1
[ oA

—JI A5 14

AFPLICATION FORM FOR ASSISTANCE

HEHA ¥ SUEET WTEd

{Healthcare)

(TR EEaE )

LT
Koshika
foundation
" uiiting bioch o e,

APPLICATION No

mn&mnunﬁ:ﬁa.”_qﬂzQ

- Tl
ﬁ&munmnr- AGE-YEARS M- | sex fom
& W AR "-Rh #" L] !
ofl Devi Harrun bl E

A1) o1

e wees w1 W

FATHER'B/SPOUSES NAME ﬁ

Wy

PRESENT RESIDENCE ADDRESS Wiw Sardl

N m‘gmm hoixCkKhayt .« 7TEh= Faldey)

:-dm‘fﬂflm

[0 haT - A0 14Ty P.:rca? P&S op
PERMANENT RESIDENCE ADDRESS : 1y SmE ua
Ac_ahaGe o15)  Bhati Bhw
Baiglio
e Home maker (famiy ) wad () | s (v
iAttach Proof of Income)

TOTAL ANNUAL INCOME

e W

(¥ NeTeleY m

(s w1 e T ALK

PAN No_¥0f I 580 AJg9

ARE YOU AN INCOME TAX ASSESSEE (Tich whichever is applicable):

W= A0 WO F (H o 3w g W A e

¥ e)

FAMILY DETRILS witan faam

Sr. Na. Hame of Famity Member Age (Years) Cander HRelation with Applicant
o T i = F AW Ty (i) fem o Y
. 23 2 & i P
7 P Il L yaii 14V 5 777 A
Fiol I " - -
P~ AV AV T K AN
A i 1 2 b
Z PIa ] T = AAZLTEY 074t
- ' i & i &
) ﬂmgm% 9 a7 7 4 L 7 B
e 15 for REQUESTING ASSISTANCE (Tich whichever 1s appiicabis) - '
e % il el amm
BPFL Card EWE Certificaie Rl Card Any Other
(Attach Card Copy) {Attach Cortificate Copy) {Attach Copy) BankiProct
Wi T % S v e = el w0y Iy wmrd ey
(W T W W W HEA W (v T W] wram il sET oW (W 7Y W v W wEE W) oy hot b

"PURPOSE" lor REQUESTING ASSISTANCE:

e ¥y et m e o agt

Medical Reports/Prescriptions Aftached

Sr. Mo,
FN SETARVERE W W W T uleae §e e
1 DAYEost RE — SFNITE THTAEAT
(- — SENITE (EHRNACT
N gu-rgew —[F- PHATG \O1TH Prmi_ 10l
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from GTHER SOURCES
o 25Ev ® ¥ RN = me el w=n w8 feem o W
1. o NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
) 5 AT W n s i




DECLARATION by APPLICANT: <% g wimm wi:

1)1 heteby eoelfirm that ail detaiie in thes Foom g7a Troe to the best of my knowiedge. Ay lolse stalement will render my Application & engaing assistance, if arny,
ligaes for rejection catesitiaban.

2) Isolenindy cenfiern thid assistance, i received from Koshika Foundotion, will be usad only for the “purpase”, ax stated in his Form, for which such sssistance
wits requesiiod by ma

3} 1 ety confirm Bt | Bsaves not B vall nok in fulure, avail of reimbursemant, in pant or in full, from any ofher sourcalsmployerinsurance company, of the amoent
for whuch (his assisinnce B regqueshed

1) & e wm f e v w8 T o s P @i werd © s wm v by ol v o e s wm @ o 0 e e o wd b

2) W W am ot Cetfe s, A w0 b, aee i ol wtvs ) 9 & Bl e o, i w owey f woma

;}ﬂfﬂ*zmtiﬂrﬁwwiqwmhd’r'ﬂ'l.wﬁﬂwmummmmmiwtﬂﬂﬂﬂmllhwnﬁiﬂml
AGREEMENT by APPLICANT ( sminw g0 #a1)

