VRV— (-2]-02-]0]b

K?Sh[ka

TOTAL ANNUAL INCOME

/ APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETAW ¥Y ST WE9 (e @) foundation
APPLICATION MNa. APPLICATION DATE wilenng Bhock of life
ok eporiingy 5221’03% s e Is|vz]z) "
SN o KPLGANT AGE-YEARS Y- SEX fén
stk ® AW Dt w:J G "\ﬁl\ 35 M
FATHER'SISPOUSE'S NAME
g w1 = Mﬂf"ﬂk C)KM’] .
PRESENT RESIDENCE ADDRESS qifnﬂ aqm il '
l'hm-l A a. Coba L4,
) mﬂ Vo |m¢
PERMANENT RESIDENCE ADDRESS
Snance X abovc
DCCUPATION : | Md CF' w])y ) AL’}R(EDM i uuummﬁn{aﬂqﬁh‘;

[Attach Proof of Income)

{ 37 1 WY T

) o) —

NA

b M
PAN No. 7Tl R R
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever is appiicable): Yot | No
R e A el LRI
EAMILY DETAILS Titam fimm
Sr. No. Mome of Famity Member Age |Years] Gender Relation with Applicant
F5 A i 75 _(7d) i HATH ¥ AW TN
2 [T -I'T;A by T ™ B
X Moo 1= . E Taighden m e
4 Vix ol ) M Lorand Ton
|
= Py 4 M : [o7:
BASIS lor REQUESTING ASSISTANCE (Tick whichever is applicable)
L O s L
BPL Card EWS Cartificat Ration Card
(Attach Card Copy) {Altach Cuniﬁéa;e Euprj {MTHST:] Copy) ;:;L?ﬁ:;,
wite T % J oy T ¥ A A T T TR R = i T
(TR ST v T (somr s wt wrn wf we W (WoW T3 ET B OuE He W

“PURPOSE" for REQUESTING ASSISTANCE
T 7 e e s e

Medical Reports/Prescriptions Attached

Sr. No.
wH HEHA IRt | A w1 o alEe g wee
RE — Sewle Calanalf
LE — Sentl® (ofanael
P
NG E WY — [l ] STCC 4+ TN
A | -
J e
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
kil i 3= we et o= wim A e om ED
Sr. Na MNAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wH HE 9 T\ F AW W WETaE
L pet S ol O/ —




DECLARATION by APPLICANT. rETS [0 T

11 0 hisraby confien that all detalls in Whis Form s Tiisa 16 the best of my knowledge. Any felse stittement will render my Application & angag 855S
hisbie for repacfionicanceliziion

24 | selarmnky uefirrm Mat assistance i receivied from Koshika Foundation, will be used only for fhe ‘puTpose” @S slated in this Form, far which such ass

was requesied by me

99 | herelsy conliom that | Beave nat & Al not m futuee, avail of resmbursgmient. in part o in Tull, from any othes source/emplayerinsurance compeny, of the

for wiich Lhes AsAislance 16 Meguasiad

n#Mmiﬁmmﬁﬁqmwﬁmﬂﬂm#mmﬁmhﬁﬂﬁmﬁmmmmtm#ﬂmmﬁmm
::nﬁmﬁm:ﬂ“ﬁmmw"_ﬂ!ﬁmmi.mmmmﬂqﬁﬂﬁﬁﬂwm.ﬁwmﬁwmh
3;ngqm{fmmmqmmﬁnﬁ.wnﬁmmﬂwwm%hﬁmﬂﬁmﬁmwﬂﬂqﬁh#ﬂhwﬁnﬁm#rﬂ

AGREEMENT by APPLICANT | 5==F g1 %71

1} By affixing my signature ar thumb impression on this Form, | (Appiicant) hareby agree & authonse Keshika Foundaton-and it's Trustess 1o
usalpublist/pul-up/reproduce my name, sddress. pholo & detalte of the “purpose”, for which such sssistance is requested/grantad, ihrough any

medium, including Dt not imited jo-verbsl, prni. electronic, for soliciting danations lor Koshike Foundation andlor disseminating information about it's
activiliestachisvements. Such use of my pholo & detaits can be made by Koshiks Foundation before or after my treaimenl or fulfiiment of the “purposs’
for which assistance s being requested

