£ s T Ho2Y

APPLICATION FORM FOR ASSISTANCE (Healthcare) K{%h [ka

-

T STE=T 9IEg T T ) e T
ﬁ?!* : \ foundation

LICATION No : (36 0 =) ing bia<
AP ,ﬂ/ﬁﬂ}?'l} /Gf'l.l"% APPLIGATION DATE 06 0C-2023 ‘H-ullﬂ-lnqbl m

W ]
=B _ .
NAME of APPLICANT : AGE-YEARS M- | sex fifn

st Maorammadi 1o E
FATHER S/SPOUSE'S WE
LCalyudeen

w1
PRESENT RESIDENCE ADDRESS

Villale ~ e

TR e Solul] Prest /fbilp

PERMANENT RESIDENCE ADDRESS . wqp Syersing o

N Ohove olys  Molomrd

o

DCCUPATION : N

S ”ﬂH e pMykeyr MARRIED (%) | UNMARRIED (i)
TOTAL ANNUAL INCOME : [Attach Proof of Income)

o afts am Sopoob fﬁxm:ﬁh' (3m =1 W TE) AR

PAN No. FT§ 7Tl Wi AR s

ARE YOU AN INCOME TAX ASSESSEE [Tick whichover is applicable): Yes /Mo ‘],

T M AW A (W W= I W W T e (

FAMILY DETAILS wfiar famme

= W e T (w0 R e % T
i 3 o j—ru s ) HY “{'Ln!nd’
2. Faagy < a5 i SOV
Z. Tannad 30 C VT 1 % T LYY

v |
U, e i, 1] i) Lyang Sovi

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicabla)
arma % fevd Pl mm

BPL Card EWS Cartificats Riathon Card
(Attach Card Copy) {Attach Certificate Copy) (Attach Copy) o STLE
witdt T # e o =0 A Wy I WE w5
{9 o= S U U HEE E (W W ] W HEE (W v =1 e 9T Eer wh o i

“PURPOSE™ for REQUESTING ASSISTANCE:

amTm ¥ 59 s W agi
Sr. N, Medical Reports/Preseriptions Attsched
Y He ST | W W1 T W g9 W
] PR RKE — S FNTTE 7RI
Y I £ )
2 Suvfeny = RE- SJ7C  [JITH PR

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURGES
IH IEN F 0 R S v R 5w s 8 e v Ay

Br. No. MAME of ﬂ'l_'HEFl SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥ H W TR =i M waT T




DECLARATION by APPLICANT. ®RISS TM Wiom 73;

1) | heraty confirm had all cetalls = his Form are Troe 1o e best of my knowkedge. Ay Talse statement will render my Application & ongaing assistanoe, | any
habsa Tor reyechion/cencellabon

2} I'solemnly confirm that assisionce, If recetvod from Koshika Foundation, will be used only for the “purpase”, as stated in hie Fom, for wiich such sssistance
Wi feguested by me

3} 1 heraby confirm that | have not & will nol in Tulure, avel of reimbursemaent, in pard on i full, lom any othes sourcefemploverinsurance company, of e amoun
fat which this assistencs = reqiesteg.

1) 4 o F= § o owen 9 A ow o)) fea G weeet € s e o T b oofe 5 feem ol wm s ogm o & o 90 wmee fes w0 o oeed

1) A pm oW wErws T i wEEve ", o oo won ¥, e e o w5 g S E e o, = ooy o wm o

3) A s § I e weren v wedw ow vl &, T ofe = afes @ e e el e wnPemei el @ 2 6 e & sl s o ol F S
AGREEMENT by APPLICANT ({=rew 2m wuL)

11 By afficng my signaturo or thumb Impression en this Farm, | (Applicant] heteby agree & authorlse Koshiks Foundation and It's Trustees o

usa/publishiput-upireproducs my name, address, pholo & details of Ihe "purpose”, Tor which such sssiglance is requesied/granted, through any

medium, including tut not limited (o verbal, prnt, slectronic, for soliciling donations for Koshika Foundation and/or disseminaling information about il's

aciivitlesiachbvemenis. Such use of my pholo & details can be made by Koshika Foundation belore or alier my Ireatmen) or fulllimeni ol the *purpose”
for which sssistance & baing requesind,

