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“~— APPLICATION FORM FOR ASSISTANCE (Healthcare) K& hika
¥ \d— hb\?\ngg ) foundation
APPLICATION No. : J APPLlCATION DATE \ ] " Building block of ife.
S Ho DI o094 oL 12 115 e
NAME of APPLICANT : V an ‘Sh AGE-YEARS 3Tq-a4 | SEX fain
R 3 Yyeays Male,
FATHER'S/SPOUSE’S NAME : d 14 -
fFg #1 W \QIO \}Il?m Kumay
PRESENT RESIDENCE ADDRESS a9 HIEE™ Tl i
H:No, S2tnt , Meagha (& FoK Shamli,
hanie . Loy’ Vradbih - 293334
_PERMANENT RESIDENCE ADDRESS : T 3@T€Ig qal
aame Al above
i logd ¢ bl MARRIED (R1fa) / UNMARRIED (siRarfea)
TOTAL ANNUAL INCOME : (Attach Proof of Income)  pJ [
Fa aftis 6o s€0/ (1 &1 WgF HerA) N/
PAN No. TT§ @l Gl N | i
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable) Yes I No - [
TN A A T A L (A B IR G A Nﬁf % /T N
FAMILY DETAILS wfiar farm
Sr. No. Name of Famlly Member Age (Years) Gender Relation with Applicant
F9 g& TRER & T H A 35 (T¥) fedn ® HY g
a ViGn — Kumal 99, Male W&
K, VStazeka DDeve NS , [Flothey
X SaMla SS (o (xtndnothe s
e \Zﬁ&kd L0 Male (.;m hd-»{) adhe X
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
weEm & fod famfa smm
BPL Card i i
(Attach Card Copy) (Anaﬁwge?rﬁtgf: tgopy) (E&E&? g:;?;) B“;ﬁ&
et YEn & A oy ESE CE R LR -
(w917 73 ¥ o e wh (w73 &1 BT Wi wew &t (Y107 T3 1 B i we
“PURPOSE"” for REQUESTING ASSISTANCE:
werE vy fFd T fadt @ Igdea:
Sr. No. Medical Reports/Prescriptions Attached
w He i 3 SRR 4 T B T whEsd g W
1 Niagnof & — Kz fnoblagtoma | Roth <0 )
7 Lﬁy el S Imet — ienviothedadpy /~ @M ta®e ¥
0 I/ 1—7
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T IRV B 9 WK A wemw R o= wiw ¥ frn o
sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FH @ i i e T ot ¢ werda Wit

4 SN




DECLARATION by APPLICANT: amaes BRI hyup w3

1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing ass
liable for rejection/cancellation. \

2) | solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such a

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/employer/insurance company, of thy .

for which this assistance is requested. W

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION ¥
A F TR A FR w1 P
(xfea ’T%f
th‘f \}171'5!“ M‘Lﬁ K')

AGREEMENT by HOSPITAL (FET B WR)

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
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 from any other NGO or any other source.
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Date of Surgery W
e F At ANV
\Q,\\ 3 : (Name, Designation & Stamp of Authorised Signatory
}%\ (Name of Dr. & Regn. No. with Stamp) on behalf of Hospital)
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At January 2019

Dear Mr. Tandon

Caring for the community since 1914..

Greetings from Dr. Shroff’s Charity Eye Hospital!

Please find below attached expenditure of Vansh:-

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

_ Address/Phone | H.NO. 527/07, Megha Path Lak
Name Vansh y : :
: Shamli Lank, Uttar Pradesh -247776
MR NO. G18/02/5386 Age/Sex 3 Years/Male 1
Koshikha [ T
Application D/1218/0096
No.
S. No. | Treatment Date | Items Cost per unit No. of units Aprox. Cost
| i '
| 26/12/2018 & ‘
1 - h th )
et I Chemotherapy 3000 g 3000
‘ ; T Erxarniniétion U;c-fe”r R
2 | 26/12/2018
J PR ‘ Anesthesia (EUA) A ! 1000
3 26/12/2018 | Blood Investigations 132 1 132
| | . i = =
! { Total 4132

Dr. Sima s

Best Regards

LN

Consultant

DR. SHROFF’S CHARITY EYE HOSPITAL

Oculoplasty and Ocular Oncology Services

5027, Kedar Nath Road, Darya Ganj, New Delhi-110 002. India

Tel.: 011-43524444 43528888 Fax: 011-43528816
Website : www.sceh.net

E-mail: sceh@sceh.net
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