VRN-C-21-02~ 0333

/ K¥hika

(Healthcare)

¢ APPLICATION FORM FOR ASSISTANCE
fﬁl ( ) foundatian
mc:;::mi N \ / p12)|0225 ;l:mucf:;mu DATE oc '“ 1]‘2. Bifinig iloch ol kis

AGE-YEARS STg-Td | SEX f¥in

HAME of APPLICANT

e evdionha e T ™
;:TT%SF::D;:EIS HAME : Rﬁﬁi }\%

PRESENT RESIDENCE ADDRESS anaF HEME 9
WO A Ay

L

Preep  foafep

LI.P 108)Se2
R T

PERMANENT RESIDENCE ADDRESS = #1% Vi
0323 5) L‘nwch.R hl“ljl
Coare (A5 ke =
DCCUPATION | F }R.,{ Em]
ions R | UNMARRIED (st
%ﬁ;fﬁ.‘l‘gl:;mcﬂuE ¥ zzm /.,--— |?;|;h:1m1;l'lzl tni‘bmn] N ﬂ

PAN No. TITE T &I
ARE TOU AN INCOME TAX ASSESSEE {Tich whichever is applicebln)

-

w0 & a7 FA # (W 9 W IR o E w1 e e
FAMILY DETAILS uftam femmm
9r, No Narmu of Family Membar Agu (Years) Gender Relation with Applicant
wH HE _uftan % HEER w AW 59 (M) fim e o e Ll M
1 _ Kt rFs 53 E \VWHE T
4 o
_2 Lhabfoy 25 | S
> SUTELISE = 7% ™ i
. Maliesnd 3 Zo |5 T
5 _Mmq L4 151 It
A PN C w
> - BASIS fdr REQUESTING A.ismméi [Tick whichever is applicable)
L B
BPL Card EWS Certificaty Ratlon Card
(Attach Card Copy) {Attach Ceéﬂ:aﬁ Copy) niA!tuu; c:;.q; B‘;TL?PT:;I
T i L L E weg A Wl T Ty FE v
(wEm T4 W o i WA (WA 99 W) W W w0 (e o A o g HE

"PURPOSE" for REQUESTING ASSISTANCE
T g g R W oI

Meadical anunser criptions Attached

Sr, No.

#0 HEY SR ERR | A %1 T s g we
RKE— Tuotal Cragle U.d'nﬁq_[_i
1E — CafastaCL Semnic
ST KET GI(S FTol_
f —
AGSISTANCE BEING AVAILED for SAME "PURPDSE" trom OTHER SOURCES
mz{mmma-rfmmmﬁrﬁlmmﬂmmm

Sr,. Mo NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED

Y 51 M #i md T

DI

_zmja—




DECLARATION by APPLICANT: wifes grr =i os:

11| vty Contirn (hat all detais 0 this Fofm are True to fhe best of my knowledge: Any faise statemeant will rendar my Apolication & ongoing assstance, | a
liable for rejectonicance|ialion

2} I'sulemnly confirm that assistance. If racaived from Koshikia Foundation. will be used only for thie "purpGee”. a5 stated In this Form, far which such assistancs

wis reguested by mig

3) 1 hizeatsy condarrm thal | hawa not & will not in fulure . avail of simbursament, in part or o tull, from any - oiber sourceemploverinsurance company, of the amount

for which Ihis assistances 15 reduestad

1) & s g f 6 ore ow A e o R 5 S ® s e oo w b ot s R @ e s w00 S foe W o wee b

1) W W W e s w6 e o § e svem wh wwe w of © e fe i, wove wem o wn o R

3) A gfe son o 6w s o an b st R an of o afes @ we e fe s el s A 3 o e & ol a o i F o
AGREEMENT by APPLICANT (smies g =)

