AwR-C-33-0|- 0928

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETEH] ¥ STEEE WrEy (v S )
°. DATE (11 O}
e P[99y [oge | oon 9
NAME of APPLICANT ' AGE-YEARS S7-m | sex foin
ki mm%m AR 7 M

C_; L s
rﬂmm
Tekh - Jliasa, I Alwar £

Y .
Koshika
foundation
Svding Wock ol e,

OCCUPATION :
PO FMFF‘ — ]
TOTAL ANNUAL INCOME - {Attach income
= wiew A 56 ng}—-— ( " w1 W) Nﬁ
PAN No. BN W W
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes
0 WM WM % W ¥ (A 9= W I W = e e f !
FAMILY DETAILS /vegs (55
Ty Mame of Family Member Age (Yoars) Gendunr Fwtation with Applicant
o= o & ey e 7 () e s ingan
Tl =
BASIS lor REQUESTING ASSISTANCE (Tick whichever i applicatie)
werem % frd faafa sma
BPL Card EWS Cortificate Ration Card Ay Dther
{Atach Card Copy) {Attach Certificate Copy) {Attach Copy) Basis/Prool
nie taw & 4 v == sy W ™ T Wl sre Wit e
(w7 W W W e T (9 W W e W s {war 9 % v ufl wE W
“PURPOSE" for REQUESTING ASSISTANCE:
sy g el o el = agdva:
S, Mo Medical ReportsPrascriptions Attachad
4 e sewE R B Wi W Wi g A
| ONgmetS  RE — Soewte Catavard
[ - P30
=2 Saxfexy — RF- STCS LoTIH E/777)
ASSISTANCE BEING AVAILED lor SAME “PURPOSE" from OTHER SOURCES
wtitﬂlii{ﬁﬂmMHﬂMiﬂmnm
S, No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
= wun Y THE W ™ ot mf werem v
- — 1




DECLARATION by APPLICANT: WMimW T wiem W
1) 1 narety confirm that & detads in this Form aeo True 1o he best of my knowledge. Any falge statemant will render my Application & ongoing assistance. if any
lntile for rgecilon/cancellaton,

EalmﬂwLWqﬁrmmm.HmmwnFuMm.wmummmmW‘.wmmWIm.mmmm
wis ieguesled by ime

) I heredby confirm that | have not & will pot in future, avas of resmbursemsnt, in past o in full, from any ofher soucaiempioyerinsursnce oom pany. of e amount
fer which this aasistanci & reguerried
1) 4 s wew § B ogn e 4 ol ol el e & wewd & spe ol wh b ol s e o s e ww e @ 48w P o W el 6
¥ g S o e e i d e ni e sl dm i v wmym A wmmm

1) 4 e wom f e T wmrem gy ur b o of B 0 ofn W sfew w wen fem fed s i fetasdn vl @ 3 o fem § by 3 R e @

AGREEMENT by APPLICANT ( soow g0 wot)

1) By affixing my signature or thumb Impression on this Form, | (Applicant) heroby agree & authorise Moshika Foundation and iI's Trusiees io
usa/publish/pul-uprepioduce my name, address, photo & detalls of the “purpose’. for which such assistance is requestsdigrantad. through any
misdium, inclading but not limited fo verbal, print, electronio, for solicliing donalions for Mowhika Foundation and/or disseminating mformation about ii's
activities/achisvements. Such use of my photo & detalls can be made by Koshika Foundation befose or afinr my treatment or fulfiimant of the ‘purpose”
for which assistance |z baing requested

2} | {Appicant) further sgree Mat any such use of my name, address, phato & details of the “purposa”, for which such sssistance is reguestedigranted,
will nol auiomalically enlitie me for recelving or conlinuing the said assistance. The declsion for granting andior continuing the assisiance will rest solaly
with tha Trusteas of Koshika Foundation, and their decision is this regard will be final and accepiable io ma

1) W A v S S oen o, 4 () sl el 8 g we o Swifoe o ok e el C W S em S e,
o, WA ol e v o wif §, 3wt e s, o em gt actes g il sy svediend o fied flt o e s

# wefon wrd o fey atfiegn §) ot T wm feern W pra W Wt W W wr ¥ B wife wede v o afeen

2) & (swiew) 1w @ wwm o fe G0 o, o, o5 s fee @ e s & gt @ wi § g v oo w ves v o o

“wif " TN T e W Tl se st et B

APPLICANT'S SIGHATURE OR LEFT THUMEB
=it % 7o w s W fam

RA

AGREEMENT by HOSPITAL (weemm gm W)

By alfiong hereunder, sgnature of our Authonsed Signatory for recommending this case/patient for financlal assistance from Koshika Foundalion, we
{Honpiial) hersby alirm & accept following:

1) that we nnfthier are presently nor will in uture availl of financlal assistance from another NGO or any other sburce, for the same patient/Case, as we ane
ragupsting 1o get from Koshika Foundation, to the axtent that such assistance |s granted by Koshika Foundation. If the requested sssistance i nol granied
by Kothika Foundation. in pan or in full, then the Hospital reserves It's right fo make up the shortfall from another NGO or any other source. This
confirmation sssentially stales that tho Hospital will hot avail any duplicate sesistance for the some patieniicase from any other NGO of any other source
2] The sssistance from Koshéka Foundation i only financial in nature. The choice of the treatmentprocedure adwisedicenducted by the Hosplial on the
patiant, is based on the arengament betwesn the patiant & the Hoapital, and is in no way influsnced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responeibility of the treatment & IU's outcome & safety of the palient, and Koshika Foundation will have no role or responsibilisy
Iny tha matier

w sfan, v w1 A 8 TR s weet 8 e s rg feefo ® a § o (e Be o R oo o e s b
L) o e sbe o o wiive o fafi werom Pt frowewd s o el seo wie A sw Aol oF S ow vt ok £, 8 e ol “wifen westen”
w frwftnfedh v o wa o “wifowm ot ™ o w by i b oR e wesdw po ween Tl efmowes iy wspoof e w8 e
fardt s iy wred wew w el e wne A e AR W sifes e T v ofie F wre s e § B s vl To e it iy el
#n mrer ww @ fedt 5= @ 0 W dmeld

2 “wifrw srsdm” 2 o of wwem e i i o &) B w0 e oo ) of v w et o Tveveien W g i o e

% dftw w1 faws & sh “sifre wese” go St wen o oo ool b s woe o 99 8 e gow dhe sed o  wl el O e we

w1 o Al i W W e o Sl W = =t ¥

P s e s &

Date of Surgery or. Reza ADAV
il M B.B.S. M.S. Ophihamology
p) 02 (Name unr.;%l kit
HEQ TN

FOR INTERNAL USE of KOSHIKA FOUNDATION st e

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i T | = e 2

Sgy? AP

04-03-2024



