AR - C-18-ph - DOYR

APPLICATION FORM FOR ASSISTANCE (Healthcare) Y .
HETae ¥y ST WrEy (e SwvE) KOSI’UJQR

foundation

APPLICATION Ho. . APPLICATION DATE © 0 . i bhock of iibe.
s ﬁr/af,j.,f‘rfml’]a e fred e _
NAME of APPLICANT AGE-YEARS - | sex fin
SHTE W

(Qf—mw. [ el meera 63 M
FATHER'S!ISPOUSE'S NAME -

i . .
RESIDENCE ADDRESS : ™ Flrfﬂn ij‘k}f)
YIS obove.
OCCUPATION :
e :!;nﬂt'r— MARRIED (i) | UNMARRIED (i)
TOTAL ANNUAL INCOME - {Attach Praetef Income)
w7 afts s X2 00od- (e e WP
PAN No. 7 B HE9
ARE YOU AN INCOME TAX [Tiak whichaver is mllullﬂl-l-. Yes N
0 5 3 W T ¢ (% T W 3 W ft‘.
FAMILY DETAILS aftar foerm
Sr, Mo, Hams of F Memba: Age [Years] Gander Holation with Applicant
Y e i £ w1 A 75 (9d) il HATE ¥ WG W
P =& 50 3 = Q"P
(WA Lalit X P4 F 201,
X 0, E 2 ¥ [ T74) - A E Daugdlen Lo lod
D) SEETgangk 3 = kand Kon
BABIS for REQUESTING ASSISTANCE (Tich whichaver is sppiicabia)
agren = fd fiefs smae
BPL Gard i
{Attsch Coed Copy) mcmpw m%} Wm rou
g tar o f= o v e R R ] v s B i
(wm UE ¥ O gem st (v T W wm oy e st (e Y = e Ui T W
“PURPOSE" for REQUESTING ASSISTANCE:
wrem ¥y fed i faed W oagh.
51, Mo Medical Reports/Prescriptons Attached
Y srereEie @ Wil w) v sfeaey g dee
‘Iuﬁmm__ai_;wﬁe_mmm
[E—Senle  [hiasalt

”uEnl;_;f— [F- Si78 o1l Pmmp

ABSISTANCE DEING AVAILED for SAME -PURPOBE" from OTHER SOURCES
™ e % ¥y = 5= wemn Tt s w9 fem e oW

Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Y ) = T W T ot W

lufn




DECLARATION by APPLICANT. 5T8T% £ S 7o

1) 1 heretry confirm ihal a8 detads in this Form are True (o the besl of my knowledge. Amy lalse statament wil render my Applcation & ongoing assistance, { any,
isble for remchondcanosliation,

21 | palemnky cotifirm thit assissance, I recsived from Koshika Foundation, will be used onty for the *purposs”, as stated in this Form, for which such assistance
WES reguestod by ma

3} 1 bty cordierr il | have rol & wil] ot jn futlee, svall of rembursemend, in parl or in u.nmmmmwm.uwm
for which this assistance & requested

uimm(.ﬁrrn-nﬂﬂI’tﬁnh.ulmmmtmmudhﬁﬁﬁﬁwﬂmwmtiﬂmhwﬂ‘ﬂhl
2o b gm o ween ofe * wifee ot @ o w o &, e T il ortee o) ol W Sl fem b, @ oo F wn e b
1) # e wow e e e A o owdn W w ¥, oo w e w e o Bl e sfrlenole sl @ v o frw & ok 3 o st o o

2GREEMENT by APPLICANT ( sies 0 %)

11 By affizing my signalure or thumb impression on this Form, | (Applicant) hereby agree & authoriss Koshika Foundalion and it's Trusiees lo

uwe pubistipul-upireproduce my name, address. photo & dotails of the “purpose’, for which such assistance i requesiedigranted, through any
medium, including bul nol imited (e vertsal, print, electonie, for soliciling danations for Koshika Foundation andior disseminaling information about &5
acivitiofachiovaments. Such use of my pholo & detalls can be made by Koshika Foundation balore of afar rry tramtmant or lilliment of the *purpose”
for which assistance i3 beng eguestad,

2) 1 Phpplicant) luither agres thal any such wse of my name, address, photo & delails of the "purpose”, for which such apssiance |3 requestadigranted,

will not automaticalty enfite me for receiving or confinuing the sald assistance. The decision for granting and/or continuing the sssistance will res! solaly
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acosplable to me.

1) W w s v w shel wh um e, W (ombew) ol i o yfe won f w et widn ol sk il " w) st s e dn
o, W i fem e e o wifen 3, 3 Ceifee” e el e, wemen gt et @ o ol st sl o Bl faah & o wes

# v v ¥ fow sfep oAt vw = e o € e W ¥ o € e sl seder 3 i e b

1) & (smden) e 9 sy o e dn o, wm i sl e of B owoum sy @ with @ gp e s W wese T e o oy

Ui g T =nied w0 faole aft sl oeegel g

APPLIGANT'S SIGRATURE OR LEFT THUMBE IMPRESSION :
aeTe = et W s % T

YR T ey

AGREEMENT by HOSPITAL (wom= g #=W)

Oy affixing homunder, mgnature of olr Authonded Sgnatery e recommending this case/palient lor Bnancial assistance from Koshika Foundation, we
{Hospital) hersby =ffirm & acoept following: ;

1) il we nelther are presently nor will in fulure ovasl of inanclal sseistence from anolher NGO or any oiher source, for the same pallanlcase, BE we are
requesting 16 gel from Keshikss Foundation, lo the extent thal such assistance i granted by Koshika Fourtabion. If the requestad sssistance is not granted
by Kostika Foundsbion, in part o in full, then the Hospltal resarves it's right to make up the shartfsll from another NGO or any other sourcs. This
confirmation easentially states Mat the Hospital will nol svail sny duplicete assistance for the same patient’casa from any other NGO or any other source
2) The wsalslance from Koshika Foundabion is only financial in natute, The cholce of the trealmentprocedure advised/conducted by the Hospital on the
pafient, 5 based on fhe smangement betwesn the patient & the Hospltal, snd & in no way influsnced by Koshika Foundation, Hence. the Hospital will
uasunye soko & complate reaponaibdity of the treutmant & I's outcoms & salety of the patienl, and Koshika Foundation will have nie rele o responsisiity
in tree resttor

vt e, T W) st A el st el wrede ! @ efies s iy faesditn o) wid 2, et ws (reem) freooen 9w wien s

1} o far 7 @ e sl 5 f s F o we Bl sl wee @ felt s wl O s dimes F oo A o £ oo S st
7 fenfmife 7= & ==u 4 'S s o0 == g & ) ot ‘S w2 oo o el afrsesn & v o S et @ s
foewt spm e woenlt e W fwEt S e | wEen T W sfew e T e g 0 e wn e § e e i S e Ol iy et

e wvwlt e el sew e 9 ) Sl

1 “wifew wrdveT @ @ oof wem v e vglo e b OR o e g @ ol T e o Trmefew W o Sow e

® i w e @ s CeiR et oo Bl v = W o ) ) ol e 4 S e e o a9 ol el 98w wee
ﬂﬂt“:‘m‘ﬁ!ﬂﬁmﬂHﬂWﬂﬂﬂm

/ RECOMMENDED FOR ACCEPTENCE
et & fog siegi

Date of Surgery

i 7 Wi Dr. Mo Rameez Reza

MBBE.
{

. Uphthalmod
of Dr. & Re

]
PO U

o4/

b= I..H__."ﬁ + :

30-11-2024



