( -26-0|-0243

APPLICATION FORM FOR ASSISTANCE
weTHal & HERT WEY

(Healthcara)

( T T )

it g[n[géf o149

sy fnd

APPLICATION DATE oﬂﬂ hl:[l-f

HANE of APPLICANT AGE-YEARS 1§31 | sex fein
HrEE = I
Bodul £ |
FATHER'S/SPOUSE'S NAME :
frmwga w1 =™ Eqﬁ}annr«l
PRESENT RESIDENCE ADDRESS awWH 30amT vl
L Disd - Flldds

Au]lﬂe;ml.m;aua ~Teh- “Tlagyd

9 .
Koshika
foundation
Busieg biocs of Lbe

= 1303 :
M ADDRESS - vl SREa W Fse of Pk P
hoog
=
_— \\orme nnakex NAAEIED (i) | UNMARRIED (fvafva)
TOTAL AMNUAL INCOME : {Aftach Proof of Income)
¥ wits am etcoel- | Papmilu) (s w1 et W) ) £}
PAN No. 2a1f = W |\ 3 < )
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable). Yes/
¥ N SR W § (9w 0w W W Fam s 1-.1.-@;
5 FAMILY DETALS ftar favam
Se. Mo Name of Family Member Age [Tears| Cender Rutation with Appiicant
W TS mﬂ'w&mm zué‘w!} e FHTE § WY wan
I Laluoy e m Huchond
9. ﬁ%k Yo fl SO
2 Sunn ¥ 274 == Um.&ﬁ:l:ﬂﬂ_m_Lm.u_
- lT’L\.tEi | 2 m Cnancl  San
BASIS for REQUESTING ASS/STANCE (Tick whichever s applicable)
wgrnn & o st s
BPL Card Certificats Sadin
{Attach Card Copy) umg‘ Certificate Copy) mmp m
wildt Ten ® 4N wwm v W s vl wm T Tyvieen Wiy ——
RouR-E-8 U R R (W o % e W wee (W wE W Er o W W

“PURPOSE " for REQUESTING ASBISTANGE-
T 47 fa o Rl W gt

Medical

Antsched

Repors/Prescriptions
sErmr R § Wit ) nf i oW

bt -

ﬂmﬁnm;*i

senile ecalavact

=

[E < Senalp LCatosoct

Ci%al — [E = r\l-{ . I-\DH MF
CErRY ‘

ASSISTANCE BEING AVAILED for SAME “"PURPOSE" from OTHER SOURCES

W wgtvn % ¥y W st swvem fadt sen v W fw o oW

MNAME of OTHER SOURCE
= wm w

AMOUNT of ASSISTANCE BEING AVAILED

=it i T i

Al




DECLARATION by APPLICANT. =miss T wiwss ¥v;
ﬂlh-rnzthmmnmmmFm we True lo the best of my knowledge. Any lalse staterment will render my Application & ongolng assistance, If ary,
lisbie for rejechionfcancaiiation

2} | nulomnly confirm that sssistance, I recelved from Koshika Foundation, will be used only for the *purpose”, as staled in this Form, for which such assstancs
was requested by me

3) | harmbry condirm that | have not & wal not in future, avall of resmburement, in par of in full, from any other source/employerinsurance company, of the amount
for which this assistance & requestad "

1) & v ww o f g w4 fied o wd fee S0 weel @ s e ol w0 ol wid e o we s o e § 90 e foe o) w el §

2) # gw W e o sifow w4 w ot b owee wwie sl wtre o yil o Rl few wim, @ g we f v ou b

3) ¥ fe ww { s fom s o = i W of §, o ofls w0 ales w e e R s s frden werl @ 3 o B & ol 3 R i F o
AGREEMENT by APPLICANT (3wbes o wa1)

