: C“?—'l ~le-021\})

APPLICATION FORM FOR ASSISTANCE

(Healthcare)
[ AT VI )

APPLICATION No. : . APPLICATION DATE : |0=|o=2p2 2
e nlio22) oaue sy i

NAME of ARPLICANT AGE-YEARS #Wig-a | sex Tom
e Ram mac £o M

E#THER'&"!PIJU!E'! MNAME : E
e maxli
PHEEEHTREEIDEHCEADDHEEE ﬁhﬁ P i Mcial

K¥hika
foundation
Buibeling blch of ik,

e alue 0bYz  (Ram DAS
DCCUPATION ; 1 L'f;ﬂ'ﬂ ! 1ED | arfipeios|
ki _ch- mer MARRTED | |/ UNMARRIED | |
TOTAL ANNUAL INCOME : [Attach Proaf of Income)
w8 wits s CWI"' {W1n %1 e HAR) A/

PAN No, TIF I Woal

ARE YOU AN INCOME Ip.x ABSESSEE (Tick whichever Is apglicable).
¥ o s w e (A I W oEe wowl = e

)

FAMILY DETAILS 'IﬁTq"T fegarrm

Br. No. Name of Family Membar Age {Yedrs) Gundar Relation with Applicant
G L 5 e, 1 L O 74 (=) fm s, g A HY
(L Tﬁ‘r-e,rﬂ A | .2 I HEE
) Ban—< o g Z4Y o S
I . 7 == 1= E MM-L& It
—— !
) Ek} Fumitie [ M g M Qs
BASIE for REQUESTIHG ASSISTANCE [Tick whichaver ig applicabla)
e % i fele smm
BPL Card n G
(Attach Card Copy) Muuiﬁocrﬂ:‘}wj:':::%Wﬂ t:ﬁ:h ¢w:1::r ;ﬂmr
it e W A ww W s s w wE T FUE i s e
(weEm oy W ourm il weE wh

(| vETw T W orn Ul e wh { W oW R wnn ui e R

"FURPCSE" for REQUESTING ASSISTANCE
g 1 e fed W oo

§1. Ny Medics| Repors/Prescriptions Altached
FH WE SENETCETRET ® AR W T Vivaed ®El werd
(0 Tagnetld RE = SERIIE CHIOENTT
(- —=SENL[F C(EIHRAIT
G Q\uﬁ&' ey — LE - DPHAe (WITH PromfA 1o/
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T TV W B OEE S e Rt s= owm A e omowe
Sr. No NAME of OTHER SOURCE AMOUNT of ABSISTANCE BEING AVAILED
Y W o e w T e T

RIT




DECLARATION by APPLICANT srdhies gm ufvm 7%

111 herintyy et thal sl detalls m e Form e Tiue (e the best of my kiowledge Any taise stuimmient will rendet my Applicalion & angesng axsistance, il any
liatle for reciancancelialion

2) | sshemnly conafirm hal szsistancs. | ecewed rom Noshika Foundabon, will be used only fof the "aurpose’, as steled in s Form, for which such assitance
was (eguestad by me

) | misraty conlinm hal | Aave nol & will not in futues, gvail of rembursamant, in pan of @ full, ffrom eay olber soudcel@mployer!insurance company. of the amoun!

for whesh (hig assistance B requesiad.

1) N T T e R W e S e % s we uE w6 i e T u W st o R v e o o we

1) W ER W TETEM WM MR WTIEYE W R W o0 R Fee IvEm T 3mv ow i # e e oaem, w omoeem | smome

W) & ot e of S o e we owd oW o R aw mfn e Wi m oo feam feit se i Fronnn o w3t B sl s f vl d d
AGREEMENT by APPLICANT | spes gm w01)

