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a%}w? Caring lor the community since 1914...
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Dr. Shrol's Charity Eye Hospital
Delhi is Now NABH Accraditad
7 Jan 2020
Greetings from Dr. Shroff's Charity Eye Hospital!
Dear Mr, Tandon
Please find below attached expenditure of Mohd. Zaid:-
Estimated Cost
Dr. Shroff's Charity Eye Hospital
Retinoblastoma Surgeries
Supported by Koshika Foundation
Village Seondara, Tehsil
_ Bilari, District Moradabad,
Mame Mohd. Zaid Address Uttar Pradesh, Pincode-
202411
4 Years,
g DEL.P.20.10.0592 Age, SeX | \rale
Koshika
Application R.1220/0003
No.
5. No. Treatment date Items Cu::li::l:r No. of units | Aprox. Cost
1 2020.12.10 Examination Under Anesthesia 1000 1 1000
2020.12.10 &
2 2020.12.11 Chemotherapy 3000 1 3000
3 2020.12.11 Injection Neukine 300 1 300
Total 4300
Best Regards
LY
\ 1\/
)
D, Sima Das

Consultant Oculoplasty and Ocular Oncology Services

DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Nalh Huad Damgan} New Delhi-110002 India
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APPLICATION FORM FOR ASSISTANCE (Heaithcare)
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AGREEMENT by APPLICANT (srtes: g0 wn)

1) By afliving my signalure ar thumb impression on this Form,. | (Applicant) hereby agree & authorise Koshika Foundation and It's Trustses jo
usa/publishipul-upireproduce my name, address, photo & detalls of the “purpose”. for which such assistance is requestedigrantad, Inrough any
medium, Including but not limitad to vertil, print, electionie, for soliciting donations for Koshika Foundation sndior disseminaling Information about II's
activittes/achievements, Such use of my photo & dotalls can be mada by Koshika Foundation before or after my reatmant or fulfiimant of the “purpose”
for which essistance is balng requastsd.

2) | {Applicant) further agrea that any such use-of my name, sddress, photo & datalls of the “purpose”, for which such assistanca is requestedigrantad,
will nol sutomatically enlitle me for eeelving or continuing the ssid essistance. The dacision for granling andlor continuing the assistance will rest solely
with the Trustess of Koshika Fourdalion, and their declsion Is this regard will be final and acceptable o me,
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AGREEMENT by HOSPITAL (Twaw B0 W)

By affixing hereundar, signature of our Autharised Signatory for recommending this case/patlent for inancial assistance from Koshiks Foundation, we

(Haspital) hereby affirm & acoept following;

1) that we neither are presantly not will In futurs avail of financlnl eseistance from anather NGO or any gther sourcs, for the same palienticase, as we are

requesting (o gel from Koshike Foundation, 1o the extent that such essistancs is granted by Koshiks Foundation. If the requested assistance is not granted

by Kashika Foundation, in part or in full, then the Hospital resarves il's right io make up the shortfall from unothar NGO of gny other source. This

‘canfirmation essentially siatan thal the Hosplta! will not evall any duplicats assistance for the same patient/cass from any other NGO or any other source

2) The sssistance from Koshlka Foundation is only financisl in nature, The cholcs of the treatment/procedure sdvised/conducted by the Hospital on the

patient, s basad on the smangement batwesn the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospltal will

;um sole & complets responsibility of the treatment & It's outcome & safely of the patient, and Kashika Foundation will have no role or resparsitility
tha mattar.
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i
Date of Surgery
v W T
19 nation & Stamp of Authorised Signatory
31}3.0 12:10 0 fes on behalf of Hospital)
T | W T S st
TON sHfw Tmey
SIGNATURE of TRUSTEE 2

! T 2
LB |



