AwR- -23-07 -02.97

APPLICATION FORM FOR ASSISTANCE (Healthcare)
e ¥ SrEEs WiEy (v T )

MAME of APPLICANT - AGE-YEARS ¥1-"d | sex fifn
W Am " y
“Bishan  Sindh <3 M
FATHER SiSPOUSE'S NAME :
Trvwge W Chandy Lol
PRESENT RESIDENCE ADDRESS #fup SR

T P o 97 omac [mmmrererae)

Kk

Uade- “heoDuyr [Eh.-- Ram%d=nh . fHicts Fhwoqy.
uJ y ol

balacdhan- Aploas

PERMANENT RESIDENCE ADDRESS : w8 smareiy um
HS  dAoueE :
S)hg b
TIOM : L'
Dociwe Lanney MARRIED (Fi¥) | UNMARRIED (svia)
TOTAL ANNUAL INCOME - {Attach Proof of income)
e wE A Seoan i (s w1 w wEE) A
PAN No, T80 & He ] e
ARE YOU AN INCOME TAX ASSESSEE (Tich whichever |s applicable): Yes r«:‘)
& W SN W W # (W A= W T W W Fen o AW
FAMILY DETAILS ftam fammm
Sr. No. Mame of Family Member Age (Years) Gender Relation with Applicant
W W uitan % weed W A T (=) i SHTE % A Ty
s I i
7 l<Grng ] :‘..z%?k <) Al DOV
BASIS for REQUESTING ASSISTANCE (Tick whichever Is appiicabis)
woam % e faeln e
8PL Card EWS Certificate Ration Card Any Other
(Attach Card Copy) {Attach Certificats Copy) {Attach Copy) BasiwProol
T T & AN v E R LR R
(9 T W E O A { WO W% W W Wi = Wi (W T =) wew W Hee W e
“PURPOSE” for REQUESTING ASSISTANCE-
wETe vy fed @ w g
Sr, No, Medics! Reports/Prescriptions Attached
WY o sETRERT # W 5w s g wee
O S RE = CERLIF  (ITRRR
(£ ~ SENJI[E (HPWAng
Q S [ TR RE- TTTT [JITH P
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W I % ¥ S o woew fed s wie @ e v W
Sr. No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Y TN W A =i wwE i
0 Nlll




b

BECLARATION by APPLICANT: SFes T sivm Wy

1| herey confirm thal il details in this Form are True 1o the besl of my knowledge. Any falso stalament will rendar my Applicstion & angoing sssistance, | any
limbile for resactionicanclabon

2 | sobermnly confirm thil assistence, If recened from Koshika Foundation, will ba used only for the "purpase”. as stated in this Form, foe which such aseistence

wos requeasied by me

A | hetabyy confirm thal | havie nol & will nol in fulure, avail of eimbursemant, in pan o in Gl from any other sourcefemployerinelmancs company, of e amount

for which this sssmtanco m roqustbed

1) A svm € o w4 T e S0 e w s e oF we b af s e o e s o e A S0 e T W w el b
23 W T A T T i e, WA, e awm a e W e fed fe i, W e F o b
1) A e wem 1 fin fom s d w1 &, = of o affes wowwe fem fel se anneet e 6 9 @ f b o 3 sfies F ofm

AGREEMENT by APPLICANT (amiess i %11)

1} By affocing my signature or thumb impression on this Form, | (Appilcant) heraby agres & authortss Koghika Foundation and U's Trustees 1o
use/publigh/put-uplrepreducs my namae, address, pholo & detalls of the “purpose”, fof which such essistance |s ragussisdigrantsd, through any
medium, including bul not limited 1o verbal, print, electronie, for saliciting donations for Koshike Foundation snd/or disseminating information aboul if's
ctiviies/acnievements. Such use of my photo & details can b made by Koshika Foundation befare or after my treatment or fulfiiment of the "purpose’
far which assistance s balng requasied

21 (Applicant) further agree thet any such usa of my name; address, photo & defmils of the “purposa”, for which such essstance s requesied/granted,
will not automatically entltle ma for receiving or continumdg the sald assistance, The decision for granting sndfor continuing the assislance will rest sglely
with the Truglees ol Koshiks Foundatlon, and thelr dectsion |3 this regard will be fimal snd acceplable 1o me.

