y C-2Y4-06- 0495

APPLICATION FORM FOR ASSISTANCE (Healthcare) chhlka
HETHE ¥ SEET WIEN (FaTErg TEwE) Toaaaition
APPLICATION No. © APPLICATION DATE : lj=®1(, 3- [ ————
v B fogsy] enes 06 3
NAME of APPLICANT © ' AGE-YEARS Wrg-md | sex fim
counisolon My vim od| M

FATHER'S/SPOUSE'S MAME |

PoltesP

T Preey
PERMANENT RESIDENCE ADDRESS : Tam Srusly W

A3 Ahol P

OCCUPATION :
Y Mmfr MARRIED (| | UNMARRIED | wizarii)
TOTAL ANNUAL INCOME [Attach Proof of Income
W= witw W 30 [ — 1mmmm}fﬂ-fﬂ
munﬁmﬁm |3
ARE YOU AN INCOME TAX S5EE (Tick whichevar (s applicable): Yes | No
W AT ST W U R (W W W 3R W W W e e w o

FAMILY DETAILS witam e

Iiﬂ";lr n :ﬂ.;? !II' ™ ‘;m :ﬁ:ﬂ uﬁg'fm
< Ko o}l m S0

o REOghd l’—"—ﬂuﬂ.in_lm_

o “Texsiot ) UYieio] L5en
BASIS for REQUESTING ASSISTANCE (Tick whichever ks applicabie)
wemm % B fieds s
BPL Card EWS Cartifical Ration Card
{ARach Cord Copy) (Attach Certificate Copy ) {Astach Copy) it b o
wind taw % Sy u == W W ™ TURERT W v wN e
(T o w9 e W (W W W W W wEE W (A w1 W e wfi e

“PURPOSE™ for REQUESTING ASSISTANCE:
wErm ¥y el mh el W At

8. No Medical Reporta/Prencriptions Attached
¥4 w9 FEEEVERT § W W wieE i wee

= £

~

ASSISTANCE BEING AVAILED for SAME “PURPOSE”™ rom OTHER SOURCES
™ TRV W B W o anen feE e we A e mw w?

1, Mo NAME of OTHER SOURCE AMDUNT of ASSISTANCE BEING AVAILED
&1 W 5 R W ot wf s ol




DECLARATION by APPLICANT: Ui ER uiew WS

111 hisvebyy confitm thal all detuds in this Foim am True to the best of my knowledge. Any false statement will render my Application & ongoing assstance, If any,
) | solemnly contirm thiat assistance, If received from Koshika Foundation, will be used only for the *purpose’. ag staled in this Form, for which such assistance
wis requasied by me

3} 1 Paroby confiem Sal | Bave not & will not in fature, avall of rembutsernent, in part o in b, frem any other sourcalemployesinsurance comparny, of the armsun
far which s aesisiEnce o recpuis bed
1) & v wam f e orm aeen A fed ol wdt famen S sl o s e ol wi b ol s fer od we e e w0 90 s P W m el £
1= e o mrwn v sl wsE, O @ owm ool b oo eee ok ovben o ol o Sl faom wte, o o owmen o gn o &

1) 2 qfe W { T fow awe 0 e sedle w of §, oo ow wiee w v feen fed sy snfeiosin werd 0 W frm # oo @ wies o o

AGREEMENT by APPLICANT (siies: gm w1

1) By altxing my signalure or thumb impression on this Form, | {Appbcant) hereby agree & suharise Koshiks Foundation and it's Trustees 1o
use/pubishiput-uplreptoduce my name, address, pholo & detalls of the “purpose”, for which such assistance is requestedigranted, thiough sy
madium, incloding but not limited to verbal, print, slectronic, for soliciling dorations for Koshika Foundation and/or dissaminating information sbout o's
activillos/achievements. Such use of my photo & details can be made by Koshikn Foundation befors or afler my treatment or fulfiiment of the *purpose”
for which assistance 18 being requestad

2} | (Applcant) further agreo Mol any such use of my name, sddress, bhalo & datsils of he "purposs”, lor which such asslstance | squestod/gronied,

will nol sutomatica®y entiths me for receiving of continuing the sald assistance. The decision for granting and/or confinuing the assisiance will resi solaly
wilh the Trustees of Koshikas Foundation, and thelr decision |s ihis iegand will be final and accepiable o me

1) ¥R T ST e W ot W e e, @ (omies) oreft Wl o e won f o “wifon st ol e i < ) oy wom f e S o
T, wE s W fae o own o wfe § o Csfee ooy e, o o g et 8 8 nifed s efieed € B Sl @ o oem

2 s w0 € fan sfegy b 3 s = foe 3 v € W g w2 v € e e wee s Sl s

1) 4 (ovimw) e ow @ weve 1% G0 W, v, W ol iy o e weem ¥ sxive @ i & i vem: e W o R T o we d

“wifwe® vy wue =ofied wn fefy sl sl e

APPLICANT'S SIOMATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPMTAL (rsamm oo W)

By afiing harounded, signatune of our Authorsed Signatory for recommentding this casefpolien! lor nancial aseistance from Koshika Foeundation, we
{Hospital) hereby affirm & accapl follawing:

1) tat we nedther ace prosantly noe will in future mesil of fingncial assistance from another NGO or any ofher source, for the samis palentcase. 0s we ame
requasting 1o gel from Koshika Foundafion, io the exient thal such assisiance is granted by Koshika Foundafion. If the requesied sssistance i nol grantad
by Koshica Foundation, in part or in Rull, then the Hospital reserves it's right 1o make up the sharifall from another NGO or any olher source. This
confirmation essentinlly siates thal the Hospltal will nol avall any duplicates assistance for the same patient/case from any other NGO or any other sourcs
2) Tho assivtance from Koshika Foundation ks only financial in nature. The choice of the Innatmentiprocedure advised/conducied by the Hoapital on tha
patienl, & based on the arfangament bstween the pallent & the Hospital, and & In no way influsnced by Koshika Foundation. Hencos, the Hosgital will
assume 1ole & complele reepensibility of the teatment & il's outcome & safety of the patient, and Koshikn Foundation will hove no role o responeiility

in W matler

et aifewgn, wamwfl wf s o ekl od " sdfee et 6 T wwem gy fofon of sl B, B e (wmee) fre e e winn wen

1) W f % e afr w W wirey o fafi s St A ared Sam w e e v T Dl 3 8 m & of € 49 oo Asire e
# frmivafed 79 ¥ s § et wrEt o e iy e b ool Ceifee sstve® g weee el sifesese 8 s o S e § 9 e
fosh st o wverl) s o Tt s wEe @ T R W s g v b @ g we e w b e s ol wex sw Slad by feh
By sty sfe o Pl s vl o Al

& “wifiver T @ o of e dw il vl @ B O ow e o @ W v w e W srdEe W e 0 = e

¥ W oW fawn & ol wifow wa=vA” g0 e v w wi oo b orfet e d 0@ o e g sl ol art S i Pesod ol e
w1 widt sbe “wtfime” o wit ofve w fetol v s o oo

RECOMMENDED FOR ACCEPTENCE
’ =AW wig ® fom sl
Date of Surgery -
Wi W wa Or. Mohd. Rameez Reza YOGESH YADAV

BBS.MS Ophthalmology Assisianl Admin'siratol
sv I_‘ ik Dessanatio _._ .
. ﬁndﬂnlmm Dr. RTALAT & 1PR Al

'\,5\‘“ h\m

INTERNAL USE of KOSHIKA FOUNDATION  siafi 29dim

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=gl v | =l g 2

Y JFAT

11-04-2024




