PLBR-C-23-0U4- OEER

~ APPLICATION FORM FOR ASSISTANCE
HEEdl §q A=A Wed

(Healthcare)
( T YEWE )

Koshlka

foun&atlnﬂ
EEEE e e

Euinding bock of e

PAN No. VTl T W

APPLICATION No. - APPLICATION DATE ") 0~ 1013
e o ﬂ/aumf abGo s it
NAME of APPLICANT AGE-YEARS =rg-mi | sex fifn
i Choll Dot 14 E
FATHER S/SPOUSE'S NAME -
fomwres = :Z"Ell é:‘ﬁgﬁ
e = ADDRESS =iu[ SEma v
'iF'—' B‘Qﬂhﬁnl .'"Teh‘.- + L] ___’ il ___ — i
Y Pl Tk S N ee PILTY precf PRSHr
PERMANENT RESID ADORESS - #i§ spwiEis 9 :
Ns_ddoue ookt Choli,
Dev|
ﬁmf-'f‘“"“‘ s e €y MARRIED | UNMARRIED | sifmfiom)
TOTAL ANNUAL INCOME " {Attach Proof of income|
w9 wits s —a0 00k Ccm_‘s;] (sm w1 W W) A f)
B

W WM AW O T

ARE TOU AN INGOME TAX ASS
£ (ut we W zmom s W feem e

(Tick whichewer is applicable):

Ky

FAMILY DETAILS wffesr o

8¢, No. Name of Family Member Age (Years) Gendar Ralation with Applicant
W HE uftar & wre W TN a9 (@) fem TR % H T
0 lad t:nftgh ‘m H HUS RO
(n) MO A1) HS | 20N
4 L4T) UE E LALS\S IS 1T T S e ) OO
9, NAYakb g M | €itaie naYs EBYRD
EASH for REQUESTING ASSISTANCE (Tick wh s applicabie)
wran % fid fief s
BPL Card EWS Cortificate Ration Card Any Other
(Attach Card Copy) {Atiech Certificate Copy) (Atiach Cogy) Basis/Proof
winit tan ¥ 4 wom ™ Lok R LRl Faviren Wi Maiipers Sl
(WA T S W T e (v v =t orm uf g =) (e 1w e ufy wem wh
“PURPOSE" for REQUESTING ASSISTANCE:
wrem ¥y fRd el w oagt
8¢, No., Madical Reports/Prescriptions Attached
WY wwy semrEeis ¥ wi W of s g wWee
T COMeC S N E = SR TF (RIARNT
IF— SEnJLE 7 AIAAN]
S C:uﬁwa ST I PmmA
ASSISTANCE BEING AVAILED for SAME -PURPOSE" from UTHER SOURCES
T IO W S & wewm et o v ® few ovw w?
8. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
A s v W Y & nf werom o




DECLARATION by APPLICANT: smics 3 wwm =T

1) | hereby confitm el o dealis in this Form ame Trus to e best of my kngwiedpo. Any false staloment wil render my Apglicstion & ongong assistancs. i any
feaibie for rejecioncanos|inlion

Z) | solemniy confirm that assislance. if recaived rom Koshika Foundsation. will be used only for the “purpose”, as stated in this Form. for which such sssistance
wan reguestad by me

3) | hereby confirm that | ave nol & will not in future, avall of rembursement, in part or in ul, from any ofher sourcalemployeriinsurance company, of the amount
for which this assistance |8 reguesied

1) A dwm = { B o wen o e 4 e bl R RUR TR BB R R R B S e Gp———

2) 8t g W wnuw o S wifow westm”, @ o w o v e vl vt o o ¥ fni e Wi, W 5E wwn F o oy b

5-i1hmfﬁh=zmmnﬂﬂmi_wmmwumhMmMMﬂaHMiihal'ldlmﬂlf'm
AGREEMENT by APPLICANT [ swimw o war)

