RN -C 23-10=0535

____ APPLICATION FORM FOR ASSISTANCE (Healthcare) K% hika
m { ) faundation
APPLICATION MNa. 3 . LICA 1 . wilding bipes ol &
e T '\l’f"’ fﬁ}a(c?gﬂ :é;ﬁﬁwmm JBIFCI,;'Q Building bl l'-- =
MAME of APPLICANT ©  + AGE-YEARS #T§- SEX fisn '- - =
bew w1 W Veenendna Kaman Y2 M .
FATHER S/SPOUSE'S NAME |
fmges 1 Yodm Laf .
PRESENT RESIDENCE ADDRESS WO 37 wm =
N P N 3 =]
' A ' UaT= freep  Foltep
—— IUCH. Ha¥hmal . -7 3o
PERMANENT RES|DENCE ADDRESS : = 3F=mg 541 a
(1D \lo en eadra
Cadcme oA ahdve
Kuman
QCCUPATION ; ]
G L L é_@;_t 7 [\Wﬂﬁﬂﬂ} I UNMARRIED (arfirmffm)
TOTAL ANNUAL INCOME 3 (Attach Proo! of Incame) ;
FF AE 3 _,wammf*fr (o = e ww) AL
PAN Mo, T13 W R )
"ARE YOU AN INCOME TAX ABSESSEE (Tick whichover Is spplicablu): Yes I No -
T M W W 8 (a9 NI W w w5 s A R
FAMILY DETAILS witar farare
Br. No Kame of Family Membar Age (Years) Gender Relation with Applicant
w9 HEm o & wTE W AW 7 (i) fiin HETE W Y
f LAl pede M = wilide
q.I ':.\'J.l‘]' ‘J."“‘- ;q' A I :‘ El]
BABIE for REQUESTING ASSISTANCE (Tich whichevor s applicable)
i & fad i anm
BPL Card n
{Attach Card Copy) mﬁgﬁmﬂﬂﬁm} 1:5::% cc;:; ;‘l‘:‘r’m':,
wid T F A v e o ol v T W s Rl
(7 T 9w ol e W {w we w) w i e (W w3 Wi o W W i

“PURPOSE" for REQUESTING ASSISTANCE:

T 1 B fe W o
Sr. Na. Medical Reports/Prescriptions Altached
WY HeE somveRT ® Wi % e gt e

RE - Ladqaac+

= L ndd gacT

L'.." - - -r_fr.‘_-:‘“ I'.l 1
.turg.rf’n!# '\F_Ef JCC 4 PAIMNE

ASSISTANGE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
i wctve % £ wi ar weww fed s we @ e T @2

5r, No. MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
=il wem o

¥ HEW 7 TIm W T

[ - 'fJff.Cf- ru-l'"‘i':‘.ﬂ!.-—




DECLARATION by APPLICANT. 30ies [0 S o;

1]ImmhrmrﬁmumaﬂdahhhIﬁsFummTrulmhmdwm.MHHﬂwwmmerﬂnlnm'
finkde for rejectonicancelation.
Z}IMMMMIMM.IWMWFﬂmm‘ﬂb@mﬂ-ﬂ'ﬂ?hh‘pmn‘.uﬂdhhis?m,hmﬁm
Wwas requssled by mi.
3) 1 heraby confirm that | have not & will not in fulure, avall of reimbursement, in part or in full, fram any other source/employerfinsurance company, of Ih
for which this ossistance is equested.
1) & sy wom f e v e fed ol wed fieew 98 el & sew v it oo e e o W s wm e # A S w fee S s
3 # g we ofn “sfw orrsve, @ o w T e od vive o off o fied fem ot o e e F wo o b

1) 4 sfe wom { s fom e iy or ke ot of §, v ofn W e @ e frem el o vl weeh o 8 o e & ol @ o i o ofm

AGREEMENT by APPLICANT (amies g0 =07)

