_Q_rf.l - ~ G'ﬁ{

APPLICATION FORM FOR ASSISTANCE

(Healthcare)
{ FETEY HEIE)

APPLICATION Mo

APPLICATION DATE - Ofy —[p - 2.6

K& hika
foundation
heliding bhock of life.

WP A ﬁ\]n&&)oﬁg‘} s Tl
NAME of APPLICANT AGEYEARS HM-mi | sEX fof
WETE T TH
Kela 39 v
FATHER'S/SPOUSE'S NAME
fm ez %1 Famesh
Z PRESENT RESIDENCE ADDRESS grur syamis om
un'lqﬁe— TPy 1oh- - KSdhunear - OIS —Hiplay e ’
AT T ERa T Tk Pse ob  Pasl ob
PERMANENT RESIDENCE ADDRESS T aqaTeiE Wl ,1
He @falic 0be? 7 Yela
ll_".r _rf
OCCUPATION \ S
- Home  maker (A _Fi‘-lﬁ"r'l. | 'j r} MARRIED (P | UNMARRIED (witmsm)
TOTAL ANNUAL INCOME - [Attach Proof of Income)
T WiEE A {;GUEEI“ (5w W EEH)
PAN No. 7w e Jf)
ARE YOU AN INCOME ;MASEEESEE [Tick whicheve: s applicabla): Yos | iif*-.
W S A W wm ¢ (W W= w Iw W an w e e ¥ AT
FAMILY DETAILS Tftam famm)
5r. No Kame of Family Membar A (Yoars) Gendar Relation with Applicant
FE O L el ) % =) fom HriTE § Y FEy
] Kamn-eS by TS o e ad
.F"—" a1 P 1
&, H b hy 19 o g ESEa)
' I_g:l = -ﬁ—'ﬂ -] E{ "M 5
BASIS for REQUESTING ASSISTANGE (Tich whichuver is applicabin)
T W T T
BPL Card 5
[Attnch Card Copy) -,Aua?:rc f&ﬁé’.’ﬁ'& opy) |::::|IE: E ;ﬁ-r ﬁT;Lsgg:;I
ity e o S g gy FFT W T T I s W W
| s S W TR e w LW S ST W T s S (v o W wm s wh

"FUHFGEE"_IW REQU_EETI‘NG ASEISTANCE
et & fand m el ot

B No Medical Reports Prescriptions Aftached
wH HE SR e W Al & W Wi HqE Hee
{.L l}[ﬂf}mn@iﬂ Ky — HYPFRIVIRTERE MaknANIoN (HTHRRC]
[E — SENTIE CRIBRA
© Quedeyy —RE- SIS (AITH Pmnmi#
ASSISTANCE BEING AVAILED lor SAME “PURPOSE™ from OTHER SOURCES
™ IRV F B W S wee e we w2} fe o w?
Sr. Mo, NAME of OTHER BCURCE AMDUNT of ASSISTANCE BEING AVAILED
Y e %= T W TN Gl s
(N




DECLARATION by APPLICANT: #=mw Fm 7w 79 \
11 | nersty confirm that &l dassisn s Form are True 1o e bes of my knowledge Any faise sislament will renges my Appicaton & ongoing assstance: iFany,
[imble for rejechon/canceilrion

21 | soigmnly oonfirm that assslanoe, | recesyved from Kostika Fauncanon, will b used anly Tor the “purpose” a5 stated m tvs Form, for which such sssstenos
was ieguested ' me

31| mersby confinm e | hayva not & will nol in futurs, @il of rembwsamant, 0o o n ), rom any oiber sourcesmployeninsurance company, of (he amount
ot which s mashitance 15 ieguesied

|3 # mw wen f B ore oaen 4 fet ool o Bewrn B st 8 s wem vl w8 ol s feeon o s s o e @ @ o e o @ oo el

10 = W W oAy wrw wremR . B o o b s vam wd ovom oW i F e e oeim i mosm Ammomn b

ih & ffe =i € fw femowemm o oundm ) of 3w of sl o e e felt ey el demmolto wert @ 9w e e 2 o wfEe A
AGREEMENT by APPLICANT | stew gl &)