1) By affix ng-rmy signalide or (humb impresson on (his Form, | (Applicant) hece by =g7ea & aulhorise Koshika Foundstion and il's Trysless o
Waelpublshiput-upireproduce my name. address. photo & delaibi of the “purpose”. Tor which such sssistence s regquesiedigranied, tNroush any
ri@divm, including biut nol lmided 10 vertal, prinl, electroni, far seliciting donations !or Koshika Faundation andfor dissaminating inlormation aboul it's
aclivies achievemants Such use of my photo & oerale can be made by Koshika Foundation befone or alter my lreabment or lulfiknent of the “purpose”
for wheeh assistance is beng requesmd

211 (Applicant] lurther agtee (hat any Such use ol my rams, address photo & daldlls af the “purpose” for which sudh assistance s reguestedigranted
will ot awiomabcaliy antitle mae for recesang ar conbmuing the said assygiance. The decison lor granbing andior cortinuing the assistence will rast soialy
Witk tne Truglees of Koshika Foungaian. ang (i decison & thes regard will oe final and acceplable 1o me

1) w999 W Ry pE W T 5 em Ewe, A (s o e W e s f m CUsiee wsie s v ) s steae e o o
g, iz s W fewon gm wes F wifin & o Cwtfee” ued sl w, wew el Tt d wd it s averend @ fed fedt < wm e

A v s ® e wfums 1 A1 ow W fae QL e & R o A s o o i ardet 8 e afuen b

1) % (wrew) o W w1 O s, wn, wE s B A o weme w oI W with & o v e o w6 e T A W

"t ) wee anfadl @ ffn s@m sl woped)

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION
wHES ¥ wEEET W 4R W :

AGREEMENT by HOSPITAL (fvwmm @m &)

By afixing Rereundar, signature of our Authoriged Signatory for recommanding this caose'patient for financial ossistanos from Koshika Foundatkon, we
(Hospdtal} hereby affirm & accapl following:

1) thal we neiltser gre preseatly nod will in future avad of fingncesl assisteance from snolher NGO or sny ofber sowce, for the same patient'case. 8s we ale
reguesting to gel from Kowhika Foundabon, o M axlend thial such assistance 4 grantad by Koshla Foundatian ] ihe requesled assistancs &5 nol graniad
by Koshika Foundabon, i garl or in Fali, then (he Hospial reseivas if's nght o meke up the shortfail from-another NGO or any other source_ This
confirmation essanially stales thal the Hosphal will ngl avall any duplicale assistance lor ihe same pabentcase from any olner NGO or any olher source
2] Tho gssistance from Kosnika Foundalion & only fingnoal in nalure The ohowes-of the irestmentprocedurs advised/conducied by the Hospital on the
patent, |s based on the arrangemen| belwaen ihe patien! & the Hospital, and s 0 no way influsnoed by Koshika Foundallon. Hence, the Hospital will

pmEume sole & complete responsibilily of the treatment & ite outgome & sefety of the patent, and Koshike Foundelion will heve no role or responsbility
7 i maner

ot s, TEwE w1 A 2 SEEa =) s s A fefe ween & el S owd , Bl v B o o w wlen s
i) fof 7w adem it 5 0 s F Tt ween fe i W weee w e w8 w i F 7 ow A oo 1, e e et et et
4 frfmdds mm = w4 “sfem st g o vy e b o O e sesveT g s el sffiveeem & g W B o o A s
falt s byl e w Pl e ey A e o w0 st epfe ree B ogn gfe o e wn oam R PR s fodte s aw Sl Pl
fr o o § fedt s oAnE | o A

1 “witm wEvEt & = o apre wee fofg st @ & o w0 s o ool e o fed o seemadiem w e T ow e

an‘mmfrmiﬂt"mmmﬁmn"mfﬂﬁmmﬂmmlumwﬂmﬁﬁmwmaﬁmﬁmhmm:um
w gt ol e @ S gfie m Pl go e ot eef)

s RECOMMENDED FOR ACCEPTENCE
(Ol “Tee \\ﬁ/
Date of Surgery

S ) A Dr. WAFI ANSAR] CHARAN MASSEY
MS (OPHTHAL {Name, Desigieden iR B ngtof Authorised Signatory
g DR o S
FOR INTERNAL USE of KDSHIKA FOUNDATION it 3am i'q

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

7 T

|e

10:03:2022



