EEEE ———
loR-C-22-06- {10y

K¥hika

APPLICATION F_ﬂﬁ‘.ﬂ FOR ASSISTANCE lHiIlH'lFll‘iI
FETqal ¥, AMTA WiE (e ") foundation
APPLICATION No. - / [ APPLICATION DATE - [T r——
rh—— A 112y / 018y s i O\Y))
HAME of APPLICANT ' i AGE-YEARS -
W &Jlr.-_lhnﬁ
FATHER 'S/EPOUSE S NAME
fomges w1 ¥ a1 Rown
Puachen- 32l PreofP PoStoP
PERMANENT RESIDENCE ADDRESS -t suesly qn|
He ahope,
=
— — = | MARRIED (FRaifir) | UNMARRIED (e
TOTAL ANNUAL INCOME , (AnaTh Proot of Income)
o it o 50 000 |— (m w1 v wer) (VA
PAN No_ Tl am W (VA
ARE YOU AN INCOME TAK ASSESSEE (Tick whichever is appiicable) Yes |
N Y W O limﬁmﬂﬂmﬁmHﬂq 'l.'f’J
FAMILY DETAILS witam fammw
B¢, No. Name of Family Memoer Age (Years) Gander Retation with Appiicant
¥ W it %, e W G ™ () fin ¥ N s
) summi dealt He IS [ 3e
BASIS for REQUESTING ABSISTANCE (Tick whichaver is applicabis)
e % e fef s
8PL Card EWS Certificate Ration Card Any Othes
{Attach Card Copy) (Antach Gertificats Copy) (Amach Copy) Basis/Proof
windt ten & 9 wEw wen A Wl g T st wrd o
(v T o wrm s b (v w3 W o we (wmm e ¥ W i

“PURPOSE™ for REQUESTING ASSISTANCE:

e ¥ e el = et
S No Medical Reporta/Prescriptions Attached
¥ Hwn werrevEie @ wl ) nf afvtr g ser
S = el
1 -
= [F = SFNT(F TATARHC
.-::TLYFE,. S g 51
]
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
v agiva W ¥y W s werm Pl s w6 e omm oWy
8. No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W 3= T W =i v s i
NI




F_-___

DECLARATION by APPLICANT. wées om Wi 13

mrumgwwummmFm are True o the best of my krowledge. Any lalse staternent will render my Application & ongoing sssistance., it any
limble for resectionicancedation

2) | solwrmnly cenfirm ihat sssistance, if received from Koshika Foundation, sill e used anly for ihe "purpose”, as stabed bn this Fosm, for which such sssistance
Wil requestad by me

3) | haraty comtiem that | hunes rot & will not in future, avail of reimbursement, in pan of in full, fram any other sourcelemployeninsurance company, of ihe amournd
for which this assistance 1§ requested

1) & wiww wow o oo e | ot o wd e o wed € s we e wi ik i feem o e e v ot S woen fow W oW wh §

) W g oW weren ofn S wfme w4 o oo of v v sl vitvs W) g o Bl few wde, @ wowen F an o

1) § g v f fs P w6 o owdn o of o ot w e W wew e el e e Pl el B 3 0 B b ohow ) ofes F o
AGREEMENT by APPLICANT ( smies g0 %17

1} By affimng rry sigrature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and (Cs Trustess 10
usnpubilet put-upirepoduce my name, sddress, phota & datads of the “purpose”, for which such assistanca s requestedigranted, through any
mediuim, icluding but nol imited Lo verbal, print, gisctromic. for soliciing donations for Koshika Foundalion andior disseminaling information about it's
activibes/achievements. Such use of my pholo & detalis can be made by Koshika Foundation before or afier my reatment or fulliimant of the “purposs”
for which assmance s bEng reguesied.

2) | IApplcant) huither Bgies that Biy such use of iy nisme, address, pholo & detalls of the “purpose”, or whith such assislance s requestad/granied
will nol automatically antile me for recaiving or confinuing the said assistance. The decision for granting andior continuing the sssistance will resi soiely
with the Trustess of Hoshica Fourndation, snd their decision ke ihis regard will be final and acceptable to me

1) T R W s e W o wd e e f (avtew) srelt weef o o ww o o wifee et sl ek amind oWt sfegn won f e gn
Wi s @ e g e e § 3 Csifee” e s, o3, mewm qet agtve @ ol ofeflvdd s aeefeed & et el A g o

7yl 51 % o wfees & 5 v W feww # opw ¥ wd w o w9 % ot wife wleT w A s

1) & (o) T owe @ oo f e g wm, w9 sl feme ol fe e € ol 3 wide § o s W oees ) e we e o

“wifin” vy e feed W Fln sifn sby werd! wim

APPLICANT'S SIGHATURE DR LEFT THUME IMPRESSION -
wpiTE W =

AGREEMENT by HOSPITAL (wems im0 wT1)

By l-ﬂmM signatune ol out Authorised Signalory for recommending this cass/paliant for Bnancial assistanced lrom Keshika Foundation, we
{Hospital) hereby affiem & accept tollowing:
‘Inulw-mrnp-rmnwnmmuhimnuuuﬂhnwlmmmnﬂumnyumwu for the sams patientlicase, an we afe
reguesting (o get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation, If the requasted astisiance is nol granted
by Hoshis Foundstion, n part of in full, then the Hospital reserves IU's right to make up the shortfall from snathar NGO of any otter sourcs. This
confirmation essantially states thal the Hospital will not #vall any duplicsts assisiance for the same patient'cass from any other NGO or any other source
2] Tha sssistance from Koshika Foundation is only financial in nature. The choice ol the reaimentprocedure advised/conductad by Ihe Hospital on the
pabant, s bassd on the smangement between the patient & the Hospital. and is in no way Influenced by Koshika Foundation. Hence. the Hospital wil

ausuma sola & comglale rexponsibility of the treatment & it's outcome & satety of the pabent, and Koshika Foundation will have no role of mapongdtslity
i ihe matier

vert sifioupe, pomtt ) st @ el o Cwifew wrstee d el e by foaite o st 8, P e (o) S e e o el sl b

1) fe o F whe oo o e fufi e felt i woell W w fed o i W w e o o ow A B B B v e e
W fawivis 5w ® ww A Cwive weET g o i i h ok Csifre s g0 e e afesores 3y g fen e o s
fwst ey woerh) s W T s T 4 s A W sfeee g Tom ) e F e wnoww e s ol T ve e fy et
e wnerlh wiven s ww w0 owl S

2 “wiftm wrdvR” @ = w wem S fafw gl W § o0 w ovmee g @ o e ow fed m reeee ® oEm oo v

3w w Prer b ol st waten o Tl ven s wl e ) b pefied g d R @ perw e s o W T Pl R v mmme
ﬂMh'M'ﬂﬂﬁuw-ﬂiﬁML

!:r'hn 5‘%‘;’ A BB S. 1.5, Ophthaitaoingy
M FICO (ux)
AN (Mame of 38 Régn No. with Sminp
o TROW T e 1
FOR INTERNAL USE of KOSHIKA FOUNDATION  si=ifts 2w ¥
SIGNATURE of TRUSTEE 1 SIGMATURE of TRUSTEE 2

T | W T 2

Y I

ar J 4

18-08-2024



