AUl - r-23.03 -

2=

APPLICATION FORM FOR ASSISTANCE

HETHAT B EEA WIEW

(Healthcare)
[ TR SEEE)

K ¥hika

foundatien
e . ———

APPLICATION DATE - | 0%~ 2023

uilding Bl of file

APPLICATION No ‘J
e P /0e23 JobT8 St o |
NAME of AFPLICANT : AGE-YEARS SM-79 | sEx fem
i Ram kayun meena 17 M
FATHER S/'SPOUSE™'S NAME !
w Lanchu  Kam __Meeny

PRESENT RESIDENCE ADDRESS WHT $Tereis 9
[ [

= ﬁrm—— — s
Ralaithom - Saleh e — = pveop Rqrffhp
PERMANENT RESIDENCE HAEE am o Ym
fe  0hnvUe 0678 J‘!’!EE‘-‘hqh
ONCATYON . Loymey MARRIED TT8) | UNMARRIED | #Refiis)
TOTAL ANNUAL INCOME {Atach Proof of ll'lrl'-'n'm.ﬂ]-
Eﬂmm =2 (00 I._a- { $IT W W HEE) N,q

PAN Mo. TaIT AT TiEE

A

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever |s applicahle):
W MY AT WL T E (W R T 9T W W e e

o)

FAMILY DETAILS TR famm

Sr. No. Namu of Family Member Age [Years) Gengo *’ " Relation with Applicant
WY A wiEn ® AeE WA 9 (=) filn " HETE % W T
&) elhnmr < F B
v ) E?_ 1z okalh A4S M Sap
%) ok 14 £ wgﬂg&;{lﬂ_—&w{_
BAGIS for REQUESTING ASSISTANCE (Tich whichever (s appiicable)
1 o
8PL Card EWS Certificats Ration Card Any Other

|Attach 'Card Copy] |Attach Certificate Copy) [Artach Copy) Basis/Prool

i T % A v e 34 3 e T : W Y T
(wam = w ar o owEe wh (o aR w w v e wh (umin w ®t W S e W

“PURPOSE" for REQUESTING ASSISTANCE:
e o o e = e

W HE

= w9

&r. No Medical Reports/Prascriptions Altached

=Y wmn sTemEy TR W A W o e e W
I [GFoaS/s _AE = SEATTE CAMRAT
[ - SFNTTE  CHIARWTT
B Su:fgv__i} - (F- SICy wlIA PmmA
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
W TETE ¥ v e e wema e s o A e o e
8. No. NAME of OTHER SOURCE

AMOUNT of ASSISTANCE BEING AVAILED
ol nf wTmAT

T




T—1

DECLARATION by APPLICANT: smiesr m iwom - I

%1 | ferety conflem (st all detsis in this Form are True i the bost of my knowledge. Any [aise stalaman) will render my Apphication & ongong 2ssstance, if any,
iimtite fof rejecton/cancallation

21 1 golemnly confirm thet assistance; | fecolved rom Koshiks Foundaticn, will e used only tor the “purpose”: as stnted in This Fprm, for which such aseistance

WAk requesied by me

4 | hersby confirm that | have nol 8 will pol in hidure, aveil of ralmburssment, 0 part o n Bl from any ohes sourefemployer irturance company, of the amount

frar which thiz nssstanca o reguestad

”ﬂmmfﬁrmmnﬁﬁwﬁﬁmﬂﬁmﬂ#nwmmnﬁ!-nﬁﬁimﬂwtmmwmifﬁmﬁmﬁmmh

2 @t g A T i S we s, § S o b, T e st W i e e e, o w gy o wa ) # !

