=22 -1 ~

T N

APPLICATION FORM FOR ASSISTANCE
HEEA B SEEa WEd

{(Healthcare)
{ Fwga W)

K&hika

foundation

Beslding brack of Be

APPLICATION No. APFLICATION DATE : -| ||_ ‘u’ QQ
sken 33 Ao lorz e :
NAME of APPLICANT ) N AGE-YEARS W9-%4 | gEX foin
HHTE W W
" Hq'rdf}‘:h ] 2o M

EATHER'S/SPOUSE'S NAME !
ﬁmﬂﬁ{ﬂl L e ] m%

z SENT RESIDENCE ADDRESS #AGR Sarwrg o

L - - 1 ol W -

" Hajazdhay - 3oluns

[

fhs mP |

PERMANENT RESIDENCE ADDRESS : Tanf 3{Teis 5
B _Qbove 01133
—— marc'a‘fa\
GTCUPATION -
bt Lorrmey MARRIED (TEWTiF) | UNMARRIED | Sftmfen)
TOTAL ANNUAL INCOME {Attach Proof of income)
A Whis W Caannl (WM W W HE) NA
PAN No. 7T &0 W89y i
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever is applicable). Yes | o
W oW W WA Y (W A TR W W W e A Ll
FAMILY DETAILS witam e
&r. No Name of Family Member Age [Yours) Gender Relation with Applicant
F4 HE oftan & W Iy (ad) i SIHE F w A
I Chiyon A Ja F AWl
7 Rarn ot <o T S2h
e SAnA i) E RITIT X fo V AN
A i ™
2| JaZant 3 M 1 g
BASIS for REQUESTING ASSISTANCE TTick whichever is applicatis)
ap % ferd el
BPL Card EWSC Ration Card
(Anmch Card Copy) {Attach c«Eﬁé'lﬂ'Emu Lﬁmuh;!ﬂ ;::ﬂm
wrirdt e o H smm oo w5 Ao T Evive il ] F—r
(T 9 WY e W wE W (W N W) B Wi wE W (WA §E W) O ui =@ Wi

“PURPOSE" for REQUESTING ASSISTANCE
worm € et fe ow e

Medical Reporis/Prescriptions Attached

L]
NTIT

§t No
F W WEGAEEIRT R W W W Wi A A
1 I notls WY — SENILE THIFRBIL
[E - SINITFF CHIRRBLT
2 Su-ryﬁfﬁ, ~RE- STZ% (OITH FmmA ..
ASSISTANCE BEING AVAILED for SAME "PURPOSE" Irom OTHER SOURCES
¥ TRV § ¥ W 5 weem fEe g w8 e o 6o
S0 No. NAME of OTHER BOURCE AMODUNT of ASSISTANCE BEING AVAILED
YWD i O s sl
1




DECLARATION oy APPLICANT: WHT§ Tm W Ta

1)1 herety contim that & catmis m s Form are True 1o The best of my knowiedge. Any lalse statement will rendar my Applicalion & onigoing assistance. iF any,
b boe ressction/cancedation

21 | solemniy cordirm het pasistanee. If recenved from Koshike Foundation, will be wsed onty lor the “purposs” -as stated in Bus Form, for which such assmstance
wis requestad by mea

3 | heratyy condiem thal | have not & will nol in future, avail of rembursemant, in pan or in il from any ofher sourceemployermsuiance company, of (he amount
far which his assistance i@ reguested

|1 8 dpm w7 f fs 5= oen A frd o wd fam o s # arpan o v o @ ol o e on wos s wm w36 s fom o W et

1w g W o n CwEm e A m e e o i En i e e e s e A b

i) 4 g wrr { B fam mmnr vy o adw st o 3 1= afn m afee @ e fom Pl e dn Pl wed da m S b o 3 B e o o
AGREEMENT by APPLICANT | usics g #in)