21 | (Applidant) lunher agres that any such use of my name, address. pholo & ditaiis of (he “purpose”. Tor which such assisiance is reguesledigranted,
will not automatically entite me for receving o cantinuing the Sild assistance. The Wecision for granting andior continuing the assistance will rest sclely
wilh (1 Trusleses of Koshika Foundation. and iheir decision is his ragard will be linal and acceplabie lo me

nmmmmﬂmmﬁﬂﬂﬁmm,ﬂcm:mmﬂﬂhmtﬂ"ﬂmmﬂm#m“ﬁm“{hﬁnm,
m.m\z‘raﬁmﬁmmmﬂiﬁui_:ﬁ"ﬁﬂm"mwﬁ,mmwmiwmmMimmq‘lmm
ﬁmmﬁmmmmmmhmﬁimiﬂﬁmmﬂvﬁﬁfm{“ﬂﬁmwﬂm'wanﬂ wfwgn &
z}ﬂqm;mmimthﬂummdﬁmmﬁﬂrmﬂmﬁmiqﬁm:mmmm-ﬂmnnﬂﬂ

s e TEe i w i ufm s s

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -

smiTw F TEw W HE W o
YR

AGREEMENT by HOSPITAL (FFE BRI #401)

By affixing herounder sigralure of our Authensed Sgnatory for racommending Inia case/patient for financial assistance from Koshika Foundation. wa
{Huspital} hereby affirm & accept following

1) that we neither are prasantly ror will in fulure svall of insnoal assistance fram anoiner NGO or any oiher source, for the same palignt/case, a4s we ara
requashing Lo get fram Koshikn Foundalion, (o ihe matent thal such assisiancs o granied by Koshika Faoundalion It ine requesied assisiance (s nol granted
by Koshika Foundalion, in pail orin Jull, then (e Hosmial reserves | & nght 1o make ug he shortlall lrom anainer NGO or any olher source. This
sonfirmation essentially slalis (hal (he Hospital will not avail any duplicale assistance lof Ihe same patienticass trom any other NGG or any other source
2) The assistance from Kishika Foundalion i3 orly firancial in nature Thi choice ol (he teatmentprocedunes stvisediconducted by the Hospital on he
patienl, 15 based o e amangenint beteeen hi patienl & the Hospital. and is in na way inflenced by Koshika Foundation. Hence, the Hospital will
agsyme soke & compléte responstility of the treatmen & ivs ouicome & salety of the patant, and Koshtka Foundation will have no i or responsibility

i L ke

mm,mﬁﬁmhﬂmﬁrﬁmﬂ“ﬁﬁmm"iﬁmmﬁmawt.ﬁﬂnLmrﬁaﬁmmﬂmummﬁh
nmﬁaﬁﬁmmwﬁmiﬁﬁwmhﬁhnﬂaﬁmﬁ:ﬂtﬂmﬂmﬁmﬂﬂﬂwﬂﬂi.ﬂmm'ﬂﬂmm'
4 Fwfofai 39 & won 4 “ e SR o0 W T afle i wTEETE" g A Rl st v T W e W o s
ﬂa‘tﬂl‘lmﬂrmﬂ'mmmmnwﬂmﬂﬁmmmmtumﬁﬂmwmlhmmmmﬁmqm
#r st e o fedt s EnE g ol e
z."m‘rﬁmwrﬂm"ﬂﬁlﬁw%ﬁuwﬁﬂrh%ﬂwmmﬂdmwmﬂmﬂmmwmtim

% &g = fom @ ﬂr"nﬁmmﬂm"mﬂmm#mﬁt-mmﬂﬂﬁimm#aﬁﬂﬁw&m#ﬂﬂm

o i s " S g T fi T S ajeey Kumar Mishra
Adminstrutor

1
' COMMENDED FOR ACCEPTENCE BHRRC-Dr. §hroffs Eye Care Insti
[. SUFY‘JAN_DAN*S wftdl & feg degf Vringda 2 "Iv:% sare Institut

Date of Surgery 5., OM (=]
e 1 A a8 '

IEIHZJZI (Name of Br. &R .. with Stamp)

=T %1 AW F w8 R

e

FOR INTERNAL USE of KOSHIKA FOUNDATION  #1a awm

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T TR 2

T BT

30.12.2019



