L 22-lo— OMSH

APPLICATION FORM FOR ASSISTANCE (Healthcare) K{%hlka
HETHI ﬁ Wﬁﬂﬁl HWEY { FEE TEIE ) m
APPLICATION Ko, - APPLICATION DATE | | T-]e- 2611 Qyiiding bioek of iin
T e minm./c-bﬁu e ft
HAME of APPLICANT AGE-TEARS T{-T% | sex frm
YIETE 1 W
Dhayamth] b2 M
FATHER S/SPOUSE'S NAME | h
e %1 = Pa ghati [al
_ PRESENT RESIDENCE ADDRERS s SHm
_ iEi]EgF— Eﬁnh ey ek 11ZaNa . TUR4-—Tla0e" | -
L e
Fa)arthan- Aoo] _ Predf Postof
PERMANENT RESIDENCE ADDRESS mff HFETHS T A E | =
[l akave 0630 Dheyvamfy]
— —
OCCUPATION : L=k e
Ssialih Foine e MARRTED (7784 | UNMARRIED | )
TOTAL ANNUAL INCOME - {Afach Proof of Income)
PAN No. TuE == HE sgiﬂ
ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver is applicable); Yo | e
T W9 e o # O w= W oAw ot A e ¥/
FAMILY DETAILS wfan faam
8. Mo Mamae of Family Membar Ags [Years) Gender Retation with Applicant
wH A gftan % wred T = (5 fim e 3 o
i fal
Joarvine B e f o Late
(humja Q™ Za 4 Sen
& i
Fin ¥ % E TR RICY 1 fngd
{neadps ) | Fil [ Aaed oA
7 HM i m {n Yumd__Son
BASIS for REQUESTING ASBISTANCE [Tick whichover iz applicabila)
wrEm @ e T
BPL Card EWS Cartificate Ration Card Any Other
|Attach Card Copyl [Attech Coriificate Copy) (Attach Copy) BasisProol
it = ® Are W T 7 T T I prstg s
(T T F W W w6 LW w3 W R EEE F (W 9N W W W W

‘PURPDSE" for REQUESTING ASSISTANCE:

wer 7 e e o

Sk No Medical Reporis/Prescriptions Attached

Y HeE A A W w) T A g s

T "NAFnosts BE —DPriol

|E —<EN1lE CHTAREIC]
T weleny = [F- GICS ITH PoiriH
ASSIITANCE BEING AVAILED for SAME “FURPOSE" from OTHER SQURCES
™IV R T o 9 e fEe o | | e om Ry
Sr. No, NAME of OTHER SOURCE AMOUNT of ASEISTANCE BEING AVAILED
FH st wE ) S =) wwrwm T
[
VA NI




DECLARATION by APPLICANT wWmwE g wmv 73

101 hevehy confirm that al) setais in s Form a0e True o the Begt ol my knowlesge: Any taise statemant will rerdar iny Asphtation & ongoing assistance, iFany,
lighle lor rejachoncancaiEhon

2) | moigmnly confim that assislance | recsved fram Koshia Foundatan, will be bsed anly lor tha “purpose™ as stated in thes Form. for which such assislance
wes requesied by me

3) | hereby confirm that | havs not & will rol in fulurs, avail of resmbursement. @ gan o o ful, from ary olher sourcefemployedinsurance company, of tha smount
lar which [his aasistsnce s reguesied

1 # e e f o wE | fen o we e e § s v o o booR o B m s s e w £ A S wem P ot w wet

) gt W o b S e, g w0 b, e ae g she o oft 9 B R o, & o e A wnoma

i) # e wrr f B fom wm o o andw & oo @ v ofn @ afrs @ e e e s wm Sl et @ F T sl v f o o o
AGREEMENT by APPLICANT | 5= gl &)