1) By affising my sigrature or thumb Impression on this Form, | (Apglicant) heroby agree & authorise Koshika Foundation and s Trustess o

usn/publishiput-up/repraduce my nama, address, phalo & dolails of the “purpase”, lor which such assisiance is requastedigranted, through any

medium, inclading tal nol limited to verbal, prnl. slecironic, Tor soliciting donations for Koshiks Foundation andior disssminating information aboul if's

acliviliesachievements. Such use of my phalo & details can be made by Koshika Foundation batore or after my trestmend or fulfiment of he ‘purpose”
for which sesisance i@ being equestod

2} | (Apphcant) fuither agres that any such use of my name, address, pholo & delais of Ihe "purpose”, for which such assistanca is reguestadigianted,
will rot sutomatically entile me for receiving or continulng the sald assistance. The decision for granting and/or continuing the assistance will rest solely
with thi Trustees of Koshika Foundation. and thelr dectsion ls this regand will be final and acceptable o ma.

1) s S e sind oY wm e & (s st el W) yfie won f w st i o sk s w0 s o o Bt s,
. W A v ge o d e & 30 e o s, g9, e gat gt d o) ofefsfed s Toetel ® B fes S s s

3 gt w7 % e s 6 en oW fre oo ® e w ww R W W e s s o sl s

) 8 (EteE) TR o A omm ] R G v, 9T e P S B T ¥ e W i & o we e W v T v s o

“witraa" w3 =i W i o sl wewedt g

AGREEMENT by HOSPITAL {wwymm gm wm)

By affiing haneunder, sgnatur of our Authonged Signatory for recommending Ihis coselpatient for financial assistance from Koshiks Foundation, we
(Howpital) haraby affrm & accept folowing:

1) that wa neither are presently nor will in future avail of inanciat essistance from another NGO or any ofter source: for the same palienticone, &5 we are
requesiing lo gel lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assisiance ks nol granted
by Rushika Foundation, in part or in full, then the Hospital reserves it's right 1o meke up the shorttall from ancther NGO ot any othar sourca, This
conlimation essentially states that the Hospltal will nol avall any duplicate assistance lor the same patient/case from any other NGO or any other source,
2) The assistance from Koshika Foundation is only financial in nature. The choice of the trestiment/procedure advisediconductad by the Hospital an the
patienl, is based on he armngement batween the patienl 8 the Hospltal, and is in no way Influenced by Koshika Foundation. Hence, the Hospital will
assiine sole & conplet responsibilty of the treatment & it's outcome & safety of the patient, and Koshike Foundation will have no role or responsibility

in the rmatier,

ot sifln, pEwl oW A ST e e el s g fei w8 i @, e e () freowen @ oea o s b

1) W T 5 8w it 3 @ i | ffis wenem Tt oo s w el s win @ g wilwest G @ oo @ # 8 8 o Caifee e
A firwfonfids s o ww A " sifw e ou vee gy fe ol St it g e el slcss By w0 fa o € @ seem
Frelt s i e wen w fedll s T A e 48 W alen gl T o e we e e b s s R e T it i e
b wrwft wem om el s sl & S S

2 Mo et A A o S faf gl 1 & o w6 v wew w el o rrecsfEn s ad o pas

# di ) P sl it e o e e s el g ) i e a0 % g gon o s o W) et Pt 0w s
Wi ol st 6w it @ ferd o d ) e

RECOMMENDED FOR ACCEPTENCE

kﬂ’ e % e s \}\f/ﬂ,/
Dmﬂmrr r. WAF,ANSA?! -
ST W il MS (OPHTHAL

Zg- - 22 (v RagoNo:eDME/86 5o
TR oy 1
FOR INTERNAL USE of KOSHIKA FOUNDATION T
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
P TR | g 2

il fA P

23.00.2022




