Uﬁﬂ"C—EE*ﬂquSSQ
APPLICATION FORM FOR ASSISTANCE (Healthcare) thka
“ s (e Nervm) foundation
T V[043 o6 e o £ W
APPLICANT | v AGE-YEARS 509-94 | sgx fisn
wae o APPUGANT N/ L4 73 = * ’
FATHER S/5POUSES NAME |
fomwges w NYES Yaol R i
PRESENT RESIDENCE ADDRESS _wimry SmTe ym
: s Pne
e e T SR e m—m
PERMANENT RESIDENCE ADDRESS © o
SAGMEe  dly- dbfire
- Uneanb. 1 84-el e
TOTAL ANNUAL INCOME L {Attach Proof of incomae)
7 ats 313 Cooval-( Farmyly) smwwasem 44
PAN No, P70 W70 Se
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever Is applicable): =
W AT S W T ﬁﬂﬂmﬂ‘nﬂmmﬂ ww L—
FAMILY DETAILS wfim fimmm
- No. of Family Memoer (fears) Gender Relation with Applicant
l':rﬂ'- - :E:i” A ‘rﬂﬂ) fifn ? W T
L= o 'Hhﬂhrm A& = w L e
- W,gm LY 2 o ON
2 EP7 ab E Dauakden 1 Lol
05 R or & € i = e [moand L 07
BASIS for REQUESTING ASSISTANCE (Tick @ appicabie|
s % ford frafy sam
BPL Card EWS Certificale Ration Card Any Other
{Attach Card Copy) (Attach Certificate Copy) (Attach Copy) Basis/Prool
it mes N e sl T Ty s = o we
(v T W we W e (v v W e e (v vy wt v wil W wl)
“PURPOSE" for REQUESTING ASSISTANCE:
mﬁﬁiﬂhﬂrnm
S¢. No. cal Reparis/Prescriplions Altached
w0 Wen mﬂwﬂmﬂmt&m
FE- Cafaraod
0 e Cadamalt
Jumﬁ&:_’?,-* Ggﬁ? a7 Pl
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
v ogtve & o W sen ween fed) seu e @ feen e W
¢ No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
& e 4 T WO #l nf wEram
s JTTT L0 00
-




DECLARATION by APPLICANT: STies gm v o

1) | hereby confem st all detais In this Form are True lo ihe best ol my knowledge, Any false statement will render my Application & ongeing assistance, if any,
linklo for mjoction/oanculiation

2) | salemnly confirm that asslstance, ¥ recetved from Koahika Folndation, will be ussd only for the “purpose”, 8 stated in this Form, for which such assistance

wiin requestod by me.

3) | hereby confierm thal | hava not & will nct in fulure, avall of rimburssmeand, in psn o in (], from any other solrce/smployedinswance company. of the amount

for which thiy pasistenca iy roguoetod

niﬂnm{ftrqmﬁmmﬂmﬂiﬁm#mmﬁwﬁhﬂftﬂfﬂwﬁwmwmii#&mhﬁutﬂh1

1) %t g o wesn ofn “win wEEvEt, @ W ot §, T i v v @ @i o B en win, i mesmd wmm b

1) & wfie wom f P Pan v iy o wnde 0 of 8, T ofn v e @ owe B PRl sen stfdasnle el @ o u R § ol ot ofew F o
AGREEMENT by APPLICANT (srdos mo wun)

1) By alfiming my signature or thumb imprassion on s Form; | (Applicant) hereby agree & authorise Koshika Foundation and iTs Trusiees to
usefpublish/put-upfreproduco my nama, address, thote & dotalls of the “purpese”, lor which such assistancs s requestodigranted, through any
mpedicim, Including but not mited o varbal, print, electronke, for saliclling denations for Kashika Foundatisn andior dsseminaling information about i
activiliesiachiovements. Such use of my photo & detalls can ba made by Koshica Foundation balore or after my treatment or fuilfiment of the “purpose”
for which sssistance is besg requosiod.

2) | {Applicant) lurther agree that any such ugs of my name, addrese. phoio & details of the "purpose”, for which such assistance is

will not sutamaticnlly antife me far recoiving or continulng the sald ssslstance. The declgion for granting andior conlinuing the essistance will rost solely
with the Trosises of Koshika Foundation, and thelr declsion |s this regerd will be final and acceptable to me.

1) v e waw w o A vn wwe, § (anine) el wrsfh W gfie v o o Ywifien widins ol Tos ool v wd i wm f e dn o,
o, ) ol o S g e o i B, ) st awe s, e, s g aetvd @ o kil iy wefent o fid sl < s o

W yufts w7 % fog afwse 18 wo W fres A o oy g 8wl & forg v sdee” v =l wfop

2) & (oo o w @ e f i do ww w g ol e o e oy = wted @ wiie € uR v T o v i wE T ow g
iy EEw = w1 e S s s R

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
wries W e m SR = o

B O

] AGREEMENT by HOSPITAL (yovms b Wat)

By afftxing hereunder, signalure of our Authorized Signalory for recommending this case/patiznt for financlal sssistence from Koshia Foundation, we
{Hospital) horaty affirm & accep! following:

1) that we neither are presently nor will ls fulure aval of financial asskslance from anothies NGO or any offier scurce, for the sams palientcase, as we are
requasling o got from Koshika Foundation, o the extant (hol such ssaistance is granted by Koshike Foundation. I tho requested assistance ks not granted
by Koshiks Foundation, in part or In full, then the Hespiial reserves #'s right 1o make up the shoetlall from another NGO of any other soutce. This
confirmafion essenBatly states thol the Hospltal will nol avail any duplicate assistance for the same patienticase from any olher NGO or any ofher source.
2) Tha assistance fram Meshika Foundatien is anly Fnansial in nalure, The chaice of tha treatmantprocedure advised/conducied by the Hospital on the
patient, is based an the arangement belweaen to pathont & the Hospital, and i in no woy nfisenced by Koshika Foundation. Honce, the Hoapital will
assumne sole & complets responslblity of the reaiment & it's culcome & ssfety of thk= palient, and Kashikas Foundation will have no role or responsibillty
in tha maiior.

e wiwn, vl W E S SR = e v # fil w6 el ot 8 R () fre vt ne s e own

1) W 5 9 o winm ol g 0 sfys 4 fafieg e el 4 wond) e w el o e & e Sl € 0 g @ o b S e e e welme
W fewftrfode wae & w3 *wifon st g e By e §oof *sifon s g wre fe sifoeeen By o nh fen e § o s
fordt w Ay vl Sow = fod s wEee § e ww afo g e oW e F we v b i o il s TR Gl iy e

h wewi wen w il s ane 4 ) Bl
:.'l‘rnmm*n'ﬂﬁ-ﬁmmﬁmmnﬂtlwﬂtmmﬁﬂmwMﬂﬁmwwﬂ
% dw w foes & of e wretee” g et we w0 g §oplie e F 40 S yee e ol e e S/l il ey
# o o Vi S W s w fes o ot | i )

RECOMMENDED FOR ACCEPTENCE
% wigdt & fag s

Dale of
i 8 2t Dr. ADAV Yoz

MBB Ophthamology  Designstion & Stany ARy
I1ev]a3 T - e et i

Datae ¥ T ¥ BRLA T

"~ FORINTERNAL USE of KOSHIKA FOUNDATION &t 3w %

SIGNATURE of TRUSTEE1 BIGMATURE of TRUSTEE 2
=l TR T v 2

¢ JT /Em/if?’__

01.12.2022



