AwR-C-24 -10-025¢

APPLICATION FORM FOR ASSISTANCE (Healthcare)

HETTAT BY SMETA WY (vt
APPLIEATION No._ : APPLICATION :
Wi T ﬂhuw}ﬂa"! s et cﬁhchu
NAME of APPLICANT | o AGE-YEARS 57T T | sEX fefn

o Chana _ Dev] 19 E

FATHERSSSPOUSE™S NAME | .
fwg= W W Lila Dey!

= mmipmm HATE ST

AQ i S JCH - Hantuy, S8 - Hlole

NjaSthan- 2o 4oL

ADDRESS - surf swaTais 9

prec?

K¥hika

L

PottoP

T Hbhove
OCCUPATION | e—
T Heme  meker MARNIED (R | UNMARRIED (s
TOTAL ANNUAL INCOME : (Attach Proof of income)
T Wi s S 2, 0up ]-— (famil] (sm W EREE) A F)
PAN No. TaI{ mTm HES NP N N
ARE YOU AN INCOME TAX ASBESSEE (Tick whichever Is applicable]: v;rfu f
W W OO (9 O W 3R W W = P e L
FAMILY DETAILS 4t fipsmm
Sr. No. Name of Family Membar (Years) Gender Relaton with Applicant
w9 W *mimwm ?ﬂﬂ} fen STE ¥ TW gE
) T Ram M HUSRUhA
W) YR am =9 ™ Son
| I T(ATVE ) V) r MeusN ey 1k (O
3] EKhuShl Ka il T M In d Soh
BABIS for REQUESTING ASSIBTANGE (Tick whichaver is applicabi)
apm % fom fisf sman
BPL Card EWS Certificate Ration Card Any Other
(Attach Card Copy) {Attach Certificete Copy) (Attach Copy) BasisiProol
i T W AN T Fe arn wl wmum T TY TR O
[ Ty W v W e W (o) vy Wi ow wfh wee wl) Cmm o o wlh s whi

“PURPUSE" for REQUESTING ASSISTANCE:

wwram ¥y fwd ol et W gt

S No., Medical ReportsPrascriptions Attached
w9 =W s iR & Wi Wl wie aqe wee
i 3 “Eﬂ“ﬂm&'; = S

J -
- R oOUIery RE IS WITH DMHA

J T

ASSISTANCE BEING AVAILED for SAME “PURPOSE ™ from OTHER SOURCES

W I % ¥y W 5= wewm fedl e wm @ e omm e

B1, No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
=1 HeA o= TR W T w nf swwE T
I it




DECLARATION by APPLICANT: STHeS g wwe v

'r:IWWMH“MIHI&IFM“TMIQMMIﬁwm Any falsa sistoment will rander iy Application & ongoing sesisiance, f any
lighia for

E'plmhnwmmmmmu i recetved from Koshska Foungation, will be used only for the “purpose”, &s stated |n this Form, for wisch such sssistance
Wik requested by me.

1) | herabsy confiemn hat | have not L will net in future, avel of reimbursement, in parl o in fdl, from any other sourcodemployer/insurancs compary, of (he armowrnt
for which $ws assistance s reguestiod.

17 8 sy wom of e g Wy @ feR i el fen af opewd) & s v v w oot W e o we s e om £ o 96 e froe W w wed §
1) W g o e ofn sife s, 0 S owood b, oww avdm ol vhve o g & el fem wdm, o ew wen o o o B
31 2 g won o e fan mree fy ur ok W) of §, a0 o ow wfes w awe e el o enfrimealm et F 3 @ fem # 3 F ofem F

AGREEMENT by APPLICANT (i 0 %ot)

