-

ois - L2l D

thika
foundation
Bslifirg Bilosch of fite

{(T-2.%
APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETAM B urEYy ( Ry TN )
ARPLICATION Mo APPLICATION DATE : 6] | 87 | 2011
WYY T n]mfcrsu. s falt 1471
NAME of APPLICANT ) AGE-YEARS 57q-%1 | SEX fefn
T =
b Cam o ti 6y £

FATHER'S/ISPOUSE S NAME
fomwgrs w1 IW

Hf{i I E l I: = E I l. PTE FP pr‘K_‘I%DP
PERMANENT RESIDENCE ADDRESS - %arl sTamerd_ 5 = y
A< adoll O31b Samfah
-t
DCCUPATION : ; P kOT MARRIED (Tamfimr) | UNMARRIED (siftveiim)
IMCOME ; : o=, Prool
Tgw& : 53990 Cramily) e e o)

PaN Mo, wuml mm EEn AJf

ARE YOU AN INCOME TAX ABSESSEE [Tick whichevet is applicable].
¥ 3 = w2 (W W W 2E W ER T P e

]
L

FAMILY DETAILS nﬁ'm? faamm

Br. No Hame of Family Membar Age [Yeafs) Gender Retation with Applicant
il wfem w meel W 0 (ml) fetm wrPTE W T
PAR) okl o [ =1 THuskand
(i) Fanenasco S0 = Soh
Ty @R IS ha uE C —Daughkn-Trlaw
) THoUvciy =0 o) Ciscandbon
BABIS for REQUESTING ASSIBTANCE (Tich whichevar is applicablle)
meram % o famfn smam
BPL Card EWS Cenificate Ration C
(Atiach Card Copy) (Attach Cortificass Copy) (mah Capy) Ko i
i T ¥ 9 Yo v sF W W T Ty Pl
e o1 W o uf s Wl (wEm T W) e W (s T W o g EEE wh

“PURPOSE" lor REQUESTING ASSISTANCE
w7 o m el W oI

Sr. No. Medical Attached
¥ W s # W w vl fe q0 W
£
i ) S S RE - SENILF CHIARAT]
E_— SFNIIE CHIARAT

[ F— PHHA(6 400/

Ll

M EyTE

ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
o Tetvn o ¥ W s s ferd s wm @ fm T R

AMOUNT of ASSISTANCE BEING AVAILED

8¢ Mo NAME of OTHER SOURCE
Y W =1 TH W TR o ol wwrem el
I I 7




DECLARATION by APPLICANT, smivw o dhew 1,
1) 1 heroby condiem that all dotails iy his Foem are True o e best of my knowhodgo. Any lalse staternent will render miy Applicalion & ongoing anslstance. il any,
iiable for rejecticn/cancallation.

2] 1 solemeily confirm that ssaistanca, il mecelved from Koshéa Foundation will b used only for the “purpose”. as staiod in this Form_ for which suen assistancs
Wi requissled by me.

3) | haraby confirm Mal | have ot & will not in future, avod of resmbursemant, in par or in hul, rom any ofhee sourca/amgloyeninsonante company, of ths ampan
Tor which fus assisancs s reguested

IHMW{RmmI\‘Hﬂﬂhﬂﬂ”immﬂd‘haﬁﬂhﬁmmmmlﬁﬂmhdtﬂh
2) # pa A o i s s, @ # w a4, e ok il st W @ el few i, @ g e o b
3) & fte wow { fis P v iy o wds ) o 8, o ofn w afes w e e fee) s et w7 B § b @ o f dm

AGREEMENT by APPLICANT (smes g w1

1) By affing my signalure or ihumb Improssion on this Form, | (Applicant) hereby agres & suthorise Koshika Foundation and if's Trustees I
use/publishiput-upmeproduce my mu&m.m&unﬂdmwm'.hrMMMme. thraiugh Ay
madiurm, including but not limiled 1o worbal, prein, vhecironic, for soliciing donations for Koshika Foundalion nndior dissomaating information sboul iy
aciivitiesfachievemants. Such vse of my photo § defails can be made by Koshiks Foundation before or after my trestmant o fulfiment of the “purpose”
for which asalstance is boing requesied,

