/04/3358 Age/Sex " 1 Year/Female
Koshikha
Application No. D/1218/0095
" No. of
S. No. - Treatment date Iltems Cost per unit - Aprox. Cost
!
| 10/12/2018 & |
1 . : h
11/12/2018 | Chemaotherapy 3000 1 3000
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2 | 10/12/2018 | . 10
| /12/ | Anesthesia (EUA) 1000 1 ak
I .I —— e — —— e — —
3 - 1Q/l2/2018 | T.T.T Laser 945 1 945
4 - 10/12/2018 | Blood Investigations
j | . 1 ) 132
Total { 5077

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: scehn@sceh.net Website : www.sceh.net
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