1) By affaing my sgnatura of INumd impression on this Farm, | {Applicant) hereby sgres & suthorise Hoshika Foundation and i's Trustess (o

usa/publishipli-ipreproduce my name, sddress, pholo & detalls of the “purpose’”, for which such essistance is requesiedigranted. thraugh any

medium, including tul not limited 1o verbal, prnt, elactronic, for solicifing donations for Koshlks Foundation andlor dissaminating information sbout '

neivitles/schiavements. Such use of my photo 8 delails can be mada By Koohika Foundalion bafore of after my treatment o fulllimant of the “purpose”
for which ausistance is being mquested

2} 1 (Applhicant) further agres fil any sueh use of my namo, address, pholo & detalls of the “purposa”, for which such assistancs i requasiedigraniad,
will nol aulomaticadty entitle me for receiving or continuing the said assistance. The deciaion for granting andior cardinuing the anssance will real sotaly
with tha Trustees of Koshike Foundation. and thair decision is this regard will be final-and acceptable (o me.

1) W WO e S W e e, @ (smbew) sl weih o) e won f o e i sh v s " w1 whegn wm f v W oam
W, WA o e g e o i 8, i o ), oY, e gt vghe ot e st e o el faal € e s
ﬂmﬁzmﬁthﬁmhﬂiMUﬁlﬂqiimi!ﬁlmiﬂiiﬁﬂ‘dﬁmtni‘ﬂ*immh
:;hﬂﬁnﬂmnmtfwﬂnw.u,mﬂtm-vihmimﬁﬂﬂvﬁlgﬁm:mwmaﬁm.mwﬂi

"l ww v snfied wa ook e sl wuserh v

APPLICANT'S SIGHNATURE DR LEFT THUMB IMPRESSION ;
E R v W SR W P

AGREEMENT by HOSPITAL (xemsst g w1}

By affining heraunder, signature of our Authors Bignatory for recormimending this case/patient lor finaneial sssistance from Koshika Foundahon, we
(Hespital) hereby 2firm & accap! following:
1jmlnnwmmmnmﬁrnmwmInIutunndlm‘hrﬂdmmmmwHmmnymrmm.rwmmmumn.umm
requesling o get from Koshika Foundation, o the extent that such assisiance is granted By Koshiks Foundation. Il the requested sssistance is Aot granted
by Koshika Foundation, in part or in full, than the Hoapital resarves i's right to make up the shortfall from anoiher NGO o any other source. This
confirmation sssentially states that the Hospital will not avall any duplicste assistance for the same patisniicase from any other NGO of 8y olher source
2] The asalstance from Koshika Foundation is only inancial in nature, The chaice of the Imsatmentprocedure advised/oonducted by the Hospital on the
patisnl, i basad on the amangsment betwaon fhe patient & the Hospital, and i in na wisy infiuenced by Koghika Fourdation. Hance. the Hospltal wil
assume sole & complola rosponsibiiity of the trenimant & it's outcome & salwly of the patent. and Koshlka Foundation will have no rols of responaiiity
ir e maller
mm_fmﬁmtﬂmﬂu'mm'immﬁm#mt.Mn{MJMmnm:mmh

DR AR R LR R R R LRl R R R R e e g S SU U S ——
ﬂmmakmﬂ“mm'mmhhhm'mm'mmmmnwmﬁwmidm
mahnﬂmwmmmtm#mmmmhnwﬂmnmtnmwmmmmqmﬂ
h wowl dem @ el = o A A

L‘ﬂﬂmmﬁm'ﬁﬁﬂmﬂwﬂﬁumﬂhﬂimmnﬂdmnmﬂinmhmwﬁfﬂwmm

® i ow e § o e e g e vem w i v ot & g e d o) % s dnmirmﬁﬂmﬂw&ﬂﬁmﬂm
W W bt e o wh e s v ) o “\//

RECOMMENDED FOR ACCEPTENCE
(@?"’7’ wirh W for s

Ot fmery “Dr. WAFI ANSAR] CHARAN MASSEY
\)> hus (OPHTHAL) — juisiEAIR Signatory
‘Eé?'\ mmw%lm:ﬂll ; m'Shmunmmm
FOR INTERNAL USE of KOSHIKA FOUNDATION  sr=ftw Zwaim 1
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2

il v |

> pre

- /)

1422022