1) By afficing my signature ar thumb Impression on this Form, | (Applicant) heteby agrea B authorise Koshika Foundsation and I's Trustees o
usafpublishipul-upfreproduce my name, address, photo & detalls of the “purpose”, Jor which such assistance |s requestedigranied, through any
madium, including but not limited 1o verbal, print, electronic, for solicling donations for Koshika Foundation andior dissaminating infarmation aboul irs
activiiesfachievements, Such use of my pholo & detalls can ba mada by Koshika Foundation balore or after my treatment of fulfilment of the “purpose’
for which assistance is being requested,

2} | (Applicant) further agree that any such use of my nams, address, phota & detalls of the "purpose”. for which such assistance is requestadigraniad,
will nel autamatically entltle me for recelving or conlinuing the said sssistance. Tha decision for granting andfor continuing the assistance will rest solaly
wilh tha Trustees of Koshika Foundation, and their decision is fhis regand will be final and accepiable fo me.

1) T8 TUS 7 sl e w sk W) Wiy ey, A (svdew) wed weely o) fie won o Csifew sty ol vk =i © W sfes v g0 am,
o, ¥ e A fore gmowge o wifee §, o Cifre” g e, gy, e gut gt @ e dfafied sie el @ el el o v e

% wwitn wrd % firg sfie &) 3y W e 3 g € WA W ax A W € g Cwife e v S s

7) & (svdw) 8w ¥ we | s T ww, m, v s e W e e % apied @ witln § 0@ e w0 ove W v ve we |

“wife " v TEE ind w fele e oo wm

APPLICANT'S SIGHATURE OR LEFT THUMB IMPRESSION :

Mﬂmtd@%@‘i&} }4 e
A= 7

AGREEMENT by HOSPITAL (pemd g =)

By atizing hereunder, signature of our Authorised Signatory for recommending this caselpatient lor financial assistance from Koshiks Foundation, we
{Hospital) hersby affirm & accepl following:

1) that we neliher are presently nar will in fulure avad of financlal assistance from another NGO or any other source, for the same patisnlicase, as we are
requesting to get from Koshiks Foundation, to the extent that such assisiance is granted by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundstion, in part or In hull, then the Hospltal reserves it's right to make up the shortfall from anolher NGO or sny other source. This
confirmation essentially stales thal the Hospital will nol avsil any duplicate assistance for the same patient'case from any olher NGO or any ofher sowce
2) The assistance from Koshiks Foundation (s only fnancial [n nalure. Tha choica of the trealment/procodure advisediconducted by the Hospital on the
patient, is based on the amangement betwesn the patient & the Hospital, end is in no way influenced by Koshika Foundation. Hence, the Hospital wil
assume sole & complels respons|bility of the treatmant & IU's outcoma & salety of the patkent, and Koshike Foundation will have no role or responaibility
i the matter,

it sy, pemad ¥ s @ wmdaid W) i serte” o fafls weee iy e, o woft P e (rerem) Py we A s e e e B

1) % fis 1 v wive ot 3 o v J fien som Tl i woed) v W fel e v @ drdeans F W w o 4 e oo i s
# femfmficts 70 & waw 1 *wifre wedm” o W # & 6 o “Sfw wetm " g0 mEm el siesee § R W e W @ s
T 3 wrer wen w et s wEE | T W = s g e b ow e F we ww am § e s ol w T dive # feh
fe srowrll woen m et o= Tmen 9 ) vy

2. “wifire wredve” R o v wm e Rl vl s O v v go @ of wew oW R TrmsTEen W e @ o
3 d= = fawn § sh ‘s s oo fe v w S von o vl v F S € v o s s o= 9o e
ol vl ol “ i wl Wi givw = ol W o W)

) RECOMMENDED FOR ACCEPTENCE
i 4 5t SHA YADAV f
!'HI |o :l{ LS, ONB Ophthamology (Name, Designation & Stam
(Name of De. & Regn, No. Wil Sfaimp) nbehat
TR R, 4 W yE e
FOR INTERNAL USE of KOSHIKA FOUNDATION  stifts awaim #7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE Z
= T | = T 2

S a BN

=24 08 20249



