Leofl ( —=28—ntd - 050

APPLICATION FORM FOR ASSISTANCE (Healthcare) th ika
“ ¢ ) foundation
APPLICATION Mo, - m‘rﬂlﬂﬁ::ﬂ_‘s b j- Buaihng ks of e
s whem ﬂ,oum'ﬂ et jl {Ir’ il -
NAME of APPLICANT ; AGE-YEARS W§-T4 | sex iy
ok Har  Spmon S M
FATHER S/BPOUBE'S NAME _ =z
fm g W T I
o ADDRESS wam Tl
CHRYE - A - Mavy, —nsy.- T
R VT TR 1975 frecp  Fodicp
PERMANENT RESIDENCE ADDRESS : 7apy SPUrTT 7
g QoL e
> -
OCCUPATION -
pacalins | — um::ié:}auram{m
TOTAL ANNUAL INCOME : = g—
%" s s S#hooo /- (mwmwa g AR
PAN No. TIf I T NE
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicabie): m{ﬁ]
¥ w9 S w08 e woTm w o oW e e o A
FAMILY DETALS sftam fiymm -
5 ho Name of Family Member Age (Years) Gender slion with Applicant
W W wmi w1 M W (mi) fiin WS ® TN WY
i =" v 4754 A =7 =] SN
(2l Fealan 1 E ‘ﬁaegﬂméﬁ_é_!ﬁ
BASLS for REQUESTING ASSISTAMLE [Tick whichever i applicable)
wErem W ford fiafn anem
BPL Card EWS Cartfficate Astion Cara Any Other
(Astach Card Copy) |Attach Certificate Copy) (Amach Copy) BastaiProof
nitdt ten w g ™ e e Wi wure weirwm e viseat
(g o ww of e wh) (v W W W v e W (I TY W W W W W

“PURPOSE" for REQUESTING ABSISTANCE:

wrw iy el R fed W gt
Sr. No. Medical Attached
9 W sy @ Wit w1 wf Wi gl we

1

-

] [T

[E ~—enle (ativh(?

Ciery = 1F— SICC (U7 PrirA
i

74

ASSISTANCE BEING AVAILED lor SAME
o Ity % ¥y Wi s e fesd wen w @ e w02

“PURPOSE" from OTHER SOURCES

NAME of OTHER SOURCE
= P W W

AMCUNT of ASSISTANCE BEING AVAILED

™ wem

Odlt




DECLARATION by APPLICANT. =iew 50 wivey o5

1) | harety confirm third af detalls in this Form ane True 10 the best of my knowledge. Any false statoment will render my Application & cngolng assistance, if any,
liabile for resection/canceliation.

2} | solemanly confirm that assstance, if recelved from Koshikn Foundation, will be used only for the "purpose’, as stated In ihis Foem, for which such nsslsiance

was reguested by me

) | haroby confirm hal | have not & will not in fulure, avail of resmbursement, in pan o in lull, from any olher sourcs/employer/insurance comparny, of the amount
for which this assisiance i requesiad

1) v e o fiE wowees 4 fed g ol fieon h el # seon e od o) & vl W S o we sy v wen § R 9 e S o) w el &
7} Wt pr o wooe o *wifme s, 4 Wowmooh & e e vt vive ol ol o et P sl @t v e F wn o b
1) ¥ yfe v f v fm mm i o oo @ wf #, 7 ofn w afw w v e fed s sinfeieeslm ek @ o 0 fen ool 3 oo F )

AGREEMENT by APPLICANT ( wwew g %)

1] 8y aMixing my sgnature of thumb imgression on this Form, | (Applicant) hereby agree & authorisa Koshika Foundation and it's Trostees 1o
wie/publah/pul-upireproduce my nama, sddress, photo & detalls of the “purpose”, for which such assistance is requested/granted, through any
madium, including bul not limited o verbal, prinl, slscironic, for soliciling donafions lor Koshika Foundation andior disseminaling information sboul it's
neivities/achisvemants. Such use of my pholo & detalls can be made by Koshika Foundation balom o aftor my trastment or fulfitment of the “purposa”
for which pssistance s being requested.

2) | (Applicant) furiher agraa that any such use o! my nama, address, pholo & deiads of tha “purpose”, lor which such asakstance s requesiedigranted,
will not automaticaily eniiiie ma for receiving or continuing the said assistance. The decision for granting andior continuing the assisiance will rest solaly
with the Trustass of Koshika Foundatlon. and thelr declalon & this regard will ba final and acceplable o me

1) ™0 v T NYd wEnwt W vl o wwr, 8 Comiew) sl weih W) g wom o o e st ol yow amitel W) e won f feodm o,
o, o ol o fawrn oo A W § @ Swifee" o sl o e o st o wf ofidefed s oefeed ® B Sl & we oo

4 v w02 % fn sfemy 9 v w e 6 ovrm ¥ o w e d W F o v wedet @ = wfee b

2) & (swime) 75 w8 ¥ wewm v om0, w2 ol frsm A fi s ¥ ated @ ofds § oge e weme W ovee T e T e

“wifyre” wwn woe il wa frode o she sasd g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
T % T w s W e

HTL ]I,

AGREEMENT by HOSPITAL (wwms pn W)
By affiaing hereunder, signuturs of aur Authonsed Signalody for recommaending this casa/patien] for financinl assistance from Koshika Foundation, we
(Hospital) hereby affirm & scosepl oliowing:
1) thai we neither are prasantly nor will in future svall of financinl assistance from anoiher NGO of any othes source, (of the same palieni/case, os we s
requesting ko get from Koshika Foundation, o the exient that such assistance is granied by Koshika Foundation. If the requested assisiance s nol graniad
by Konhika Foundation, kn part or in full, then the Hospitnl reserves il's dght to make up the shortfall from another NGO or any othet source. This
confirmastion essentiadly states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source
2) The assisiance from Koshia Foundation is only financisl im halure. The cholce of the ireatmentprocedure advised/conducted by Ihe Hospilnl on the
patient, is hasad on the srrangement batwesn {he patisnt & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital wil
sssume sole & complie responaibillly of the treatment & [1's outcome & safety of the patient, and Koshiks Foundation will have na role or respansibility
in the maljar

vt adown, wemeh W) s @ e o) “sife s o fuf e #g feafm o w8 AR (w4 o s s b

1) W farw o whem it 0 @ wfes F el sy fedt A s s W fel s e W e R o S oA o W o i s
1 frmion/feet 59 % o “wfe R oo e i s h ok s sesw oo T el sfeeen 1] T W e T 9 s
sl == oeel wom W e ¥ wInE @ wee B oW sfesn e e hom g F wre wnow € e e Tl o e s by et
&t yoaef) wow w Ml oo wE @ h el

1 “wifrw wrrten” B ) of aown $u il gt @ b S @ e oe A o vee w0 TveuTien W o T oo T

% 4w W fowm § ol “wifem st go fd see oW ol qee b e v 4 O @ e sl st S R faesil A o e
wt o odn “wifew™ W Wi e m Frsiod o = it

RECOMMENDED FOR ACCEPTENCE
Or. Moh ot w R vt

A

Date of Surgery W.B.B.S. A.S. Ophihalmoiogy DAV
qy
sieim ® aita FICO (UK) sigta

N With Stamp)

mn'wlm:ﬂl

) }-1}1,;-'

FOR INTERNAL USE of KOSHIKA FOUNDATION  safts 7w ¥

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T | e




