SRE-C-23-03 /465

_ APPLICATION FORM FOR ASSISTANCE (Healthcare) " Koshika
HEHal B9 e WY | FmTTE iﬁ‘lﬁ‘l} ) Tanntation
ABPLICATION No. . APPLICATION DATE - 25771 7-0p Bty bk ol by
e wwn s ~/n723/0764 smies fe g
HAME of APPLICANT - ace.veans s-ml | sex fi5n
TR
W A kb tO 69 £
FATHER S/SPOUSE'S NANE :
fommz w1 VA O B P /8 ) ir Y 2 ) P
PRESENT RESIOENCE ADDRESS _aiur_ syt
Tos (T . PHe oP positop
PERMANENT RESIDENCE ADDRESS - ¥t Soemi 9 f{{jﬂfﬁ (0\256)
VYo a] e Bl e ) s el VW ad
OCCUPATION ;
sy Hd!?:rﬂ 24 fcl WARKED () | UNNARRUED (st
TOTAL ANNUAL INCOME |Attact Proat of Income)
&7 i s (mﬁzy Incame) (Emmwmss) N
PAN Mo, T3 =0 SR Nﬁ}
ARE YOU AN INCOME TAX ABSESSEE (Tioh whichever ks applicabla): Yes | No
nmmmwiuﬁmﬂmmmmmmﬁu LT
FAMILY DETAILS wira Fa
SN Name of Eamily Member Age [Yaars) Gend Relation with Applicant
m#;m g & sl w1 oan w{;r; ﬁnﬂ SMTE W W T
[&d) 2 T ,{'z .2 73 7
5'5 / é ? R(@)2 =
/ PRI ae) F ;
(&/7 s 16 S
(7 e (hsZ &7 [ 32797 5)
BABIS for REGUESTING ASSISTANCE (Tick whichaver Is applicabia)
T % fird frsfhy s
BPL Card EWS Cartificate Ration Card Any Ottwet
[Attach Card Cogy) {Attach Certificate Copy) {Attach Copy) Basis/Procl
nihit T % Sy o mEn s v v R Fvingn wTE e e
(e ¥y & v v dee sl (o o w w wih wEE W [ 9 W W W wE W
“PURPOSE" for REQUESTING ASSISTANCE:
wem i el T el W g
St No. Mudical Reports/Proscriptions Attached
WY HeE semvsie # Wil ¥ nf sisey g6 wwe

Ll WL - A - JENres (A7

c)ffﬁ@f%;{ = Ko (L] Ll FAr2ss

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T8 T % i s s s e s w9 e o g
N, NAME of OTHER SOURGE AMOUNT of ASSISTANCE BEING AVAILED
F W 5= B W A ot mf s




DECLARATION by APPLICANT: SWMTS =0 Se wi: -

1)1 hevby corifirm that all detoils in this Form are True ip ihe besl of LAy lolga statement will moder 3 P
liain for rejection/canceiiation myRhowledie: Ay my Application ongolng assistancs. I any

z}rﬂumbmmMmhm.|l'mmmdimnmm-hmmn.mmuMnnw.hrh‘ww.umhﬁlFm.wmmﬂmm
wat regunstad by me.

3} | herabry confirm that | havs nol & wall not in future, avail of reimbursamant, in gan of i full, from any othor source/em firturance compary, of ihae amoyn
for which thib assistance s requenind J iy N

nﬂdﬂ:m{hrnmﬁHﬂﬂﬂmiﬂmﬂiﬂmmﬁmhﬁﬁmHmmwwhﬁﬂﬁmﬂmﬂwmﬂf;

SR e R s R R R e R R T Eam——

}}#-ahmtﬁrmlmwiurwdmﬂnil.wmmmmmhhﬂtnmmtuﬁmhﬁwﬂmi*1
AGREEMENT by APPLICANT | syrem g i)

1) By affiing my signature or thumb impression on this Form, | (Applicant) heroby oghes & outhorise Koshika Foundgtion anid i's Trisless 1o
use/publispul-wirsoroducs my name, address, photo & details of the *purpose”, for which such sssistance s requestodigranied. through any

mrigdiym, ncluding but ned Umited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achiovoments. Such use of iny photo & detalls can be mae by Koshiks Faundation before on sher my treatment or fulfiment of ihe “purpose”
for which astistance s paing requosied

