N 06.05-8267

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kosh[ka
HETGAT ¥ HTEE WiEY (e SEve) foundation

- — ]
ﬁ.FF'l.h‘.'lﬂﬂﬂyTE : Bisleling Block of lils

s D]05.25/ 652

NAME of APPLICANT

S W) A me
s MR

= I
mmm : &.’iﬂ M MARRIED (5T T UNMARRIED | sferfen)
TOTAL ANNUAL INCOME : {Atach Proal of Income)
o it Bbeet { — (3 W e )
PAN No. warf ) TiEm .
ARE YO AN INCOME TAX ASSESSEE (Tick whichover i applicablel: Yea | Mo
U HN 3 R T £ (A W R 3N T EE W e e

FAMILY DETAILS wfam o

Sr. No, Namu of Famity Member Age (Years) Gender Ralatlon with Appllcant
Y T - oftam % =) A W (i) i ; B
1] L;u 5T I {u%#’
o
{ : — Pz |
BT [ 2 e 7 L@W
v 1 '
i @ W Pt T N
L:r T [l [ J

BASIS for REQUESTING ASSISTANCE [Tick whichaver s applicabile)
wermA) & fom fmfa sm

BPL Card EWS Cortificate Ration Card Any Other

(Atach Card Copy) (Attach Certificate Copy) (Attach Copy) BasiaiProol

T T % A W W o i T Y
(e s 5 e wh weE (o S wnn wil wE W T TS oW i wer W

“PURPUOSE" for REQUESTING ASSISTANCE:

weE ¥ R Pl W e
Sr Mo Medical Reports/Prescriptions Attached
N W sl R W0 w1 0 sieher e qE :
g ¢ 17 commm—r . 2 {1 0
W ) ﬂé’%?ﬂﬂi{-& . fhe—m— oM L

i1 ?quif" ! Gt .';T
L i = = s

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
¥R TN ® ¥ W = wew e s w8 fen own e

Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
oY HE 7 W =t wf wwera T

[

[

g

YV 7] va
A 0] ) XITS7 i




DECLARATION by APPLICONT: SRR ZRT SO Wi

11| heroby confirm that all detulls in this Form are True io the best of my knowledge. Arry false statement will render my Application & ongoing asssstance, if
fkabiy for rejection'cancellation,

21 | solemnly confirm thil agsistance, |f recmived from Koshlka Foundation, will be used doly for e “purpose”, as stated in this Form, for which such Rssistance

was requesiad by mi

90 1 harpby canfien il | have qot & will not bn fulure, ayvall of mimborsement, in patorin full, froim any othee sourcefamploverinsurance company, of the amount

far which this Essistanie s reguesied

”ﬂmﬂg&nmﬂﬁ#nﬂmmﬂwﬂmquﬁl:mnﬁmﬂmmmmiﬁﬁﬁwﬁmwﬂmmh

3} 8 gm @ wE o st e, @ 6w ol &, saw i T wive W il = e o i, W e o v o

3) A e s £ i fon s o o wndn w o 3, = v W aifrrs e T B e I dsiwee st A 1@ few kol 3 A afe F dFm

AGREENENT by APPLICANT { semw 20 %)

1} By affixing my signature of thumb Impression on this Form, | Applicant) heraby agree & suthorise Koshika Foundatlen and it's Trusiees io
usalpublishipul-upmproduce my nams, address. phato & dotalls of the ‘purpose’, for which such assistanca is requestedigranted, through any
mndim, InEding bt aat limited to verbal, print, eiectronic, for soficiting donatinons for Koshine Foundation andior dissaminatng infarmation aboul 1's
aotiviiestachievements. Such use of my photo & detalis can be made by Koshike Foundation before of after my treatment of fullimant o! the: "purposa”™
for which assiitincs B baing requesiod

