C-24-06 - 043

APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
HETON B 3EgA Wi 9 (vET TR TG Taticn
e f) Jotay | 033a e g e St
| MAME of APPUICANT : AGE-YEARS ST5-WE | sex fin
e Kou 2hal Yoy 1 E

FATHER S/SPOUSE'S NAME :
I . ' . s R —
PRESENT ADDRESS U=
= .,,,thq———-rﬂ. b - DHREReYq ..ﬁllﬂ-rﬂﬂlm
L]
%ﬁ_q CTe T prec  PRiof
PERMANENT

RESIDENCE ADDRESS . #5f sywmite Im

Ao Hbooy ©
ey mmM:?mﬁn{m
mrnmuumcmn: . {Attach Proof of tncame)
¥ | — O EamiV ) (ST W) T ) ;/ﬂ
PAN No. nai'lm L =
ARE YOU AN INCOME TAX [Tick whichevar s applicable). m[z ?
w0 s ow o ¢ (9 = w30 wowi W Fee we) w [ =
FAMILY DETAILS Wit fae
8. No. Mama of F Marmbser Age [Years) Gendnr Relation with Applicam
= W i & w1 T 79 () fin S % W WA
£ . P i =
[ N5 e P A 2ol

L

W Tima 8 £ daqghite s LI

D 1S onu = B M (oamd. g onl

e

BABIS for REQUESTING ASSISTANGE (Tick whichever is applicable)
swrwm % ford fasfa amam

BPL Card EWS Certificate Ration Card Any Other
{Attach Card Copy) [Attach Centificale Copy) {Astach Copy) Basis/Prool
it e o 9 wwm ™ w7y o wl e ™ T W s W e

s s (v T % w5 U w0 (e Wy W W Ui we

“PURPOSE" for REGUESTING ASSISTANCE:
e ] e et . gt
Br. No Medical Reporta/Proscriptions Attached
¥ Hm wrpmE e W Wl W onf Wit Wl W

e O

21— Toule Cvbomtt

(T

i ETJIQIIj — RE=_CIL{ S zLDT PriiR

ASSISTANCE BEING AVAILED for SAME -PURPOSE" from OTHER SOURCES
v T W f W s e Tedl e v R e o g

Sr. N, MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Y Hen = W W A ol wf s o
: 1~
J ,A LA AA




e

DECLARATION by APPLICANT: 3056 Tt siwm w:

11 1 honeby confirim thist & delals in this Form are Truo 1o the best of my knowledge. Any lalse statement will render my Appheation & ongolng asastance, I any,
Imble for remction/cancaflabon.

2) 1 solermnly confirm that saslstance, If received from Koshiks Foundation, will be used only Tor the “purpose”, as stated In s Form, for which such msistance

wilE reguarsled by mS

33 | hereby condiern Shal | have nol & will fol in Reture, avall of telmbussament, is par or in'full, from any other souceamploprinsurance oompany, of the amount
Tor which s assmiznee 5 reguested

1) 8w wem o B owm aen o fen ng ol fenon S st & s e e w B e i feem od wee s e owe & o 46 weves farss 9 W s b

20 = W v oty St west®, 6 o ow vl B, wees i sl vt o off o el e sl o g o o wn o

1) 8 e s f e B oo i s ks of £ oo i @ sifee w e free Sl e At word @ ad e b ok s @ e o o
AGREEMENT by APPLICANT ( ssites g1 %07

11 By afaong my sgantun of humb impresson on this Form, | (Applicant) heraby agroe & suthorse Koshika Foundation and it's Trusioes to

isafpubishiput-upireproduce my ramg, address, photo & details of the “purposs”, for which such asslstance i requesied/granied, through any

miedium, including bul nol imiled 1o verbal, prinl, seclionic, for soliclling donations lor Koshika Foundation andlor disseminaling information about il's

activitios/achievements. Such use of my pholo & detalls can bo moade by Koshika Foundaiion before of aflar my treatmen| of fulflimont of the “purposs”
for which assistancs |5 being requested

2) 1 (Applicant) further agrea thal any such use of my name, address, pholo & details of the ‘purpose”, for which such sssistance s requested granted
will nol sutomatically enfitie ma for receiving or continuing the sald assistance. The decision for granting andior conlinuing the sssistance will rest solaly
with ihe Trusines of Koshika Foundation, and thelr decsion is this regard will be linal and acceptabile to me

1) W W W SR v W i e e wren, f (smiow) seeh wrnfn ot g won o oof “wifte wefiee abe yes canirdl < i arfogy won o B o
a9, i ﬂ?ilhtﬂﬂ‘iﬂﬁﬁﬁi.ﬂ‘m*wﬂ,m_m{ﬂﬁﬁnﬁﬂmmithﬂiiﬁh‘n‘rﬂwm
# wain wrd ¥ fim sfegn & St v W fee 3oy o W W o S W ¥ T Cife wete w aE wfee

2) 4 (owbew) wwown & e of B dn o, e ol sbe feee o S ownam o ated O wifide & e v w0 s i we g iy of
“wifee oo s el @ Pobe sifem ol wanefl B

APPLICANT'S SIGMATURE OR LEFT THUMB IMPRESSION |
wriTw ¥ ¥R W SR = B

AGREEMENT by HOSPITAL (wemm go W)
By affixing horeunder, signature of our Authodsed Signatory for recommanding this cass/paten! for linancial pusislance from Koahiks Faundation. wa
{ Hompdtad) heraty affirm & accepl fallowing.
1) that we nesthar are pratently not will in future avail of finoncial assistance from anatkar NGO or sy other source, for the same potient/cass, B9 we are
requasting ko gul rom Koshika Foundabon, 1o the exient thet such assistance is granted by Koshika Foundation. if the requested assistance is not granted
by Moshika Foundston, in part of in full, thien the Hespital resarves (1's right 1o make up the shorttall from snother NGO or any olher source. This
confirmation essentinlly states that the Hespital will not avall any duplicate ssslstance for the same patient/casa from any offer NGO o Ay ather source
2) The assisiance fram Moshika Foundsiion is only financial in nature. The cholos of the Ireatmenlprocedure novisod/conductod by the Hospital on tha
patienl, is based on the amingament betwosn the palient & the Hospilal, and 1% | no way Influsnced by Koshika Foundation. Hanca, the Hospital wil!

assuma sole & complsts mepongibiily of the ireatmant & s outcome & safety of the patient. and Koshikn Foundation will have na role or responsibility
I v et

rot sfen, vewd W s 8 smeeddt =t st gresben o fafan e w et o sl #, Bt o crmmen e wee @ owe w e e B

1) e 5w i shy 3 0 wive A fefg seom el i st woom m Tl s e W T et F W w B o £ A B oo Caiee st
# foyrendiwady e o e o Y wiiee st oo e B oole el et pe ween el s B o e w £ R s
fosit o= iy wral wen w fed =y w9 wren o o wfuse gl e &g F e s own § B s i we e At by el
i ol e W fEs W e W A

2 “wifies wetam™ @ o of weren e Tl vt o8 b Oh o s g od o s w Ml v el w et g e

it fewe ol “wifos wisstt g el s W e o) B il e o O W e e e st o o sl Pestof G0 e e
¥ ¥t o “wifre” = W ot w Fasol w w TR e

| RS .
ate of Surgery Dr. Mohd. RamesT REzs YOGESH YADAV
wiim W Wi s B.B 5. 1.5. Ophihaimology istant Administrator

Llea FICO (UK) or rised Signatory
T e i
FOR INTERMAL USE of KOSHIKAFOUNDATION ~ sifts 7w 7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= T | g 2

o s

11-04-2024




