C-22-0cf - 0564

Kk

. APPLICATION FORM FOR ASSISTANCE I.'Halill'l-_:art]
HETAW Wil TR 4rEY { ey )
APPLICATION Mo APPLICATION DATE Q7] ]55 )‘ 21031
T Alegaa lowe, e
MAME of APPLICANT AGE-YEARS 5w | sex fim
g Dhaynwail 1 F
FATHER S/SPOUSE'S NAME :
femerem = =9 -—{?lldh Sijagh
= = PRESENT RESIDENCE ADDRESS winr Xpavdt wm

" L] § -

- 18 Uhirn - 3slull
Hza~a « 014 - Hlucts EE_l-LTl;IE %{“;&wnmhﬂum —

Presp PeSio P

M Qhave oY% Dhenwak
L i
OCCUPATION ; Hame  meker Mﬂmm | UNMARRIED | sthimmirm)
TOTAL ANNUAL INCOME - (Attach Proaf of Income)
R Wi s [k b o flrelmrfﬁ__? (PR W) ad

PAN No. THTE mWIA HEE . )f)

ARE 70U AN INCOME TAX ASSESSEE [Tick whichever |s applicable); ma@
= W 50 S T b (W = N AW W fm el W

FAMILY DETAILS wftar fam

) e (Years) Gender Relation with Apphcant
F?!:H :Em"f';"u"é"é.":'é ‘;il:;; fim SATE W WY Wy
]_ i - M }1 -1 m .W_———-
LE
. ‘T‘thba] 54 m <Nk
. - Iiuﬁn 3§ I fhﬁhlm_ln_m.r_
qQ. Tauioh 37 (a2l E%M_L_
&, "lnlﬂ%r iy ™ 30N
Fet Nouria Tt ‘ rh.ﬁum_:.n_m_
BASIS for REQUESTING ASSIS TANGE (Tick whichever Is appiicabie)
menom o ford firafa smam
BPL Card EWS Certificatn Ration Card Any Other
{Aliach Card Copy) [Attach Certiflcate Copy) |Akach Copy) BasivProo
nipdt T # N v 9 s am o e T I T g it
g T o BT Ty e wl | wEm 9y W e W oseE W (WY T W ET W e Wl )
“PURPOSE" lor REQUESTING ASSIBTANCE
wrr i e ™ el W g
Sr. No Wedical Reports/Prescriptions Attached
wn et § ol o) nf ufdes gl s
0 10)ic ST L. Al £/ Y A
TEF - SENTIE (ATARACT
&) Surevy © 1r— STrC 178 Dhinih.
ASSISTANCE BEING AVAILED for SAME "PURPOSE™ from OTHER SOURCES
T TSR0 W 0 W S wevm fesh s v o e T W7
NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
5= =R o wET T

= 5_;

T




DECLARATION by APPLICANT: ST o7 whven om;

111 hisrety confirm that =4 details in this Form ane True o the best of my knowledge MymmﬂmeImm i any

hable for rejection/cancellalion.

2 | solemnly confiom ihat ssmtance, |f received from Koshika Foundation, will be used only lor tha “purpose”, s atated in this Form, & which such aasistance

wiid roquatisd by ma.

3) 1 nereby confinm Mat | have not & will not n Rilure, avail of mimbursamant, in pant or in fill, from any other source‘smpleyariinsurence company, of the amount

for which this assistance 5 requesisd.

1) & S wom f e 1= w4 fed v ond e 20wl o sy e o i ook W e od wen e s w8 A 90 e P W W el |
1) i gn 9w ofn Cwifew s, 8 o w oft §, yow wvely el wte o o F i e e, R m e A wmomm b
1) 4 gw v f i i wwew i o i Wt v 4, 0 of o sl w e frew el e sinfrieecln sl F v S ool 3 @ e d