2) | (Appiicant) further agrae thal any such use of my name, address, photo & datlls of the *purpose”, for which auch assistance is requesiedigranted.
will not automitically anlitle me for recelving or conbinuing the sald assistance. The decision for granting andfor continulng the 2ssistance will rest solely
with the Trustees of Koshika Foundation, and thelr decislon is tis regard will be final snd pocestatie to me.

r}wmmmmmﬁﬂmmi{m}wimaﬁghm{ﬁ'ﬂmmﬁmﬁnmiw&i'iaﬁvm{hiﬂm.
LR Rl R R o R bk n . kb Iy oy erra—

W wfts wd o forg s § $towew w e it g @ o e 8w o T * wifier s @ sl sfege b

2) & (awiew) v wn o e W w, o, Wi s P i fe e % wgbed W wiin # 18 se: e W o S v e A

“wifnw " T TEs i W fie e e wssei g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
s % yema W s W e Vo

AGREEMENT by HOSPITAL (wmam g wur)

By affixing hersunder, signalure of our Authorised Signatory lor recommending this caselpatient for financial assistance from Koshika Foundition, we
(Hoapital) horstry affirm & accapt folowing:

1) thal we neither are presently nor will In futise avail of financis! assistance from anolher NGO or any other source, for the same patient'case. as we are
requesting (o g from Koshika Foundation, 1o the exant thal such sssistance is grantod by Koshika Foundation, [ (he requesied nrsislance ia not granied
hrhmluFmdmun_mplrturhuumhHﬂqﬂlﬂramﬂﬂgﬂhmmeﬂMMMwmywmm. Ths
confirmaton essentally sirles ol o Hosplal will not evall any duphicate ossistonce for tha sams pationtcase fram any othar NGO or any ofher souron.
2) The sssistance from Koshika Foundation is only financial in nalure. The choice of tha satmenliprocedure advisedlcandusted by the Hospital on the
patient, is based on the arrangement botween the patient & the Hospital, and s in no way influsnced by Koshiks Foundation. Hence, the Hosplal will
mumlwummWﬂhmm&r:pcum&mmdlhmmwKnd'lhameﬁmﬂh:wmmanHw
I b it F

wert S, Wl ® s W wa s v | Sl wwe T Rt © o & f s (o) B o R weow e i

L) = o o wbers she 3 o) i o fifen s Sl sl v @ feelt e i T dvese AR ow o £ 39 e e v e
A Fewfimfes owm ® s o s wtm® g sodyg fe b ool “sifee st po e feds uffveremen By wor o) fwm w @ o s
mﬂhmﬂn‘wummﬂlﬂimﬂimmmfhmtlwqrzﬂmwm!mmﬁhmmﬂmqﬂ
bt wwl wen m Pl s e W oW e

1'!‘lﬂmm'ﬂmﬂmmmmﬂlqﬂmmmﬁﬂtm'mnmﬂwﬂwm
® i w foww § ol “wifies wstea” o el v wow T = b pefed v F B % e it ard & Wi Preind TR v e
W wbit sl “wifrmn® ) wi{ it w Rl v oo o ol

F mumlﬁﬁﬁiﬂﬂfﬂﬁ q /.,

mum UrTWAF| ANSARI CHARA
stm (OPHTHAL) (Name, Deslopating & Sta

oL[pHaa e R o

TEETNITER I I

FOR INTERNAL USE of KOSHIXA FOUNDATION  siiis 3w 1

SIGNATURE of TRUSTEE 1 SIGMATURE of TRUSTEE 2

7 TNE

L/

L