1) By afuing my signature or humb impression on this Form, | (Applicant) hereby agree & sulhorise Koshika Foundation and it's Trusiees to
useipublshipul-ipiraproduce my name, sddrass, photo & dotails of the “purpose”, for which such ossistance is requestadigranted, Bwough any
muedium, including but not limited 1o vertal, print, electronic, for soliciling donaBions for Koshika Foundation andior disseminating Information about it's

activitiosfachievements. Such use of my photo & details can be made by Koshike Foundation belore of after my (restment or fuiliment of ihe ‘purpose”
for which assistance i being requesiad,

2) 1 (Applicant) further agrea hat any such use of my name, sddress. photo & detally ol the "purposs”, lor which such sssistance |s requesiodigranied,
will not automatically anitie me for recaiving of continuing the said assistance. The decision for grasting andior confinuing the assistance will rest solely
with the Trustess of Kouhika Foundation, and thelr declsion |s this regard will be final and acceptable to me.

1) v W e e ik W e e, @ (ombew) sl vl o gfe won f o wifes et ot st il wt sfegn weon e i o
v, Wi ol = fer v v A o § ) Ceifee e s, o, we gt wgkvg @ ol el s aeefied o Bl el o v e
# i w1 ® o e & 9t vm W few 9w ¥ o m o § W § R Cwifew weier @ Rt sfege

2) 2 (swiew) wow @ wew o fe S e e sk fere o e ween w ot @ ot § g8 v oo W v W v s o
*wiftir” v wwk saled w ft el sty el o)

AGREEMENT by HOSPITAL (weame g %0T)

By affixing hereundar, mlmurwrﬁuﬂwﬁmm“tﬂmmndrq this caselpalient for financial assistancs from Koshiks Foundation, we
(Hospital) hereby &firm & sooept
*}Mﬂmlﬂﬂﬂmﬂrnol*IHhm;mmhwmmmum“wwm.hnmm.nﬂm
ragquasting to gat from Koshika Foundation, to the extent that such essistance is granted by Koshiks Foundation. If the requastad assistance is nol grantsd
by Kouhika Foundation, & part or In full, then the Hoaplial reserves s right io make up the shortfell from another NGO or any olher source, This
confirmation essantially states that the Hespitsl will not avall any duplicate assistance for the same patisnt/cass from any other NGO or any other source
2) The assistence from Modlhika Faundation is only fnancial in pature. The cholce of the restmentprocedure advised/conducied by the Hospital on the
pafient, is based on the smangement etwean the patient & the Hospétal, and is in no way influsnced by Koshika Foundation. Henca, the Hospital will

assuma sole & complate responalblity of the teatmant & I1's oulcome & salsty of the patien|, snd Koshika Foundation will have no mis of respaneibility
in the mattar.

ot s, vl W) st @ dadd W el wrtet @l e iy et o ol b, Pl v (v P sen @ s o wlen e

1) o o i sbeow ) vt o ffrn wmen feed e wonl dem o fest e s 4 v ddoed § 098w oR o 8 8 o e s
A fenfmfiei 8 & v d “wiee v oo v i e oo Csiie wee® g e fiel afeeses t e o S e oA e
fd sew iy med g @ felt e e O weee A W sfee ipfe e bW e F e wn e e s ol e T i iy fed
iy wrar® woe w fedd wm w0 o sl

2 "wifire irve” W of woem wee el gl Wt & O W v o of e w el vt Travese W o o of e

% dre w fom ¥ o Csiow st go e e w o wam ot b el weee 4 Wl # v e o SR o @ ol e Y v
w1 ol she “wfret o o ot @ Pecod ot d ot oy

A Z)
L RECOMMENDED FOR ACCEPTENCE
’ wiwft w forg s
Dato of Surgery r. Mohd. Rezs . \
b 4 8.8.5. M5! Ophthaimology Assistant Adminisiator

\u't\"ﬁ (N : ) -vmh:m Hospital)
¥ / mnmwm
FOR INTERNAL USE of KOSHIKA FOUNDATION  st=aftes 3w ¥

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
2yl yemp | =yl w2

o S

-

20-06-2025