1) By sfixing my sigriature or thumb imgression on this Form, | (Agplicant) hereby agree & suthorise Koshika Foundation and II's Trusiess 1o

usedpublishipul-upireproduta my name. addaress, photo & detaits of the “purpoza”. for which such assisiance is raquasted/granied, through any

medium, including bul nat limited 1o verbal, prnt, slacironic, for soliciting donations for Keshika Foundation andior disseminating infarmation about it's

aciivitles/achisvements, Such use ol my pholo & details can be mada by Kashika Foundalion balore or atter my treatmeni or futhiment of the “purpoge’
[t which assislance s being reguesied

2110 (Bppicant) furthor agree thal any such wse of my name, acoress. photo & datals of (he “puyrpose’ for whioh Guch agsslance 1= mquestedigranied,
el it stomalically aniithe me for racalving or conliowing the dald assisiance. The decision for granting andior conlinuirg the gssistance will rest salely
with the Trusiess of Koshie Soundation, and trein decision |5 his tegard Wil Be linal Brd sccepiable o me

() §m e W s peE w T R e A A (e W ek 6 e own o st st s wwe sl o s won f & do e
v, e o W S e o s e e gas S, o, weeew g It A S wieeied A avete w G T o o e

oy weE w fem wivd B O wen T O e w owE om0 e W et wiime wrbm e s fiee

21 A (T oW S e | A e, T, wi A e o T oweee @ axdvd o e § i e e w ewm A ) o ey o

“FIE” AR T Wi W v s i anewi am

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION |
SINTE W ORI W ORE W e

AGREEMENT by HOSPITAL (wwms mm &

By aflixing hereundyr, sonature of our AuthoHsad Sgnalany for recommending this case/patien] fof financdl asestance fram Koshika Foundation, we
(Huspital) heraty affitm & accept folkowing:

1} that we neither are prasantly nor will in fllure avall of inancial assistance from ancinar NGO or any othar sourca, fof the same patient/case, as we are
reguesting {0 gl from Koshike Foundation, 1o the extent thal such assisiance is granted by Koshika Fauncdaton. Il the reguesied assistance is not granted
bry Koshika Foundaton, (n pan ar a0 il than the Hosgitsl iesarves 1's mght 1o make vp 1he shomtfall from ancther NGD of any ofher source. This
confirmation assentially states hat Ihe Hospdal will not avail any dupbcale sssislance for (ke same palienticass from sny other NGO o any other sourcs
#) Tne assisladce rom Kushsa Foundaion 15 only Snancial m aglure The chgce ol ihe weatmenlprocedure adyisediconducied by thy Hosplial on the
patiant, s based on the arrangement betwean the patien] & ihe Hospinal, and w0 no way infiuenced by Koshike Foundabon, Hence, the Hospilal will
assume sole & compiete respensikiity of the reatment & i's ouicoms & safety of ihe patienl, end Koshika Foundation will have no rele or respansibility
in the matier

wot Wi, sEEE w1 s 8 R W Cwfrw seetre T i s g feefe s ae b Bl o (e Brer o w0 o wieEn e b

1) w2 A wdee s R sfe o fafim wee fes el deee o fael s s @ o ddared o @ om A @ 8 49 e v st e
# fafnfafn a9 3 way § s aae” go e g S ooft s e oo me G sfesen f o A fem we f 8 s
et e Y mreT e fEE I w8 e S @ sl it T 8 @ ofie o meown oo 4 5 e it ave s Aty e
M wrer w0 B oSS oA | A

2 “wifie sy # A o men S fefr v o 4w ow e gm §onf wew @ R TmenfEn W g O v pee

% drn = favw & sk “sifve st oo feel wee W owl e w0 i e § it S e s s W Wy A fal O e
wt it sl et o st et woaes J e

“A RECOMMEMNDED FOR ACCEPTENCE
S R : /
e bbrigh Dr,; ’;‘MFI ANSAR| CHARAN MASSEY
(OPHTHAL) ﬁhwn. Dashm Hsdaglamuthorised Signatory
¢1=] 2 ey it T

FOR INTERNAL USE of KOSHIKA FOUNDATION &= 3 7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A T T TR 1

vl s

10.03.2022



