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,“ Dr. Shroff's Charity Eye Hospital
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7t Jan 2020

Greetings from Dr. Shroff's Charity Eye Hospital!

Dear Mr. Tandon

Please find below attached expenditure of Mohd. Atif:-

[, Shrofl's Charity Eye Hospital
Dafhl & Now NABH Accradilod

Estimated Cost
Dr. Shroff's Charity Eye Hospital
Retinoblastomao Surgeries
Supported by Koshika Foundation
Kela Nagar, Nai Abadi,
Name Mohd. Atif Address | District Aligarh, State Uttar
Pradesh
3 Years
R NO. Age, S !
MRNG DEL.G.20.12.0495 BES%% 1 Male
Koshika
Application R.1220/0002
No.
5. No. Treatment date Items Co;ger No. of units | Aprox. Cost
1 2020,12.07 MRI Orbit - 35040 3500
2 2020.12.08 Examination Under Anesthesia 1000 1000
3 2020.12.08 &
2020.12.09 Chemotherapy 3000 x 3000
4 2020.12.09 Injection Neukine 300 1 300
2020,12.21 Bone marrow and CSF test 463 | 1 463
Total 8263
Best Regards

Dr. Sima Das

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
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DECLARATION by APPLICANT: aimigs gm sivm wy;

1) | heraby confirm that all detalis In this Form are True 1o tha best of my knowledge, Any false statement will render my Application & ongoing assistance, If any,

Iiable for refection/cancellation,
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AGREEMENT by APPLICANT {amiew 50 w10)

1] By affixing my signature or thumb imprassion on this Form, | (Applicant) hereby agres & aithorise Koshika Foundation and II's Trusiees o
use/publishipul-up/reproduce my name, address, photo & details of the “purpose”, for which such sssistance o requastadigranted., through any
madium, including but not limited 12 verbal, print, elactronie, for solliciting donations for Koshika Foundation endior dlssaminating information about it's
activities/achievemants. Such use of my photo & detalls can ba made by Koshika Foundation before or afior my trestment or fulfiment of the "purpose”
for which assistance ls baing requested.

2} | {Applicant) further sgree that any such uss of my name, address, phota & details of the "purposa”, for which such essistanca is requestedigranted,
will not autematically enliis me for recelving or continuing the sald assistance. The decizlon for granting and/or conlinuing the-assistance will rest solaly
with the Trustees of Keshika Foundation, and thelr decision i this regard will be final and sceeptable to me
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AGREEMENT by HOSPITAL (¥=am 30 wil)

By afflng hereunder, signature of our Authorised Signstory for recommending this casa/patient for financial essistance from Koshika Foundation, we
ﬂimﬂ:ﬂln?hamhr aifirm & aceep! following:

1) that we naither are presantiy nor will In futre avall of financisl assistance from another NGO or any other source, for the same patient/case, as we are
requesling io get from Koshika Foundation, 1o the extant that such essistance is granted by Koshika Foundation. If the requesied assistance is not granted
by Koshika Foundation. in part or in full, then the Hosgital reserves it's right Lo make up the shortfall from ancther NGO or any other source, This
confirmalion essenlially states that the Hospital will not avalt any dupilcate assistance for the same patienticase from any other NGO or any olhsr source.
2} The assistance from Koshika Foundation |s only firmncial In nalure. The cholce of the treatmentprocadure advised/conducted by the Hospital on the
patient, I based on the arrangament between the paliant & the Hospital, and s in no way influenced by Koshika Foundation, Hance, the Hospital wil
assume sole & complete responsiblity of the treatmant & II's outcoma & safety of the patient, and Koshika Foundation will have no role or respongibiilty
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