Cei3-of — »n2qF
. APPLICATION FORM FOR ASSISTANCE (Healthcare) K%h[ka
HETTA ¥ AT WTEY LTI S foundation
Tuiigiewg hicck of i

wwnu.; F} ]BE ] ¢ ::“ucf:;nnmve;og—gérinla_,

HAME of APPLICANT AGE-YEARS 5-wi | sex fifn

WHETE W TR Q! “ S 31 1 M
FATHER S/SPOUSE'S NAME

fomwzrg w1 I
¥ T ST T
e . E .mm=mn;1.i:m::- ¥
[ Pojoffhaw- Jaikob Ps- |
PERMANENT RESIDENCE ADDRESS - Ty amwwiiy o EDP PD’S‘,‘O}J
A< Qhauc 034s  Dharamipiz
- Singh |
T Farmey MARRIED (F#aii) | UNMARRIED (sifvadim)
TOTAL ANNUAL INCOME [Attach Proot of Incame)
w1 Wits = Cone o (s W W wE) Al
PAN No, TG W 59 NA y
_mmumrummwmnwml: Yas
N W 5 S W € (F o W T W R W e i /
FAMILY DETAILS wfram faam
:.#;. m*r:%m Au-{';—::r Gonder m?mm
LLE w T £ . A\STTE T T
. i S ﬁ Z]!J]h
7 VK i8en 16 i WLi.57)
g Hamilz52 I E Ta
T] TR el ™ 70
] 723
BASIE for REQUESTING ASSISTANCE (Tich whichaver Iy appiicabie)
e % fad Bty s
BPL Card
wini ot oo T e g rny o
Wi T ¥ T T weg sy v T T s i
(5 v W o wf e wh (s vy W) e o e st (W W W e o e W e

“PURPOSE" for REQUESTING ASSISTANCE-

wemm ¥y fed m fenlt W agiee
i, No Medical Reports/Prescriptions Altached
Y Hom FEmEETET A W W vl §9 w9

I OO EnsS  RE — Ve RMBL
[E = SENIIF [ATARRPCL

) NyJewy — [F- SICX JIH PhimA

ASSISTANCE BEING AVAILED for SAME -PURPOSE - from OTHER SOURCES

W 30§ ¥ =H 5= waa 5 5= w1 ovw w0

NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
T W AN il i mwer i

S No
FH A g

i Yaidil

R T




DECLARATION by APPLICANT: STHS% B/ W7 7i:
*) 1 haraby corem Mat ol detaks in this Form are True 1o the best of my knowlodge. Aty faksa ktalamenl will render my Appleition & onguing nesstance, ey,
el T pojmctior/enncallation.

#) | solemaly confirm that assistance, ¥ received frorm Koshiks Foundation, will be used only for the "purpose”, as stalnd In this Form for which such asaistance
wikd Fequesiad by me 3

3} | heraby confiom that | have not & will nit i Mutisre, Svall of reimourssment, In pan of in Jull, Irom any other aourealamployerfinburancs comparny, of the amount
for wiich thin assstance s mouestied

..!mmu[f:mmtﬁaunmum*wmnmhmﬂmummnmtiﬂmmmumt.
30 8 g W s o Swifee et 0 o w nd B, v ae vl tee o) gl € Rl fem wd, W o € e b
,1.lgﬂemtkmmqvnﬂﬂﬂi,n*mnﬁntmhﬂnmmawim!###m#:fm

. AGREEMENT by APPLICANT | w9=s gn &)

1) By affaing my signatife o thumb impression on this Form, | (Applicant) heretty sgree & authorise Koshike Foundation and if's Trustees 1o
wsaipublish/pul upireproduce my name, address, photo & detaits of the “purposa”, for which such asalstance i requestadigraniad, ihrough any
modmm, intluding but not limited to verbal, print, electronic, for soliciing donations for Kash(ka Foundation andior dissemingting information sboul e

aclivitios/achigvaments, Such use of my photo A details can be made by Koshika Foundation before of after my treatmant o fulfiiment of the “purpase”
for which assitance /s being requesied

2) | (Applicant) harther agree that any such use of my name, address, photo & delails of the "purpose’”, for which such sssistance Is requesiedigranted.

will pat automatically enfitie me for recoiving of continuing the sald assistsnce. The decimon for granting and/or continuing the aesstancy will rest solety
with the Trustees of Koshika Foundation, and Ihelr decision s this regard will ta final and acceplabie o me.

1) v wen e penr u sl v mme, A (omiow) sl e @ gie won f o “wifoe et ale T sl © 5 e s o o oam,
. Wi bt P v § st §, e Cwite g e, w9, me get wgem @ o felefeed it oedel @ Bed el @ e g

& gfer Wl @ e e &St e w fee A w TR W o 4 w8 P e wde” @ S wfvm b

1) & (sview) v @ wrew { fe Sn wm, v, w2 ol frew o e e ® g @ mfds & O v w0 eeo W e o

“wifrsr” sk sufied wn Frdy sl oy sare® dn

APPLICANT'S SIGNATURE O LEFT THUMB IMPRESSION :
amies & TR W wT W o

4
m«ﬁ’(

AGREEMENT by HOSPITAL (W T %11

By affixing hereunder, sigmature of our Authorised Signatary for recommending {his casa/palient for tinarcind asaistunce Fom Koshika Foundation, we
(Hospital) herely affirm & accept i
um“n..mmnprn-u-nuynmwllhrumwlmlm“mlmllmummnﬁuamrﬂhnmm,!wmiumm.nmm
raduesiing b:gﬂmm.lleﬁm.mmnmmlimtsumnlimnmhgmmbrmme if the requesied assistance s nol grantad
hmf‘-m.nmmmhrn.hnhuupudmu'lnthhmmupmWMHm:mﬂmmuMm.ml
mmmmnmuWﬂmwuﬂmyuﬂmmhhmpﬂmﬁmhfnwmhﬂummyumwmm.
Ilm-llmuhmmmFMdMnumﬂn-ﬁdnnm.TMmuﬂhmmmmwmﬁdmdWIMHWMM
pesSent, is based on the srangamesnt betwesn the patient & the Hospital, and is In ng way iInflusnced by Koshika Foundation Hence, the Hoapltal will
sewume sile & complste respons ity of the traatmant & (t's outoome & safety of the patlent, and Koshika Foundmtion will have no rofs o reaponsibity
I ot raatfor,
Mdﬂn.m‘lﬂ:ﬁimfﬁ-ﬂﬂ'ﬂmm'*mmhm#rﬂt.Hntm;ﬂnmtﬂum-ﬂh

() e P oo e e o e o e fed A et s w et s v ot w A b e i e
tmnimi*mm'mm“hhqﬁ'dﬂmmﬂm‘mmﬁﬁ“hﬂ#h-iam
“mkﬂhuﬂmmimﬁim“mﬂmhmﬂimm-H:mmmmwﬂhﬂ
iy wrat v m PR s wa W AE) i

5 wifivs Sertve @ o of wyrew S fate v w0 w v e o of T W R T TeEien S 9 O O e
& 5w frew § o wifve W g e wen o oo o & v e A 00 3w g ol gt ad W) i el 0 o e
wh ol “wifrm® W w e w sttt g ome F of el )

Dnte of Surgery
R W W 3 (OPHTHAL)
3/e6/22 ) N9 MG 185262,
et W) W e A
FOR INTERNAL USE of KOSHIKA FOUNDATION  swaft 79am 3
" SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

=it wEnR | R 2

- yE




