(-2£-07-0299

(Hoalthcare)
(TR T )

k&hika

APPLICATION FORM FOR ASSISTANCE
HeTgal ¥ SEET WEY

mmm.. A 10115 mc:“mmn:oq.{}?-ﬁ Blding bloch of b
NAME of APPLICAMT :
S w1 W .

Rom Jehilod

oy w1 T

(] ?QSPF
—{preer
MARRIED (Tofe) | UNMARRIED (SieiEm)

OCCUPATION -
i) ey

TOTAL ANNUAL : (Artach Prool of Income)

%o wits sm ] (o w0 e sty N
PAN No. T WIEl HOW N H -

"ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable):
wu are s owrom & (0 ven W Iw v Wl W Pe e

. Wo.
& A
1=

———

5
12
i
BASIS for {Tick whichaver Is applicable)
s @ frd forn s
SPL Care EWS Cortificats Aation Card Any Other
{Attach Card Copy) (Attach Certificate Copy) (Attach Copy] Basis/Prool
witd T % W e Ty P W W T v W g e
(v wx W) ww e wh (w9 W} v W (v vy ¥T wem ¥ s W
"PURPOSE" for REQUESTING ASSISTANCE:
wern ¥y fed ok fed W ot
$t. No. Medical Reports/Prescriptions Attached
WY e srprEEie | Wi §1 o vimte T e
: i " o |
\ DTOGElS ——— WE — SCmle  (adaalT
L
[F— SonlP Tadawalf
) Sm
> (%)
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
W I % B W &= werem fendl o T @ e W
8 NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥ WM W T #ft wf s o

AR




DECLARATION by APPLICANT. S=is g o v
1) | hersby confirm Sat il details in Mis Form are True to the best of my knowledge. Any ‘alse staternent will rendler my Application & ongoing assistance, If any.
liable for resechion/cancallabon.

21 | aghemnly confirm that assistance, f received from Koshika Foundation, wil be used only for the "purpose”, s statad In this Fom. for which such assistance
wils requesied by ma,

) | hemby confirm that | have not & will not in future, svisl of reimbursement. in pan or in ki, rom any ofher sourcelemploysrinsurance company, of the amount
fior which this assistance i requested.
13 & v wom of B g greew o fed mi wlt feroe @6 st o s w o w b o W e qe wae s ww wm b oS e fa ot o e b
31 gu W wew ofe “wfew sk, @ W ow oot § aen e ol vt @ i f sl few wiw, 9w owen F wo e b

nﬂaﬂnmtihmiqﬂ-hlld!.wmmﬂutmmﬂmﬂwwiaﬂhtﬁwﬁHimt

AGREEMENT by APPLIGANT (swe® g1 wi1)

1) By affixing my signsture of thumb impression on this Form, | (Applicant) hereby agree & suthoriss Koshika Foundation and ITs Trusiees io
usalpublishipul-upireproduce my namae, address, photo & detalls of the “purpgse”. for which such assistance is requested/granted, through any
medium, including but not limited ta verbal, print, electronic, for soliciing donations for Koshika Foundation and/or disseminating inbormation aboul i's
activities/achievemants. Such use of my pholo & details con be made by Koshike Foundation before or afier my treatment or fulfiimant of the “purpose”
for which assistance s baing réquested.

2) | {Applicant) further agree that any such use of my name. address, phalo & detalls of the *purpase”. for which such ssaistance (s requestedigranted.
will not automaticsily entitle me for receiving or continuing the said assistance. The decision for granting andior continuing e assistance will rest soiely
with the Trusiess of Koshika Foundation, and thait decision is this regard will be final and accapiable o e

1) TR T W et et w shiE W) wey vewwr, 8 Cambew) sl e o8 ffe wom o w C e sty sy et il * wt e e of e e
wm, W@ s 5 fen e A e £ 38 Cwifee o Sl o, wenw g e @ ol oiiied s Toeiend ¥ el R o v wam

© yaten wrd & fog st 1 W v W fee A yevn o el W ow d wed o P Cwife st w s e

2) A (wriew) v wm @ wrs f fe d o, v, wiE b fewen o T weres o aobed @ wiin & g9 s s oo W) e e e

“wiftvn” v v il W fly o she eyt v

APPLICANT'S SIONATURE OR LEFT THUMB IMPRESSION :
T ¥ TP W W W e

4@%&0 ¥

AGREEMENT by HOSPITAL (wmmm gm %)

By affixing hereunder. signature of our Authorised Signatory for recommanding this caselpalient for inancial assislance from Koshika Foundation, we
{Hospital) hereby affirm & sccept following:

1] that we neither are prosently nor will in future avell of financial assistance from srother NGO or any olfer source, for the same patisnticase, B8 we are
muwmmrmmun-mmmmmumwmrm.nhmm-mmm
by Koshika Foundation, in par or in full, then the Hospital feanrves It's right 1o make up the shortfall from another NGO or any othas source, This
confirmation essentially siates that the Hospital will not avadl any duplicals assistance for tha sama patientcase from any other NGO or any other source
2} The assisiance from Koshika Foundalion is only financial in mature. The choice of the treatment/procedurs advisediconduclad by the Hospital on e
mummmhm-wmumllmmw‘wunmmmmmemm.m.hwﬂ
sssume sole & complele respionsibility of the trestmant & it's outcoma & safety of the patient, and Koshika Fourdation will have no role of responsibiity
in the matier

vt e, wemwi ® it 4w o “wifen st @ fafim s by feedn of ot 8, Bl ws (e faet wam ® e @ wiwn s b

1) W B T i st T e o T s fed A o e w e o win @ Te i F o w A o 8 e v e s
2 froftn ety ve1 % were o “wifn sty g we dy s b o wife wesT” oo e fer s iy s fen o § @ s
fwet ot et wen w e orn e @ womw o W sfewr g e & e o e w4 fe s Tl we e it iy e
#r wewr) wan w @ 3w ww @ @ Sl

2 “wifie wrEee" @ o o meew e fafr fe o) boh oo v oo S o s w fed v rrovsien W ope B of weme
% dw Py & sl “wifow wersve g el v w wi e w4 uferd oo o B o yerw g sl st ot W ah Pl R o e
ot vt o “wifew” & W few w frod W ot o W e

RECOMMENDED FOR ACCEPTENCE
@ ool whedt ® forg e PR
Date of Surgery Dr. | Rameez Ke
sistm & mim M.BB.S. M.S. Ophihalmology AV

o | e | oS

FOR INTERNAL USE of KOSHIKA FOUNDATION ~ s=iits % 17

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T | TR T 2

7 BAE

20 -03 - 2025



