: C-24-06-|pll

APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka
Al € SJTEET WEy (TaTRn L) T P
APPLICATION Mo. - ’ APPLICATION DATE - (|07 = 2. Buliding block of lile
s e ﬂ]mmfgqlu s it ‘ Ll
NAME of AFPLICANT | : AGE-YEARS ¥0T-W% | sSEX Fim
A [
pilig MynShi  Ram G2 m

mmw NAME : "
i : Qg:nh:mrl

Precf  Polhp

l:::‘ymﬂm’i : F'I P

m'h;h} | UNMARRIED (si7eifen)

TOTAL ANNUAL INCOME :
wE wfits 3

<6000~

Attt Proof of Income)
(5 W W we) AN

PAM No. THIE E HEE

A

ARE YOU AN INCOME TAX ABSESSEE (Tick whichever Is applicable):
a0 AT A6 ORE O € (A ue o Iw w e W fee we

7E)

FAMILY DETAILS i fopem

&r. No, Name of Family Membaer Age [Yoars) Gandnr Relation with Applicant
W HE uffan % wged H 9w W (7) fafn HETE ® BN HEY
1= ESOT 7} Na) 5 E Li7E
- Pradéeh Komak | 30 = OEN
1. HadhQ FC] N E i 3. =
o Hehent Komak 8| S| [nxand £&n |

BABIS for REQUESTING ASSISTANCE (Tich whichover is applicatis)
werA # fan ffa smm
BPL Card EWS Cerfificate FRation Card Any Other
it S we v ¥ F T AN ot W
(s v ) wee iy WeA W (7 T W w e e (v W) v o s W )

“PURPOSE" for REQUESTING ASSISTANCE:
wrren #n fed o fewl W A

5. No.
w1 He

Medical Repors/Praseriptions Attached
SR ETR B WA W v wivh W Hee

Mafeatd

gzr'_gmm RE — <enil¥

w

7E  —Son® AT T

Tcjory « (B-  pon(s WSO Pami 150
oy

B

ASSISTANCE mu-a AVAILED for SAME -PURPOSE" from OTHER SOURCES
T TEE W T R 5 weEm e a8 few e o

gr. No.
Euiki

MAME of OTHER SOURCE

HW T W W

AMOUNT of .ﬂ:ﬁﬂﬂ-‘lﬂt‘f BEING AVAILED
i T wETeE T

W7




DECLARATION by APFLICANT: SIes g Wi v

1::&?“mﬁﬂdumihm Foerm are True Lo the best af my knowledge, Any false staloment will render my Application & ongolng assisiance, i any,
or rejectonfancelkabion.

2) | solemnly confirm that assistance, If received from Koshika Foundation. will be Lsed only for the "purpose”, ms atated in this Form. for which such assistance
wis iequesiad Dy me,

3} | haratry canfiem that | hervs not & will not in future, svail of rembursement, in part or in kull, trom any other sourcalemployerirauranes company, of T wmaount
for which this sssmiznce = requested, B ¥

1) e won o e raowe A Tl o el few S0 el # s we oo i st sl e ol e s v o € 0 46 s tem W ow wel B
2) & g oW weem wfn Csifew s, @ & ow ool b e T st o ofl # fiel g i, A moose d o
1) & ofe s { e fam mom i w ks ¥ w4, 9w i w ortew W firen el s Al vt @ 30 fem b o 3 ol F

AGREEMENT by APPLICANT { smbew g wan)

1) By aflixing my signature of thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and i's Trustees to
uselpublishiput-upireproduce my name, address, pholo & details of the “purpose”, for which such assistance Is requested/granted, through any
modum, including bul not lmited to vertal, print, electronic, for soliciing donations for Koshika Foundation and/or disseminating information abeut it

activities/achievements. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment or futfimant of the *purpose”
for which essistance [ baing requestad.

2} | {Applicant) further agree that mny such use of my name, address, pholo & details of the "purposs”, for which such aesistance is roguestedigraniod,
will nol aulomatically entile me for recelving or continuing the sald assistance. The deciskon for granting andéor continuing the assistance will rest solety
with the Trusiees of Koshiks Fourdation, and thair decislon |8 this regard will ba linal and acceplabile o ma.

1) W W S e W SR W w e, § (s el w8 e v f of “wifow s ol aee =i W sl e e oo,
o, W sl W feww gm vy | wfer §, 9 “wifes e s, o3, ove gt s @ o widied s soefeed @ fee B o e e
A wartr wrd  fo s &St gve w e 0w o e o e d T % P wifoe ot g el e B

2) # (sview) v w9 s e a0 T, o b e e e # et @ wie & gl s e w v T e el il
“siffren " v A i W i i ol wemh v

APPLICANT'S 5IGNATURE OR LEFT THUMB IMPRESSION !
i W g @ o W P

T, 7

AGREEMENT by HOSPITAL (wemm gl W)

By affixing hereunder, signature of our Authonsed Signalary for recommending this casa/patiant for financial assistance from Koshika Foundafion, we
(Hospital) horetsy sfiem & accapl lolowing,

1} that we neither are presently nor will in future svail of financial esslstance From another NGO or any ether source, Tor the same palient/case, as we @
requesting (o gol rom Koshika Foundation, i the exient that such assisiance 8 granied by Koahika Foundation. Il {ha requasied assistancs is not granied
by Koshika Foundation, in part or in full, then the Hospital reserves IU's right to make up the shortfall from another NGO or any other source. This
confirmation essentially stnles thot the Moupital will nol avall any duplicats asslsiance lor the sams patient'cass from any other NGO o any othar source
) The assistance from Koshika Foundation is only financial in natere, The choice of the treatment’procedure advisediconducted by the Hospital on the
pathksnl, is based on the arrangement betwesn the patlent & the Hoapital, and ia In no way influanced by Koshika Foundatian. Henca, e Horpital will

assume sole & complels responsidity of the treatmam & it's culcome & safety of the patient, and Koshike Foundation will have no rols of responsibliity
in e matier,

et sy, wsh # s S R s st T @ Tl e 6 et S e B om (veem) fee wen @ e § wEen w6

1) Wy T w o wd ol o ) wftre o fiefirg s fisdh e eem w el aen wim 4w i oF @ om o o #, W e S sifre st
W fifrnfiefs e o way F "wifn omete oo wer by e b ol wifes st g oo Sy sl e o few o § o s
fait svn h wrwer e o ferlt sen W @ T B oW fir g e b e e wn e # e s i e T by e
b wowll dee w I W Eee A W) A

r “wifiw ywsden ™ o o ol werem wben fiefre wly o) &) 0 w0 e g o of T 0 Pl ol aweeien e B oo e

¥ @ w1 fovs § o s st g fel v W W oa ol bopeied wee o i e e ok s oot o i fasiol 9 o e
ﬂM#‘ﬂm'ﬂﬂWwWﬂﬂﬂﬁl

/ RECOMMENDED FOR ACCEPTENCE
i

Date of Surgery
s & Wi Dr.

wiiet % fory sl %
“Rameez Reza YOGE AV
M.§B.S. M.S. Ophihaimology

; Mmmtstramr

1]0"-[—{'2.‘1 {Name of Or. & RFYE G| W) Stamp) ne S !
R 3
FOR INTERNAL USE of KOSHIKA FOUNDATION _ =it 3wa 81
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i e | 2 e 2

7 BAE

11-04-2024