1) TR W WS RRENT W S0 W e s, § (s S wwwi W g wom | o “wiftem weive ol w sl w0 afem s i g oam,
v, i st o P gn uew S wfer 28 s v e, w weev gt agive o o ainefenl s el & et ol o wEm smen

& vaifin = % f e b1 4 v ) et St g ¥ TEE W e W R i i ek e sfegn §

2) & (wpivw) w0 owm O e 8w S, v, wRE o e W e e & v o o b g e e W v G ww e

APPLICANT'S SIGNATURE DR LEFT THUMB IMPRESSION :
e @ e W S W e e :

“wifm" T TR =oiEw W fvio SFm sh asawE
ar S0
gishar > 1
e

AGREEMENT by HOSPITAL (®wimet g w01

By affixing hamundar, signature of our Authorsed Signatory for recommeending this cagedpalient for financial assistance from Koshika Foundalion, we
(Heuphal) hereby affirm & accept following:

1) tht wee neithar ave presently nor will in future avail of financial essistance from another NGO or any other source, for the sam palisnicase, &5 we ara
requesting o get from Koshika Foundation, (o the exent that such assistance 5 granted by Koshilke Foundation. If the requestad assistanca 8 not granted
by Moshika Foundation, in part or in full, then the Hosplial reserves itU's right io malke up the shortfall from ancther NGO o any olhir sodiroe. This
confimation essentially states that the Hospital will not avall uny duplicate assistance for the seme patlent/case from any ather NGO or any other Sourcs
Z) The assigtancs from Koshika Foundalion is only financial in nature. The choice of the reaiment/procedure advised/oonductad by the Hospital on the
patiant. is bassd on he arangament betwesn the patient & the Hospital. and |s in no way influsncad by Koshike Foundation. Henca, Ik Hospitsl “."'“‘
assums sole & compiete resporsibility of the treatment & its outcome & safety of the patient, and Kpshika Foundation will hm‘,ﬂq rq'lv-mpﬁnalbﬂlly
in he matter,

gt e, el s i 9 Rl ® “wifee wred” W fafie m v feedoe o = 8, P ormme) e a8 aes w sien w0 8
|}n1ir=tdwh-r;ﬂrxﬁwﬂmﬂﬁﬁmtmmﬂwﬂ’lhmmwﬁd?mmﬂmmmiﬁﬁwﬂﬂtﬁﬁm‘mm"
# s v % s i s o e i B b o i st oo s e s i e o few s
et ar e wowrtl siem W Tet sow W @ W &3 W wfeen i e o e f wre o # s T we e v dy el
iy ol vem W e W WO ST

3 “witms W @ W e wam Tl e % & 00 W oseee gn 6 ol e e e s o e s

% dlvw wr Fvn & 3 st et g R wER W W T T b weie g 0 % e gow sh s W W e Tl 0 v e

ﬂﬁﬂ'ﬁﬁm"ﬂﬁ@wﬁﬂuﬁfﬂﬁﬂﬂ#ﬁl
e

—~* RECOMMENDED FOR ACCEPTENCE
j % witapt % fog wwf /

b et Dr. Mohd. Rameez Reza '
sty %) Wi M.B.B.S. M.S. Ophthatmology e E!:TN SEY

g\ -"'?'2/ B [Hm?ﬁ;'ﬁwm’ Dr. Shypti L3S

FOR INTERNAL USE of KOSHIKA FOUNDATION 3= 3w

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=t e 2

T TAE

09-04-2023