1) By-affiking my signatute of Ihumb impréssion on this Form, | (Applicant) heraby agree & aulhorise Koshika Foundation and i's Truslees o

use/publistpul-upireproduce my name. address, photo & detaits of the “purpese”, lor which such assistance is requested/granted, through any

medium, ncluding Bul not imited |0 varbal, print, alectronic. lor soliciting donations for Koshika Foundation andfor disseminating information about it's

aclivilies/achlevemanis. Such use of my pholo & delalls can be made by Koshike Foundation before or alier my treaiment o lulfilment of the “purpose”

for which assistance s being reguested

2 | 1Applicant) lunner agree that any such use ol my name. address. pholo & details of (he “purpose”. for which $uth assisiance is requesed/igranted,

witl nl sutumatizally gntitle mi for recelving or conlinuing the said ussistance. The decision for granting andior continuing the assistance will rest solely

willy [he Tristeres of Koshika Foundalion. ard thweir decision {5 (s regard will be final and acceptable 1o me

|_1wmwtmmmm#mm,hm}mmiﬁwﬂm{u'mm#hmm!q'f'ﬂaﬁmm{hﬂum,

. W A W R g owes o wfm f od Cwifeer v e, om e et ke § et ofiafiesd i auefendt % R fed o mm arem

# wwiftn 57 & oy s §) 9w w1 e 9 oper @ R w w3 e @ e Cwif weEet s s s b

2) & (o) m oA R we | S0 oA, T, ol feem W fe e & gt 6 wfe # 9w w weom W oo W T T weE o

“wife " T T =il W Pl ofm st s T

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION

e T .
N LE[AT

AGREEMENT by HOSPITAL (7 30 )

By allidng hereunder, signature of our Autharised Sgnatury for recommending this case/patent for financial assistance from Koshika Foundation, we
(Hospitad) hereby affiem & acoepl following:

1) that we naither are presantly nor will m future avail of inancial asssiance from another NGO or any other source, Tor the same patient/Cassd, as we arg
reduesling 1a gel lrom Koshika Foundation 1o the seent thal such assistanoe (= granted by Koshha Foundalion | ihe fagquesied asssiance & nol granted
by Keshika Foundalion. i parl or i full, then (b Hospeal reserves it's nghl 1o make up (he shonlall from ancther NGO o any olfwer sourca This
confirmalion essentially statos that ihe Hospllal will nol avel any duplicate assistance lor the same palleniicase lromeany othes NGO or any othir source
2) The assistance from Koshika Foundation is oily firssnciat o nature. The choice of the treatment/procedure advisediconducted by the Hospilal on the
patient, is besed ue thie arangemel belween the paten] & the Hospltal, and is in ne way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complele responsibility of the treatment & i's oulcome & sately of the patient. and Koshika Foundation will have no role or respensitility
i the maller

war S, el W s 8 Rl s s et § i e o et 9 o b e e (reem) B e @ oem o wlien s A

1) =8 fi6 3 o s sl 7 @ ofm o ffim T G R wel g o el o @ T Tl A A A @ W o e s
7 famfn et 790 & weaw o " wEL g o g e b oR Csifn we=eat gmoawem fef siveees v s 0 e a § A s
ﬁnﬂmﬂrmﬂmnﬂnﬂmmﬂmﬂimmmmtnmﬂhﬂmmmlhmﬁwmmﬂmﬂiﬂm
I wrwd W om fed s wne A s e

L il e 8 A o e s i at S TR R e om0k weEw o el W sTeaiEn w1 e TR e

& dra 3 fiern § o s wET " gm e v W e b v woem o 0h ¥ e o st s o W el st o o e

w1 w  wE W W g W P e o W e jeev Kumar Mishra
Administrator

Or. SUFYAN DATTS RECOMMENDED FOR ACCEPTENCE BHRC-Dr,
Vrinaday,

s Eye Care Institute

Date of Surgery
Sty 7 A

ﬂ(/ﬂz}zl

7

(Name, Designation & rh;d Signatory
on be lj
AW arfvEr

FOR INTERNAL USE of KOSHIKA FOUNDATION 3% smam #7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= T | el w2

P oA B

30.12.2019