2) | (Agplicant) further agras ihat any such use of my name, addrass, pholo & details of e “purpose”; for which such desistancs is requsstedigrantad
will not sutomaticalty entille mu for receiving of continuing the said assiatance. The dacision for granting andior cantinuing thi sssistoncs will real solaly
with the Trustess of Kashike Faundetion, and thelr decision s this regard will b finsl and aczupthble 1o me

1) W R SR e W AT W e e, A (s welt w9 gie e f oF s wieter s mt s © 9 sfiegy s { 5 4o o
w.mﬁﬂmﬂnmﬁﬁtﬂ'%'mm,H.meﬂﬂwmmﬂﬂﬂﬁfhwﬁmm
ﬂmﬁnw\#mnhwtaﬂmwhq*tmiwﬂ!ni-ﬁ1M'i&mm*um&mh

20 & (owibew) o wm # v f S0 o i st e o B wom S wevl 8 v @ 58w, Toen W e R v e A

“wif " v ane Sfed = fele sl she arees o)

APPLICANT'S SIGHATURE OR LEFT THUMS IMPRESSION |

AGREEMENT by HOSFITAL (wemm g %07)
By affiring horeunder. signalure of our Authorised Signatory for recommending this caserpatient for finangial assistance fram Koshika Foundition, weo
(Hospital} hersty affimm & accepl following: )
1] that we neither are presently nor will in future avail of financial assistance from analher NGO or any other source, for the same pallentcase. a3 we are
raquesting to get from Koshika Foundation, i the extent that such assistince is granied by Koshika Foundation. If the requested assistance is not granied
by Koshika Foundation. In part or in hull, then the Hospltal resarves It's right to make up the shorttali from angther NGO or any other source. Thin
confirmalion essaniinily sinbos that the Hosoltal will not avsll any duplicite assistance for |he same pallentcssy from nny uthar NGO or uny athiir source
2} The assistance from Koshika Foundation is only financial in nature. The chaice of the reatment/procedure sdvised/conduciod by Ihe Hougital an tha
patient, f4 based on the arrangefent betwean the patient 8 the Hosgital. and |s in no way Influenced by Koshika Foundation Henoe, the Huspital wih

asgume 5ok & compiste responyibility of the treatment & it's outcome & sataty of the patient, and Kashike Foundation whl hiree fia role af responaibility
I g eriatbiar.

At sy, e Al s A SR S CstEe st Al e 8 ettt R 4 B o () T e 8 e o wen e b

1) ug 5w s abe 9 ) it o s T el My woml e e e v T Gl F Bt o A o 8, & o i T
# i firds s & =u0 o “oifow Wt o we iy e b o s ortvR g s Pl st 6y e 0 A o & o s
Torlt =7 fr wwnl wen W el o= wEE S T W e e T 4 v e @ v s am & f sreme fie Tee e dnflamet dy fed
T vt wivm @ finsd wem s o s

2. " e A o o v e s v 6 b 36 90 v on 8 of s w et w8 enviee W g o0 o v

® W W faw & ol st st g el e W ow e o bt w9 G0 8w goe b sE o W sl Fadel B o e

w w sh *wife W W s @ fesod oo A W N )

RECOMMENDED FOR ACCEPTENCE N
a W fem_wefy o !ﬂﬁ;. gnan
Date of § ) L i Dwknistrator

g Dr. Sadafnaz Sabah Charity Eye Hospital
25-03-202% DMC-80743 m.mkwﬁmm

[Name of De. & Regn, No. with Stamp) all of Hospltal)

TR H WA vE e R R A e S s
FOR INTERNAL USE of KOSHIKA FOUNDATION =it 37em iy
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

=yt e |

7 BN

141272022




i W HTET
— Gﬂ'ﬂﬂmmT of India

s Bin

LR L " T

7864 9506 9900
il AY gEaA

CRRLL s L P [ ]

(Wl PaToTyt AL LU

i1 eiarmiyE e W

e I

s S W= iy A IFSOET
e e e a5l

F’r:l..‘. Te Y

NTE

7864 9506 8900

Fi