2) | {Appllcant) furthar agrae that any such use of my name, address, pholo & details of the “purpose”, for which such sssistance m reguested/granted,
will not autemaiically entitle me for receiving of continuing the said assistance, The dedsion for granting andior continuing the assistance will rest solely
with b Trutlaes of Koshika Foundafion, and their decision is this megard will be final #nd sccaplabie to ma

|) T8 W 9 S v W s W e e, # (spn) s weef ® gfe won o o “sifen et st T S © 5 s i f s dnam
e, Wiz el o T v wew O wiwe @, Cowe T o =i, E, e e et o et ofifefed ol st e S o e e

# it ¥ & fe sl S v 5 e F e o€ me W o | we W T i wrder” w amh sforn #

20 (s o e R T oam, T, e o R o) s e w eyl 2w &g w0 wEsn T e T owe

“wifrn " vy e sl wn Pele s sl weer @

APPLICANT'S SIGNATURE OR LEFT THUM’E IMPRESSION :
e W EE W s W fam

AGREEMENT by HOSPITAL (weimm gm o)

Hy affining hereundar, signatire of our Authorised Signatory for recommending this casalpatient for financsl assisiznce from Koshlka Foundation, we
|Hospital) hersby affirm & accapl following:

1} that we neifher are presently nor will in fulure svall of fingnclal asdlstance Irom anoiter NGO of any ather source, for the sami pallent'cies, @8 wa ane
renussting (o get from Koshika Foundation, 1o the oxtent (hat such assistance is granied by Koahika Foundation. IT the requested assistance i nol granied
by Koshika Foundatian, m par o in full, then the Hospital reseeves I1s right to make up the shartfall from snother NGO or any other source. This
vonfirmation assentially states that [he Hospital will not avall any duplicate sssistance for the same patieniiozse from any other NGO or any olher sourms
) The asslstance from Kashika Foundation |s anly financial in natirs. The cholce of the reatment/procedure sdvised/conductad by the Hospital on the
pathanl, in based on the srmnpement between the patient & the Hospital, and 18 in no way influenced by Koshila Foundation. Hance., the Hospital will
assume sola A complete responeiblity of the troatment & Il's outsome & safety of the patient, and Koshika Foundation will have no role or responsibility
I the miatter.

vl s, Wl w1 it R Al W “wifie wEERt W i s d fewte w7 = #, el o (v e owen @ o wien e

1) w B A wine ol = ¥ wftee F fafirn e Tl fowre sy Pest e w8 T dndees o S om w0k &, i T v “stfoen s
# Fhwrion e w9 @ s o Y ifirer sty g weg iy fe b ulk i Wty g e fe s i o R few A s
it oy fr e wen w T w W § T A W stesn o Tem & wogfe F we o am # T seme fim we aw ivees iy fed
¥ awrf) wiwn w el s oEnE | SR A

2. “wifyom wrrve” ® o of ween s Pl g o bl w0 v g o o we w e m asrE w gE ot o e

w1 Erl S “wtfm” w0 e sfee w s o F e /

o wre W e i s et g Tl weR o own T T ) v weee d i st 335 =) W) =) P 0 o e

w RECOMMENDED FOR ACCEPTENCE
et & o dhegfe

Date of Surgery Dr. WAFTANSARI ’CHARAN MASSEY
St % MS {DPHTHAL}@" i dmy 'su:gﬁ i
Row RN G S R L T
{S’/S}?,Z’b | TR W TN A g ' T H V2 T S s
FOR INTERNAL USE of KOSHIKA FOUNDATION  &FiTE 2w 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
Tl T | ] TR 2

7 T

09-04-2023