1) By affising my sigralure of thumb impression on this Farm, | (Appticant) hareby agree & authatise Koshika Foundation and I's Truslees tg

use/publish/put-upireproduce My name, address, phold & details of the “purpose”, lor which such esssiance s requesiedigranted, through any

migdium, inctuding but nat mied (o vertal, print, alectranic, for soliciting donafions for Koshika Foundalion andfos disseminating information aboul it's

actvitiesiachigvements. Such use of my pholo & details can be made by Keshika Foundation befote ot stter my treatmeant or fulfilmant of the “purpose’”
Ior which assistance s being requesiad

21 1 [Applicant] further agras Inat any such s of My name. aodress pholo & cetads of e “purpose’ o winch BUch SS8IEIENCE 15 reguesiadigmntad,
welll dlrtgsmalicaty e mg o regiiving or cenlinuing (he sad dssislance, The decision for grantng andlorn coninuing the Assisianca wil rgst solety
with the Trusiees of Kaghika Foundanan. Bod ihelr decison 1€ this regard will be lieal 3nd accepiable 1o me

1) R s g e w S F ey wE, § s ) Ae meuf o qfe s e Peitfem st i sew st W sivep v L oo,
qm, w1t s o faeen moen d a4 o e T S, @ o gt T W oaE wiboyel s Tamieed o fed fesh o) vem s

A vaim W = e sfoge 48 o w e 93 e ® ord e 9 s @ Fe e sroleR” 8l s

208 (s W oW A mewn R w0 m, wm, e o e o ween & e 0 el 4 o e weee W o o S TR R |

“gifyn" W T e w1 Fiy s s A g

APFLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
WHTN F WENE W =R W TIE

Rt

AGREEMENT by HOSPITAL [ wedmme g wom )

gy affiing heraunoer. agnature of our Authonsed Signatory for recommending this case/patient for linanoial assstancs from Koshika Foundabon, we
(Hoaplal) heraby affirm & acoapl following

1) that we neither are presenily ner will in fulure svail of fingnaal asswisnce from anotner WGO or any olher source, for the same paliant’case, 55 we are
requesting o gel from Kashika Foundatien. 1o the exient inal such assisiance i granled by Koshika Foundabon. Il the requested assistance is nol granted
bry Koshika Foundaleon, m part ar i fll, then (he Haspital reservs it's nght (o make cp e shomtl from ancther NGO or any offher source. This
confirmation @ssentially states thal the Hosplst will nol avall any dinlvoats sssistance fur the ssme patenlcase from any other NGO or any olher source
21 Tha assistance [rom Koshika Foundation it anly inancizl n nature The choice of Ihe freatmenliprocedure advised/conducied by the Hospital on the
paltint, i= based on the arangement between the satient & iha Hospoal, and @ in ne way influanced by Koshiks Foundalion, Hence, the Hospital wiil

asmume sole & completa responsibitty of the reatment & 1's oulcome & salely of the patiant, and Kashika Foundation will have ng rolg or responsibility
in e matier

Wil FifE, TR WS A AT Wi S W e wen ¥y o 5w §, fawoen oremm ) e omen ® oW o s = b

1) W 2 e ol S wiEw d R s e iowe wers w e e i @ owe divees F o owm A o 49 e e wime s
A fewffieds Te & wa § s st oo e i R oo Cshm wrke g uemn Tl oafrsees by wss 9l Tes am & 8 e
T T T wer w e s v | e A9 o stown i ven o e o e wn wer # B s St e T Al by fieed
fr wwrt wem o TRer w0 oW A A A

2 “wifrE A A wwe dam T v 6 b ol s rmee g @ o o e s W T e e
a‘.fhrimﬁwt-m'ﬂﬁmvm#m"Fmﬁm‘lmmﬁmmlummﬂﬁrﬁn*mwnhwmﬂﬂﬁﬁnmﬁiﬁwm
A o s i ) e @ fchdt g e F R e

RECOMMENDED FOR ACCEPTENCE
@""ﬁjf g @ e de \\J« /
et Dr. WAF| ANSARI

MS (OPHTHAL) e CHARAN MASSEY ot sinston

ﬂ\"‘“‘ﬂf% "R o BMCr s e Dr. sm

FOR INTERNAL USE of KOSHIKA FOUNDATION st 7mam #7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

T TAE

o /)

10.03.2022