2 | (Applicant) furiner agres that any sich use of my name, sddress. photo & detalis of the "purposa” for which such assistance is requasiedigrantied,
will nbt pulomatically entitie me for receving ar camtinuing the said assistance. The decision for granting antior cantinuing the sssistance will res| solaly
with the Trusteas of Keoshika Foundation, and thelt deciion is this regard will ba final and acceptable 1o me

[} S T A S e s W) e s, (seE) s el e gfie wen f st wede e o = ¢ owafiep s f o o,
T, Wi iﬂ?i‘rh'-lmpﬂmﬂﬂhtﬁ‘ﬁﬁm“mﬂ.m.mmm#aﬁw#:ﬂm'iimm il uus e

# wf w0 % o sem e e feew O g @ o woa G o T Ui i v = afE b

31 & (e T W @ e 4 R o wm e, w0 sk few of B w3 gt @ wide @ 0@ e Teee W e 0 W S A

i e e =l e ki ol s g

APPLICANT'S SIGMATURE OR LEFT THUMB IMPRESSION :
ST & FE W S e

a7

SN

AGREEMENT by HOSPITAL (7w & Wi )
By affing heteunder, signature of alif Autherisad Signalory for recommending Ihfs caze/pationt lor fiancial gssistance from Honhike Foundation, we
{Husnital} hereby affinn & accepl Iollowing:
1) thaf we netthar are presently nof will in fliturs avail of financlal sesistance from another NGO ar any olher source, o the same potienticass, as we arg
requissting 1o get from Kashika Foundation, to the extsnt thal such assistance is gramtad by Keshika Foundation. If the requesied assistance is not granted
by Kashixa Foundation, in gart or in full, then fhe Hospital reserves I1's Fight 1o migks Lp the shorttall from another NGO or any other source. This
confirmation sssantially states thal the Hespital will not avail any duplicals assistance for tha same patient/cass from any other NGO or any othar source:
2) The assistance from Koghika Foundation is only financiat in mlure. T choice of the treatmenlprocedure advised/conducted by the Hospital on the
patiert, 15 based on the srangement between the patient & the Hospital, and is in no way influshcad by Koshika Foundation. Hance, (he Hospltal wil
aesume gole & complete responsibility of the trestmant & i's outcom & safety of the potiert, and Koghika Fourdation wil have na riale or respongibility
i tha mather

mfﬂﬁwﬁmmﬂﬂlmHMMﬁ'mm*ﬂmﬂMHMﬁmt.faﬂm{m}ﬁnﬂﬂﬂMIﬂmmlr
nw#wﬁqﬂqnliﬂl'iqﬁlﬂiﬁnmﬂnﬁhmﬂﬁmﬂmhﬂﬂﬂnﬁmﬁwﬂﬂmmﬂﬁtﬂﬁ‘tﬂ"mm‘
W s e & o 4 “ST0R W g0 e by b o st weE" o s e sifrrerme 1 v Wt fiew wm § W s
St s et s @ fEE e e 8 wm 6w st gdie e hom e § we v b T s fm s il e
¥ mrwd wen = e e w4 =) A

2 “nﬁﬁmw*wvﬂnﬁm*mﬁmqﬁﬂh#ﬂmmmﬂﬂimwmnﬂmmwwﬂﬂqim

i Fevs § ol Swite sk o R W W W T 8 sl v § ol F e e e = sl Wl el o o e
=t o st Vit = e sfee w ferd weoae F 8

RECOMMENDED FOR ACCEPTENCE
wivgit = fou dwf /
Date of Surgery
v ) 0 or. 1shb\iBudhari g
QLS 2 Consultant cornea (Name, D 8 Stamp of Authortsed Signatory
' Z 5] (Name.of De. & Regn Mo, with Stamp) on behalf of Hospltaf] -
R T T At 1 Y T A g e
17 FORINTERNAL USE of KOSHIKA FOUNDATION  #1fts 3¥7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T | =T R 2
30-11-2024