3 A e W gﬁﬁmmqwmm‘!rrH,mmw.mﬁmmmmﬁrmmmmmﬁﬂqﬁﬁmi s a ft i F ofmi

AGREEMENT by AFPLICANT (upios g #it)

1) By affourg my signature or thumb impression on this Fotm, | (Applicant) herety sgres & suthorise Moshika Foundstien and (l's Trustess 1o .
usaipublshipu-uphreproduce my name, addrees, photo & details of the "purpese”. lor which such sssistance 5 requesiedigranted, throuah any .
i, Inchuding bul not lmited te varbai, prinl. slaciranic, for soliciting denalions for Kosnike Foundation anditr disseminsling [formation sbout it's
activitiesiachisvaments. Such use of my photo & detalls can ba made by Keshiks Foundation before or aftar my eament of tutfiiment af the "purpose”
for which assistance is being regquesied

21 | {Applicant) furihsr agrae that any sueh use af my name; address, photo & delally of the "purposs”, Tor which guch assislancy Is raguasted/granted
will nat automatically antitie ma for recenving or cantliuing the seid Rasistanca The decisian lar graniing andlor conlinuing the assistonce will rest solaly
with i Trustees of Koshika Faundation, and thair decision by this regard will De final and azceptable o me.

ORSR R v =y T, & (s e sl 9t i s un e wiie o St oa s = f e am

Ay, et o e vus 2 Sifen § 39 e T s qrq,m-mwmnﬂ!ﬂﬂmmmﬁmiﬁﬂ?ﬂﬁﬁtﬂmw

¥ smfn w1 W .immmmmmimmmﬁtﬁih‘m‘rﬁmmﬁq"ﬂmﬂfmﬂil

2) & (i) ¥ f1 W, T, W SR fee @ R oawem % T S ol & gf we s s st 0w v
} xmum o . r

AF:P'LI-'G-?NTEEIGHA 5__“

S & T W @,.t‘

AGREEMENT by HOSPITAL |wems B W)

By aiffiing heveunder, signefure of our Authonsed Signatory for recommending this case/patlen] for firancial assistance [rom Kashika Foundalion, we
{Huspital) heraby affirm & accepl iakawing:

1] that we neithar ara presenty nos will in fuiwre svoil of finencial pssistance from ancthar NGO or any ather sodice, for the same petient'cats, ns we are
raquasting to get rom Kosnika Foundation, ta the extent that such assistance is granted by Keshika Foundalion If the requested sssistanca is not granied
by Kashika Foundatian, in gart o in ful, than the Hospital reserves Vs right o make up the shoritall from anather NGO or #ny othar source. This
confinnation essaniisly siales that the Hespital will Aot avsll any duplicate sssistance for the sams patient/case from any oiner NGO or any othar source
21 Thee asnisianoe from Koshika Foundation is only finaneial in nature, Tho cholea of the treatmentipracedure sivised/conducted by Ihe Hospital on he
patien, is based on the mrangement betwesh the patiznt & e Hozpiial, and [ m na way influencied by Keshiks Foundation. Hance, the Hospitad will
sssume sola & complele respengibility of the treatmant & i's outcome & safetly of the patient and Heahika Foundalion will have no mbs or responsibllity

i iha mailar

rnﬂnﬁqa_muﬂli‘rahﬂmrtﬂﬂﬁ“mmwr-ﬂm"dﬁfﬂmﬂf-ﬂmﬂwﬁi.hﬂﬁlmwzﬁﬂmﬂmuﬁ’mmﬂin

1) b 5 | Wi s 3 v wies o fafirg seren T A wowrl wRa W TR s w9 3w dnemm § @ W A R W s ovm Ceife s
3 Faimviesf e 6 aee i CwErE SR g e T T 8 of s wreva g w8 w0 S o o s
ml’rmﬂrgmﬂmmﬂﬁﬁmmﬂwﬁmMWmi.mqﬁﬂmmmmtmmmmwﬂrﬁw&qﬁm
& wrandy e W T s e AR Sy

2. W WESTES W S e e Al TRt w6 0 e gu 6w wew w fes o arssien s s oo v

& ity W o § S0 wfe TEEET TR B e w w e e A rEe e A Gl @ e e o e A el ol s ani o e
ﬁmm-'tﬁmw&#qﬂmmwwmﬂmm /

b Z
RECOMMENDED FOR ACCEPTENCE
whed ® fog s %‘t/
Date of Surgery ge’ Reza y S £Y
L it % S, M.5. Ophthatnology CHﬁRP«NHP« S |
(Name, DeAghenkmBLARE of Authorised Signatory
tlsgha et At Or.Shrofs Eyg ek Al
FOR INTERNAL USE of KOSHIKA FOUNDATION  iFifh 2w 77

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T | = A 2

| S AL

b o




