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13th July 2019

W Dr. Shroff's Charity Eye Hospital

h—f?g Caring for the community since 1914...

Greetings from Dr. Shroff’s Charity Eye Hospital!

Dear Mr. Tandon

Please find below attached expenditure of Ayush:-

Delhi is Now NABH Accredited

Estimated Cost
Dr. Shroff's Charity Eye Hospital
Retinoblastoma Surgeries
Supported by Koshika Foundation
Gram Malhapur, Post
Fiaznagar,Tehsil Faridpur
N Ayush : !
ame e Adiinessf Phorie District Bareilly, Uttar
Pradesh-243503
MR NO. G19/02/2752 Age/Sex 2 Years/Male
Koshika
Application D/0619/0020
No.
S. No. Treatment date Items Cost per unit No. of units Aprox. Cost
1 8/6/2019 Blood Investigations 132 1 132
2 8/6/2019 Examination Under Anesthesia (EUA) 1000 1 1000
3 10/6/2019 Chemotherapy 3000 1 3000
4 10/6/2019 Injection Neukine 300 1 300
Total 4432
Best Regards
Dr. Sima Da

Consultant Oculoplasty and Ocular Oncology Services

DR. SHROFF’S CHARITY EYE HOSPITAL

5027, Kedar Nath Road Daryaganj, New Delhi-110002 India
Ph:- 011-4352 4444, 4352 8888, Fax : 011-43528816
E-mail : sceh@sceh.net, Website : www.sceh.net
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APPLICATION FORM FOR ASSISTANCE _ (Healthcare)
kS s {.os19]01Y ¢ )
;ggcggrmim.: 10419 [vog0 Sk éggcagoumﬁ: g\GPDIﬂ
NAME of APPLICANT : WA AGE-YEARS 3g-ad | sEX fiin
it h ﬂa\t\ h l“,lims& Male_

FATHER'S/SPOUSE'S NAME : 3 \g

> A Kumay

Travwg™ =1
r . PRESENT RES/DENCE ADDRESS &AM A =i
(Yam_ P 1athal 4T, %
‘,tms\d . g C___paseu'y U Aad [rpdgih- 24389
PERMANENT RESIDENCE ADDRESS : ¥T§ 3T Vel
SAMe A\ oye
- | e
TN, C g MARRIED (Ref¥er) / UNMARRIED (atfrarfier)
TOTAL ANNUAL INCOME : L5 {Attach Proof of Income)
A s 3™ XL{G%‘D] . (3 F1 T W) NA
PAN No. T8 @Il G N .
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes/No NO
T ST A F A ¢ (S TR R I W GE W P T w/
FAMILY DETAILS TR@R faat@
Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant
FH WEA A YER & T w1 AW % (Ff) O, ® Y Ty
A ANKY L feyale AL he 0
a A oK WD -3 Male. A dhet
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
werEa & fod fefy smm
BPL Card EWS Certificat Ration Card
(Attach Card Copy) (Attach CGr:Iﬂca‘t:: Eopy) (A:tag: Co;y) \/Bka?i's?ghr:;f
T @ ® R T e T Y w8 o1 o
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“PURPOSE" for REQUESTING ASSISTANCE:
e g fed T fad @ I
Sr. No. Medical Reports/Prescriptions Attached
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4Ll A d
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
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sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FH G& P 2o 3w % W o T werEa
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DECLARATION by APPLICANT: 3Tas® BRI wieon wi:

1) | hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
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 assistance

was requested by me.

3) | hereby confirm that | have not & will not in future, avail of reimbursement, in part or in full, from any other source/employerfinsurance company, of the amount

for which this assistance is requested.

1) % e w € 6 v wew @ Rl wd e 38 el @ aen v v Wt ok v e v e s o # @ 3w P @t wed b
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3) ﬂgﬁzm(ﬁahmﬁwmﬂmﬁ'ﬁ% 0 T =1 e W e e Rt s e weet @ 7 @ R € ol w @ ofrs F dm
AGREEMENT by APPLICANT (mEE® g1 %1%)

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

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose”
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 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.

1) 38 YT W AT TEIR A S F oW v, § (Imww) v weal #t yfe @ § @ it wedvd ot 3w il " s wa € ot m,
v, w1 R W e @ o A difim @ R T A, g, e g IR @ et tffafil o svafend @ fed fedt o war wem
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

HEEF & FEER AW HE W Frm :
i)

(Mgt — finiy)

AGREEMENT by HOSPITAL (¥%a® B0 %IX)

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.
2) The assistance from Koshika Foundation is 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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RECOMMENDED FOR ACCEPTENCE
|

A wad ® g agh \ «7 |
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(Name, Designation & Stamp of Authorised Signatory

on behalf of Hospital)
T 3 T8 T aﬁm St

Date of Surgery
Five # A
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SIGNATURE of TRUSTEE 2
A TR 2
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20.12.2018



