C -24-08 -~ 0|68

APPLICATION FORM FOR ASSISTANCE
HETgAl WY STAE WTEY

(Healthcare)
(TR TR )

o A logoy Josih

mmr:; d"_]-_D& "1¥

NAME of APPLICANT - AGE-YEARS =-wd | sex fofn
g ’B‘T}LD _’H meeha L ™M
FATHER'S/SPOUSE'S NAME f
fomwges W & Ham
RESIDENCE ADDRESS S U
I —~ andy T Alwe

S TR TR T Ty
PERMANENT RESIDENCE ADDRESS - 7 o 7a

T’a’fup

Kk

PostoP

uﬂm:m{m

OCCUPATION -
s Faymer

"TOTAL ANNUAL INCOME {Altach Proof of Income)

i Wits 5 S_WUU]' (5 w1 TG HE) /\M
PAN Mo, T} W wmm /Y M -

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable):

(H w= B 3w w wf W fae e

Vos o
L1

Rl L TR

FAMILY DETAILS witam fiyamm

St No. Name of Farmity Member Age (Years) Gender Ralation with Apglicant
m#":n qﬁ";imww ntﬂ? fem seies o oM T
1= Ragesh s I [ia] Sor
a. KariShing, k-1 E daum
Q.
BASIS for REQUESTING ASSISTANCE (Tick whichever is appiicable)
e % ferd fimfh s
8PL Card
(Attach Card Copy) ﬂmm ‘mgg, Any Other
wivd tam ¥ A oW e s W T w v w0 Hllifm“
(v v W wrw ufy s (e wr o) wim oy wer W (e wa e s
“PURPOSE" for REQUESTING ASSISTANCE:
g ¥y el frelt w et
S, No. Medical ReportaPrescriptions Altached
W wemmeaie & it W) o sfae it e
I L1 Y 27 2V M Y S 1
LE = S ewle Ouansglf
T SURgEYy - NE— SIS LI PRWW
ASSISTANGE BEING AVAILED for SAME “PURPOSE- from OTHER SOURCES
T8 Tiva % ¥ W s wewe fedt s wi R e om0
51, No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FN TN s T W AW # mf o ol
1 AT




DECLARATION by APPLICANT: smimw mm wiwm wx:

111 hereby confiem tal all detads in ihis Form are True to the best of my knowledge. Any false statement will render rmy Appleation & ongolng assistance, if
kasbile for rejectionicancellation =0

2] | solemnly confirm that sssistance, if received from Koshika Foundstion, will be used only for the *purposs”, as stated in this Form, for which such assistance
wis requesiod by me

3) | hereby confirm hat | have not & will not in fuiure, avall of rembuerssment, in part of in full, from any other sourcaiemployesfinsurance company, of the amount
for whiich this nessitence » reguesbed

1) 8 e won B opn ey @ fdond od w28 weld ¥ s weowd W bodfe s feem o s s ow ow f d 40 wee P W @ wei |
1) = g w we afn s wEEEt, @ @ w ot {, Tew T T we w9l % Gl few win, w oo F oo by
31 & gfee wrm o fe fam s 0w ok o ol &, T o oW wifew W e T R o i freewdm st @ o e & s v R wiem F o

AGREEMENT by APPLICANT ( spitew o9 wait)

1) By affaing my signature of thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundationand it's Trustees Io
use/publishipul-uplreproduce my name, sddress. photo & detalls of the "purpose”, lor which such assistance is requestedigranted, through any
madium, including but nol limited (o verbal, print, slectronic, fior soliciting donmtions for Koshika Foundation sndior disseminating information aboul e
activities/achisvemants, Such use of my pholo & details can be made by Koshika Foundation before of aftar my treatment or fulfilmant of the “purpose”
for which nssistance s being requested

2} | {Applicant) further agres that any such use of my name, address; photo & details of the “purpose”, for which such assistance is requestedigranted,
will nol sulomatically entite me for receiving o cantinuing the sald sseistance The dechsion for granting andlor conlinuing the assistance will rest solely
with the Trustess of Koshika Foundation, snd fheir decision is this regard will be linal and soceptable 16 me

1) W W S e W S R e e, § (smies) a mel o g s o o O st vt o s el " W s e f e oS s,
wm, Wi sl @ fwrn g e o wf & o <wifes s e, R, W gEt et @ i st Teefer o fivd farlt @ g s

# wenfin wrd o fier afew &) 3w o e 9 e # el o # wrl © T it aober” 8 sl i

2} # (sdr=) w0 oww @ wyew f e ot oww, e, 9 ol feee o 5 e ¥ il @ with & g e e W v o v oo

“wifeR " v e ey w fly s s e g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
s € wEe W s w e

AGREEMENT by HOSPITAL (v po W)

® of our Authorised Signatory for recommending this case/patient for financial assistance from Kashia Foundation, we

= e the mwmwwnmwummmmmﬂmumymm for the same pationt'case, as we are
requasting (o gol from Koshiks Foundintion, to the extont thal such assistance is granted by Koahils Foundation, IT the requested sasistanca is nol granted
by Koshia Foundstion, in par or in full, then fhe Hospital reserves it's nght to make up the shorifall from anofher NGO or any ofher sourca. This
confirmation sssantially states that the Hospital will not avall any duphcate asslstance for the sama potkent/cess from any obher NGO or sny ofhar sourcs
2} The assistance from Koshika Foundation is only financial n nature. The choice of the treatment/procedure advised/oonducied by e Hospital on the
patiant, i hased on the strangamaent batween the patient & the Hoapitsl, and is in mo way Influsnced by Koshila Foundation. Hancs, the Hospital will
assuma sole & complats responsibiity of the treatment & it's cutcome & safety of the patient. and Koshiks Foundation will have no role or responsibility
in iha imatlar

= afegn, waed ¥ o § el S Cwifew wee” @ Tl e g fefm 3t el 8, fe s (o) B v @ wm ow slew o

1) e i w wiee s 3 o ofes f fafrn wvem el & wowl v w fied see v W v SRomet F ol w A £, W B e e wrsit
o fewfofieds ve ¥ w4 “wifow W o v i e b wifow sl po e fedh s By T o few e § o e
foddt = iy weed wew w TR o wEne © w0 oW sfese e T b g me wn e 4 e s Gl e e ddeml iy P
& wowil dea w fed == w4 o St

1 “wiftysr wrrte™ @ of of woem o fel wgf ot b 0 e o 9 o e et o sveveiee W o B o e

% dry w fie b o "t et oo T w0 oo v ot b oot e 4 OF @ e g ol ot o Wit Peoft O o weee

ﬂm*-m-ﬁﬂﬁmmmwﬂim

FOR ACCEFTENCE
i & ferg el
Dl of Sy Dr. . Rameez Reza
o ¥ el M.B.8.S. M.S. Ophthaimoiogy
,Htﬂ‘ﬁ"‘i iﬂmdhwmm;ni

FOR INTERNAL USE of KOSHIKA FOUNDATION 5% 7wam ¥

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
Tl T | =il et 2

7 BAL