I}Buﬂunqmmlmiwmmmmonwﬁmm.lml}mqui suthorise Koshika Foundalion and 1's Trusises 1o
use/publish/pul-upireproduce my nama, address, pholo & daetaile of the “purpose”, for which such assistance is requestedigranied, Mrough any
medium, including bul not imited 1o verbal, prinl, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

autivitioslachievements. Such use of my pholo & detalls can be made by Koshika Foundation belors or after my treatmant of fulfilmant of the “purposs”
for which assistance ks being requesied

2) | tApplicant) furthar agres thal any such uss of my nama, address, photo & details of the “purposs”, for which such asslstance s reguesiad/graniod,
will not automatically entite me for recedving or continuing the said assistance. The decision for granting andior continuing (he assistence will res! solaly
with the Trestess of Koshia Foundation, and thalr decision |s this regard will be final and scoceplable (o me.

1) W W et w st ) ury s, (oo v i o) g wom o o “wife st s v ol C ow sfee won o e do e,
w, W i faw g ov f uife d, 30 Cwifee v e, oe, we gt et 8 ol efefiedd s e @ fid fet o we oo

# yarfts s & forg sfiege &1 4t v w0 fews 9 prm o T W o 4w o o il Wt w sk afesn b

23 & (swbow) o w8 we f T aey we, ol i e wh f e o agivdl 8 widy § g e o we wwor ad wom g owsi |

“wifren” T T =led w Sele o ol el v

APPLICANT'S SIGHATURE OR LEFT THUMS IMPRESSION :
sTTE W TR W SR W e

g.T.

AGREEMENT by HOBPITAL (wems g ®mt)
By affiking hatounder, sgnatum of our Authorised Signatory lor recommanding this coss'polisnt for financial assistinnce from Koshika Folndation, wo
(Hospital) horeby affrm & accep! following:
1) that we noither ame prasently nos will in futurs avall of fingncial misisiance from another NGO or any other source, for the same patient/cass, a5 we bfo
requesting 1o gel from Koshika Foundation, 1o the extent that such assistance i granied by Koshikas Foundation, If the requested sssistance s not granied
by Kashika Foundation, in part of in full, then the Hoapital reserves il's right 1o make up the sharifall from another NGO or any oiher sourca. This
confirmation essentially states that the Hospital will not avall any duplicale sssistance for the same patienticase from any other NGO or any other souice
2) Tha assistance from Koshika Foundation i only financial in neture. Tha choice of the reafmentprocedure advised/conducted by (he Hospital on the
pastienit, s based on the arrangemaent between the patient & the Hospltal, and & in no way influenced by Koshiks Foundation, Hance, the Hosplilal will

nssuma pole & coerpiate responsibiiity of the treatment & ' culcome & safety of the patienl, and Koghiks Foundation will have no role or responaibility
in the matter,

o wfenE, wemwd #1 s @ wee i W) el wesw W frfse s i Rireftn o el 8, P v (e B w2 e w wien e §

1) =% fis 7 % whem shr 3 o wftre F vy werom fiel o SmE w el s v e Dl F W wR W, 99 T oo “sifee st
i firfintrdy 7o & w4 “wife st g e g I b ot Cwifew westee g e fedh sfowceen g e o fee o oo s
ford o tr ot v W el o e W e A W e o T o e f we s e § T s i s v il i faed
s Wew W fEd s e @ T A

2 “wifw wesvR " w o w wem wue (i wgi W &) o W ovemes o 6 vl wEw w el o rveysiEm W o G e s

W e wa fovs | sl e " g Pt e e W o ot b ol weme o Ot o per o s st ord o it Pl B o e
=1 Wit sl Y o = M}-ﬂiﬂﬁﬁ'ﬂl

P . |

4 RECOMMENDED FOR ACCEPTENCE
% fere degfn
Date of Surgery

I . : <
8 Ophthaimology Assistant Administrator
oot | ¥ i e P
o710 e ) b
Wm:mma W A T e St sfesr
FOR INTERNAL USE of KOSHIKA FOUNDATION  ®=if® Fwim 17
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
! e | TR 2
/i —

11-04-2024

L.I"I.J.




