VRN-C-2]

-02-008F

/ AFPPLICATION FORM FOR ASSISTANCE

HETGAl By THEA WY

(Healthcare)

{ wErrn FEE )

K&hika

foundation

APPLICATION No
e HE

v]oz2if032%

APPLICATION DATE
sinia fadl

2]0z]z)

Marchaiirg blscs ol like

MNAME of APPLICANT
T W AW

Hz&l'\.ﬂm S"ﬁ*’!

AGE-YEARS #Fg-1

SEX fEm

=

M

FATHER'S/SPOUSE'S NAME

Dhenplegd

TUTnL ANHI.I#.L INCOME

(F\’lﬂnj) y)

hhﬁiﬂuuw ,
mm T PREEEN': ESIDENCE ADDRESS ﬂ'ifITFr SEME T b
5 arasyi, : P’Y'D-P P W“b
rJi;MJ%N%ﬁM ?I:Ti maf’% imﬂ,E ; - '
032})¥hAknm 9H3L
0 W=
DCCUF‘MIUH

tlf}mﬁ:'?ﬁmm} { UNMARRIED (i)

{Attach Proof of Income)

o Wi ,Z ‘fo‘cru )' _— (s %1 wea o) NA
PAN No wr: G |
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever ts applicable}: Yes [ No
0 s e R (S gy w3y oo W feE e L
FAMILY DETAILS wftam fyamm
Sr, No. Namue of Family Membar Age (Years) Gender Relation with Applicant
w HEm X e e T () il T ¥ A ge
[ Preamiis £ Lo de E layfe
2 éﬂwlbwjg.éd} 474 M —>{B)
] Jhndsr 2 % a5 ™ S
e 'ﬁﬂﬁa = K= E Dﬂﬁ%ﬂiﬁﬂJﬂJ&ﬂ
Z Sliv oy [af< F i ki T
8 Maanvg E Toyand dmg&dn¢
BASIS for REQUESTING ASSISTANCE [Tick whichever is applicabie)
weTem % o faaf s
BPL Card EWS Certifi Ration Card
{Attach Card Copy) {Attach ::mm::ﬁtaupﬂ (Attach Copy) ;;;}' ’m
mird Tm F A TEm Uy e A ol v T v a0 a
(o m e W A W BEUR R R B R (w93 FF Fe ufn wer W el

“PURPOSE" tor REQUESTING ASSISTANCE
wom ¥ e e & e

&r. No. Medical Reports/Prescriptions Attached
w1 T sy iRt | 9l &) W ufeE gl mee
RE — PP
[E — Zewle (ajanacd
f"—"n-.
Cuwrgesy — (LE) PHACO FTO0C
ﬁ .lfr I
w b |
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
TH TEE § 0 W 6= ge e S=owm 8 o ey
S, No. NAME of OTHER SOURCE AMOUNT af ASSISTANCE BEING AVAILED
wH HE= 4 i WA &) wwE

DECS

e




DECLARATION by APPLICANT: SETH G SIHo 74;

1} | hatatyy conlirm that il details in this Form ars Trug 1o ihe best of my knowledge. Any false sialament will réndar my Application & ongoing assisianee;
lizabete for repaction canceliation

211 solemnly conlirm that assistance. if recaivad from Koshike Foundation! will be used only for the “purposa’. as siated in this Form, for which such assistan

was requested by me

3 | by confirm that | rave ot & el not in future. svell of Teimbursament. in part or i full, frem any oiher sourcefemployaninsurance company, of the amou

lar whch ths assisiance 2 raguesiac

1) & wnem wn f T ogw wen A Tl nd it Tae S A 6 s ww T we d) oft s e of S awm oW b W 0w fe w1 o wedt b

2) W EW W A T e s e A A T e Tvem w9 w fel femoame W ove wew & oo &)

3} A gfe wm £ fe fom wwogm oy o wnkn # nf R, 5 of @ s v e el o el wo d 5 ) ool 3 o e F

AGREEMENT by APPLICANT | smms gm =)

