A o=

QwfR C-ryu.0%-ORES

APPLICATION FORM FOR ASSISTANCE (Healthcara) w '
ror Moskiicars) Koshika

foundation

e v )y 0675 oy i ol
m H;:?nmm AGE-YEARS AIM-m | sex fifn
. TR f3 .

preep foltep
OCCUPATION = j
g ey MARRIED (fodem) / unmARRIED (fefin)
TOTAL ANNUAL INCOME : {Attach Proof of Income)
W wits sw t;_"g-ﬁt,n]'-— (=W & WA W) Nﬂ
PAN Mo, =mf =) S5 Al
ARE YOU AN INCOME TAX ASSESSEE whichuvef (s applleatile): Yoa
= A W W T (W W 36 W A e A F)
FAMILY DETAILS itam e
5 N Name ot Family Mermnber Age [Years) Gender Retation with Appikcant
a:nn;l ﬁﬂ!;immw =5 (=) fisin amrt__“tmm
1 Ly
! Koo [F5h A S 1 = NI i
e - -
i D | EVa RS ‘21%&1 ib A Sol\J
N
'BASIS hor REQUESTING ASSISTANCE (Tick whichever is applicable)
o % for fafl smaw
BPL
|Atach cufﬁ:ma ;mﬂ%ﬂ“&" Copyl m E;:I mw s
i b % Sl vem v sy mmn il wEm vy Ty wTE N p—
{germ 3w @y gih o Eme owd {wEm W) wem ufE s W (W wy W wen o e Wl
“PURPOSE™ for REQUESTING ASSISTANCE:
v ¥ faed i frelh ot
Sr No Modical Reporta/Prencriptions Attached
¥9 W5 FEmmvERs # W # nf wfee o S
T "I c%mm'i EE poi M T A AT S Y
TE N e codapyucr
7 ngrm i~ P il O PO N VL]
7

ASSISTANCE BEING AVAILED for SAME “PURPOSE" trom OTHER SOURCES
VIV % 6 W I e e s e A ooy

B No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
s =1 TN W W R R R

1 1 ANIAN




UDECLARATION by APPLICANT. WP 3/ W= 71

V) W heratry confirm thal all delads in ihis Form ace True 1o the best of my knowiedge. Any folse stalement will render my Applicalion & ongoing assistance. i any
ligbis for rejechonicancedaton

211 salgrmnky oonlfinm Mol ssslstence. f recerved from Koshiia Foundation, will be used only for the “purpose”. s stated in this Forme, for which such assisiance

wis requesiad by ma

1) | ety conliern that | have rot & wall nod in fudure, svail of Pembursement. in pan of in full, trom any other sourcelemployerinsuiance company, of the armount

for which Sus assistance s requested

1) @ e wem o B g wE @ el vl e 38 et € sepen we o W ok o few o W s we o | o 80w e @ el

2) @ gm F e o ‘s T i b e sl s i el Ay e i m e dwmmm

1) 4 e = f e fon womm 0 o owdw W o & ot w e w s fiosn e s el weh B 3 @ B ool 3 ) ol F o

AGREEMENT by APPLICANT | ses gm %)

1] By @afimng my ssgnature o thumb smpression on Mis Form, | (Appicant) horety agree & authorise Koshika Foundation and i's Trustoos (o
use/publish/put-up/reproduce my namse, address, photo & details of the “purpose”, for which such assistance |8 requestedigranied, through any
madium, ncluding but nol Bmited (o verbsl, prinl. slectronie, for soliciting donalions for Koshike Foundation andfor disseminating information about if's
actration/achsrvamants. Such use of my photo & details can be made by Koshika FoundaBon before or afler my treatment or fulliiment of the “purposs”
for which assistance & being requestisd

2) | (Applcant) further pgree that any such use of iy name, sddiess, pholo & details of the “purpowe”, Tor which such assistance s requestedigranied,
will nol automatically entitie me for recelving of continuing the said assistance. The decision lor granting and/or continuing the assistance will rest sclaly
wilh tha Trusteos of Konhia Foundation, and their decision is his regard will be finel and acospiable io me

1) % T W Ew e W b Wt am e, § (orlew) w9 gfe e o o “wife et ol vk sl ¢ w0 ey e f B G T
5w, Wizl SR W fEEw o wm | wie § T Wi g s, 5R, e gt gk | ol nisfefied s oeeiend @ e el 0 wa sem

8 yufiy wel o B sfiege &) 3 v o feeee O pw ¥ et w e d wed o o wifee el w ol e b

20 & (ombow) o & s f i e o, v, o ol fen o % woen o gt o wivln & 9 T T W e Wt e ooy o

“wifmwn " oy Te el w Foeiu o ol et o

_' mfim% Sy
|- T

AGREEMENT by HOSPITAL (woums oo ®im)

By affixing hereunder, wignalun of our Auhorised Signatory for recommending this casa/patient for financial assistance from Koshika Foundation, we
{Hospital) heretry afem & accept (oliowing:

1) that wa noither ane presently nov will in futurs avad of fingncial assisience from another NGO or any ofher source, for the same patientcase, as we an
requesiing b gel from Koshiks Foundation, to the extent thal such assistance is granted by Koshiks Foundabon. If the requasted assistance s nol granted
by Hoshika Foundation, in part or in full, then the Hospital reserves it's ight lo maks up the shortfall from another NGO or any other source. This
corfimation essantally states that (he Hoapitsl will not avail any duplicate sssistance fos the same patlentcase from any othe NGO of any other source
2) The assigtance from Koshika Foundation is only financial in nature. The choice of the maimentiprocedure sdvisediconducted by the Hospita! on the
patient, is based on thes srrangement betwean e pationt & the Hospital, and is in no way influsnced by Koshika Foundation. Henoe. the Hozpdtal wil
assume sole & complets respongibility of the treatment & il's outcome & sefety of the patient, and Koshika Foundaticn will have na rolé o respongibeity
W e matler

Tt sfewn, peme W) @ sl e Csifes st @ s ween by feodn ® wl §, Fe v (v B v @ e w el e b

i) s f = W whes obr o o ofms # ffim opren Pl B mrel wem w Pl s ol R Tt d o omod o £ i B et Y wifeee Tt
A et T & s o wife soeden” g owes iy e ok Csifm st oo weos feds sfesomen fy ree o fen oo § i e
fedt s uowt s w el m e @ s o W s gde e o e F e o § e seee fpin e e e iy fed
4wl wrg = it = e W o e

2. “wifirer s o o nf werom s fufr wei o & oh o wvemen oo & o W w fed T Tevefiew W o Bl o wen

i e W faws & ol < wiw e po Tt W Wil em ol pe A B # e o sl a W W ol Peeet d v wee

W skl 9 i o et v e 9

7 RECOMMENDED FOR ACCEPTENCE a_,
T—— {_ wima % fog e A
Date of Surgery U MU"W . Ly
sivters 4wl MB.BS. M S. Ophinaimology Assistant Administralor

tal
a\vM FICO (UK mm&w’ﬂnm
‘lg\u "‘ﬂ@m TR § W VR S e

FOR INTERNAL USE of KOSHIKA FOUNDATION =it w4 ¥

SIGNATURE of TRUSTEE 1 SIGMATURE of TRUSTEE 2
T | 2| w2

7 BAE

18-08-2024