AGHEEMENT by APPLICANT (it T %17

1) By sMixing my signature or thumb imprassion on this Form, | (Applicant) heraby agnes & sulhorisa Koshika Foundation and |I's Trustess io
use/publishipul-upreproduce my name, addiess. photo & detalle of e *purpose”, for which such assistance is equested/grantied, throogh any
mediutn, inchuding but not limsled to verbal, prink, slectronic, fer soliclling denations for Koshiks Foundation andior disseminating inlormation about I('s
activiles/achisvemanis. Such use of my pholo & detalls cen be made by Koshika Foundation bafors or allar my tealment or fubliment of the *purpose’

for which assistance is being reguesiod

2) | {Applicunt) further agres that any such use of my neme, address, pholo & details of the “purpose”, for which such ssslstance s requested/graniad,
will not automatically enlitie ma for eosiving or continuing the said assistance. The decision for granting andior continuing tha assistance will rest solely
wiih (he Trusteas of Koshike Foundalion, snd their dacision is Ihis regard will be final and sccaplable to me

) o e u sred weme m abyd W) we e, (omiew) sl wradh o) ge won o o " witee ol ged il * e ey o | fe
v, wia e Fre g e o i 8, i v s, oY, e g aeErs e el sl e € fir fed o s e

% v wed W ey shewn b % v oW feen 4 yer o W W a8 S W T sl sTedee” sl sfege b

2) & (smiew) voowm @ weew e dn o, wm, wbd ol fewen o oo ® axted @ i § g v e w0 pwor e wa o

*wifires” g gk pfied = Fda sl sl arevsrdh wim)

AGREEMENT by HOSPITAL (wwmm g wm)

By ailiing hetounder, sgriature of our Aulhorised Signatory lor recommending ihis case/patieni for linancial ansistance from Koshika Foundalion, we

{Hospital ] hersiry affirm & accempt

foillowing:
1) that we nelther are presently nor will in future avall of financinl sesisiance from another NGO or any other source, for the same patient/cass, Bs we we
requesting 1o gel from Koshika Foundation, fo the extent thal such assesiance is granted by Koshika Foundation. Il the requesied assistance is not granted
vy Moshiks Foundation, in part of in full, then the Hoxpital resarved [1's fight ko make up the ahortfall from another NGO of any other source. This
confirmation essentially states thal the Hospital will not avall any duplicale assistance for the same patienticasa frorm any ofhar NGO or any other source
2) The asaistance from Koshika Foundation ks anly financial in nadure. The cholce of (he lrealmentiprocedunes advisedicontduciod by the Hospital on he
patiant, in based on the amengamant between the patient & the Hoapilal, and s n no way Influenced by Koshike Foundation Hence, e Hoapilal will
saquime aole & complelo respansibliity of the reatment & I's outcome & aalety of the pa ond Koshils Foundation will have no role or fespomsibility

I the malier

rat sfewn, e w sl @ aredald ) “ e st 3 Tl e by fewfin o el el e () s g s=o0 s o

1) W e 3 F wiee ab 3 e A fafi s fed e s e @ fae e wie @ Tw il F @ ow A o §, 3 s e e s
# fwfon e e o ssaw § “sifn et oo W iy e &) oft Cwifee wesTe T oo e el ssfome # s W e o & @ s
fedt ar e wned vive w fel s e @ s o w arfies g v o e F v wn wom & far s fiefe soc e it iy et

#r powft e w Bt W wney & ol dmaidl

2w st @ W of weven swer Pl w8 ) Bl w e g 8 of we @ et ow svsen W ogae o o pees
hhmhlt'mm'mmmn#mmhmmlﬂimsmmﬂﬂﬂMMUm

w vl by “wifew” o o wfive w fache®l o F W

\ .~

RECOMMENDED FOR ACCEPTENCE
SE% ey & forg st
Date of Surgery Dr. i
gt ) it

RAN MASSEY

Ky luﬂw o lo.P Hmnlwa Qs BRI of Authorised Signatory
B89 NosPMGRL) - Shro! n&ﬂﬂm
TEW W LTy g ™ W rEws g
FOR INTERNAL USE of KOSHIKA FOUNDATION  Swifrs Twim 1]
SIGNATURE ol TRUSTEE 1 SIGNATURE of TRUSTEE 2
= R | = a2

7

/)

2_504/91