1] By afising my signalure o thumb impression on this Form, | (Applicant] hereby-agres & sulhorise Koshika Foundation and i's Trusiees to

use/pubiish/pul-upireproduce my name. address. pholo & detalls of the “purpose”, lor which such assisiance is requested/granied. through any

madium, including but not imited to verbal, print, electronic, for soliciting donations for Koshike Foundation andfor disseminating information aboul it's

acivihesiachievements Such use of my phole & delails can be made by Koshika Foundation before or afier iy treatmend or fuifilmend of i “purpess”
far which assistance iy Deng requasisg

210 (Apphicanit) further agren thal any such use of my name, addrees, phtio & detaits of ine “purpose”, for which Such B8siStance s requestedigranied,
will ol aulomatically. enlite ms o ecBiving of confifuing Ihe sald ssgistance. The decision for grantng and/or conlimiing the assitance will rest sabely
wilh [he Trystees of Koshiss Foundalon, ord (her decison is (s regard will b2 fimal and acceptable 1o me

1) m o o e Al #) e v, @ | apiew ) s sl o g v f o Cwive oo st o e oW e v o I Ao am
om, wre sl =@ fe m v o stfe b ws et o S, o mew gt gt A St il ol aefendd @ Bl Bt o s smem

o wfm wed ® e o & 90 ey o frnw gt e S oes @ e W wT ® st sl sl s #)

1) & (weew) wowm R wew f e g oam wm, w ol feren W B owen @ Tgted A wfde & g ome swem w0 w0 v v o o

“wiftw " T 7 e w0 Fredw s sl el

hFPLlCMT'S SIGNATURE OR LEFT THUMB IMFRESSION |

AGREEMENT by HOSPITAL { weumm gm &)
By affiuing hereunder, signature of cur Authonsed Signatory for recommending this casefpatient far financia! assistance from Koshks Foundalion, we
(Hogpital) keraby affirm & sccept following
1) that we nedther are presently nor will in future avail of finangial assistance from anolier NGO or any other source, for the same patient/case, as we are
requesing to gef from Koshika Foundation, to the axent thet such assistance is granted by Koshika Foundation, I the reguesied assislance & nol granted
by Woshika Foundateon, in parl of in full, ther the Hospital reserves i's rght bo make up the shoritall from another NGO or any ofher source. This
confirmation sssenlially states thal the Hospital wil not avail any duplicote assistance for the seme patient/tass from any other NGO or eny othar source
2} The assistance from Koshika Foundalion & only linancial in nalure The choice of he reaiment'procedure advised/conducied by the Hospital on the
patient, s tased on the arrangemenl oelwean the paeni & the Hospial, and s in no way nffuenced by Koshika Foundation, Hence, [ha Hospial will

@ssuma soke & comples responibilily of the reatment 4 IUs oulcome & salety of the patienl and Koahika Foundallon will have no iofe or respondibility
in e matler

wet i, vl W s § meETE W e e @ i e gy e et we § fd e (v B s 6w ow wiven s

1) W e 9w e ab 3 @ wfes o s e St el s w el e wie @ oe o @ o A o # W e e sifew SR
# frwfn et 39 & way 4 st Wt gm w8 e & ok Cwife SR g W S e 8 v W e o d @ seee
el W= e owre W T A S wE W R s w sewn e mem ) e gfe d we oww w5 awmm i o s i ) fe
1wt wan w feed o R 8w S

1 =i gt 8 owl e due S oot 9 6 0 @ eaes g A omosaw o Ted o srosiie wogEe ol oo s

& #re m faw S s ST gm Bl e @ o T o b ot e A S v e i s e w1 e Pt At ol e
w) it shr “wifen S e wfve o Pl oo S o e

b -
RECOMMENDED FOR ACCEPTENCE
L i w e s \\\ el

R et Dr. WAFI ANSARI jﬂ’
L MS (OPHTHAL) mcﬁa é%%m
\T‘ \1' (NariR oy N MCIAR % SRy
5 mnm!mnva anhruﬂs!gmmm
FOR INTERNAL USE of KOSHIKA FOUNDATION it 3wain #7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= e TR 2
¥/ ZE_—:C——'—-"‘

10.03.2022