1) By alling my signalure of (humb imprassion an this Form, | (Applicant) haneby agree & authonse Koshika Foundalion and i1's Trustiees o
ussipublishiput-uplreproduce my name. sodress, phate & delails of ihe “purpose’. for which such assistance Is requestedigranted, through any

madium, including but not limited to vertal, pnnt, electfonic, for soliciing donations for Koshika Foundation andfor dissaminating mformation about s
aclivitiesachisvements Such use of my photo & delails can be made by Koshika Foundation before or aller my freatment or fulfiment of the ‘purpose”
tor which assigtance is beng requested

2] | {Applicam) further agree thal @ny such use of my name. address, photo & delais of he “purpose”, forwhich such assislance is requesied/granted,
will not automatically entille me lor recelving or continuing the said assistance The decigon for granting andior conlinuing the assistance will rest solaly
wilh Ihe Trustees ol Koshika Foundation, and ther decison is this regard will be linal and acceplatde (o me

1) VA WA WA e W S e e § () S weeis W gfe won f v i s o sos amial o siegr s & 90w,
Tn, WE s W o it & 3R i e e, o, s gn T @ o e siv Tt & ford fes o wem s

# wftn wed o e st &1 9 w9T W e Ot g € e @ e @ we @ i Ceifon wadea” o s sfiege b

2) % (s gmowm # wean f R An o wm wiE s e @ e seeen S agdbed @ ofife & 59 e s oW v 8 e oy

“sifrm" v TEe =il w ek ofm ol st e

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
s & wEny W S W e

7
. i
Z == 1%3“&-.’14*’ '&{
AGREEMENT by HOSPITAL | w&mim BRI =00

By affixing hereunder, signature of our Authorised Signatory for recommanding this caseipatient for fingncial assistance from Koshika Foundation, wa
{Hospital) neretly affirm & acoep) following

1) that we meither arg prasently nor will in future avall Of inancial assistance trom anothar NGO or any othar source, for the same patienticase. as we are
requestng 10.gel from Koshika Foundation, to the extent that such assistance s granted by Koshika Foundatan | |he- requested assislance is nol grantad
by Weshikag Foundalion, i parl or i ull, en the Hospilal resenes (s nghl 1o make up the shortiall from anglhee NGO or any olher source, This
confirmation essentlalty siates (hat the Hospital will not avadl any duplicale assislance lor the same patienticase from any other NGO or sny other source
2) The assistance frum Kushika Foundalion g only boancial in rstdee, The chuice of the eatmentiprocedure advised/conducted by 1he Hospital on the
patient, s based on the arangemen) betwesn the patsnt & the Hospial, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume soig & complete respansibility of the veatmant & its outcemie & salety of the patient, and Koshika Faundation will have no role or respansibility
i bhe matter

TN SiEE, TR @ AR @ AmAa i wee W el wwem f feedm w1 w8, o (eem) Feeowen @ w9 wen wa b

1) e FE 3w wier sl i o fef e fedl foneed dom o e e o A T v d oA w A w30 T e i e
# fawfmffs w5 waw o “sifis sm” o o 0 5 b ol U sifee R g e el SREESE o T W e am & R s
falt 3 v il wew m fedlt s e @ e AR o sfasn e T oew afe F e S oo @ s T we T e oy fed
#r mradt we w R o= weE A S S

3wt W ® W T w faf et ® 4 R W e am @ o wew @ TR T ST W T T o v
ﬂﬂﬂmﬁwtﬂh“mmﬂ'mﬁmwﬂmmtlmmmﬂﬂ‘fﬂtmm-ﬂhmﬂ?@vtﬁm it 7w
EREN NIy SRt e SE Suaw SunpaEgy g e 4 mar Mishra

Administrator

=t % o e Vrinddavin, Mathura

Date of Surgery DD s LING
st & e

{Name, Designation & uthorised Signatory
Gl’ 222 ital)
LR i
FOR INTERNAL USE of KDSHIKA FOUNDATION ~ #=iits 37am #7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T | A FER 2

Dr S U FYA ! DA NI 5 #EUHHEHDED FOR ACCEFTENCE ﬂHHL’-S;. shroft's Eye Care Institls

- o

30.12.2019

¢



