VRMN- € - - \n—o5MM

APPLICATION FORM FOR ASSISTANCE (Healthcare) w :
Siakiop o Koshika
Y STy PETYS srrcaroneare: |3 o] 9 3 T
NAME of aPPUCANT: () | A _ AGE-YEARS STG-T% | geX fen -
preplegias L5 hud &y ) o
il

FATHER'S/SPOUSE'S NAME : [ . .
sz = =9 ia "?“11-‘:'.1;

PRESENT RESIDENCE ADDRESS wdwel Hmmdim w

4 freep  Peyle
L rtd ﬁa}hmﬂﬂé U-pP. ;'Eﬂ‘irgl ¢ &P ¥ Vf
PERMANENT RESIDENCE ADDRESS : sard T ;
© +39) Bhud ev
alme (L% ahGi/ ©
%‘m”' | ‘,_ér'm_;? \u&;m"{ﬁiﬂni | UNMARRIED ()
TOTAL ANNUAL INCOME : = [Attach Proof of Incama)
A THF AW RS“I‘“"{“("— (g = W= H) ArA
PAN No, SIT¥ &N BEW o
ARE YOU AN INCOME TAX ASSESSEE (Tick whichover I applicabis). Yes I No
o A a0 T (9 A 38 W W W P e om0
FAMILY DETAILS Sfowy sy
. No., Namu of Family Member Ags [Years) Oender Relation with Applizant
wH HE uftam o n ;| I (wd) fistn SIS W WY Ey
f ENGYIR TN &M = ML TE
3 BTl LR 2 C i
5 | FE'_'T:.'F!HJ;E_L{_;' il E _.:_"Ill['} Fefery gt toley
T R v ! [ 9 I aond SOl
' S Jhohk [E F 9 4 13
BAS|E for REQUESTING ABSISTANCE [Tick whic i applicable)
TErgm = g faefe angm
BPL Card
{Atinch Card Copy) Nlﬁg%ﬁﬂﬂﬂﬂ {mggﬁl BTq]ir:.?Pt‘rh;
wird b 5 v T e o v TG W i
(e T W el s R (W Y W1 e W e (wsm W e i s wh shlst i
“PURPOSE" lor REQUESTING ASSISTANCE:
mr £ fed WAl R I
Sr. Mo, Msdical Reports/Prescriptions Attached
w4 Hem srrre st 4 Wi W) o wfien ol dem
NE — latinanr &
LE - tndanart
Tagede [BEL -SJCSF Pl Al
[ . I 5
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W It & B W ona wewm et 5= wim A fera o 67
&r. No. NAME of OTHER SOURCE AMOUNT of ABSISTANGE BEING AVAILED
TR wE =y T T = wEmm
I I FL{BN LTV =




DECLARATION by APPLICANT: swibow g sheey v ‘\

1) 1 hareby confirm that 2§ detaits in tis Form are True to e best of my knowledge. Any fsise sislement will render my A
kabie for refechion/cancelntion,

wiss requesied by me.

3} | heraty confinm that | have not & will not in future, avail of reimbursement, in part or in full, from any other sourcelemployedinsurance

for which ihis asskstance s regquesbed.

1) ¥ sren wom f B v wee 4 R e feern 30wl @ sen we o @ oft w forn o e s ww we # | 8 s

N Hm A Csw TR, et e e R An Y e e s m eI wm b

33 # v won f T form worem d o w9 o &, T ofn @ e w e S fand o a et weh @ 0 fra @ oo @ s o
AGREEWENT by APPLICANT (5740% 10 %U0)

1) By affixing my signatura or thumb impression on this Form, | |Applicant) hereby sgree & aulnarise Koshika Foundation and if's Trustees lo

useipublishiput-upirepioduce my name, address, photo & detalis of the “purpose”, for which such assistance s requestedigranted, through any

riediuen, including bul nol limited 1o verbal, print, siectronic, for soliciing donations for Koshika Foundation and/or disseminating Informaltion abaut it's

aciivitlesiachisvernants. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatmend or fulllimen| of the “purpess’

lor which assistance |s belng requested

2} | {Appicant) further agree that any such use of my name, address, phota & detalls of the “purpose”, for which such assistanca i requested/grantad,

wil nal sutomatically entite me for recelving or confinuing the said assistance. The decision for granting and/er continuing the assistance will rest solaly

with tha Trustess of Koshika Foundstion, and their dectsion is 1his ragard will ba finsl and acceplabie 1o me.

1) T T W S e W S wwn wme,  (sniew) s aey o gfe v o w st wrem sh awd i s s s f fie g e

o, A she vt fewen ym v o e 4, 9@ e g sl o, wwe gt agtve & @ ofided sty avefeed o ford faslt o g oo

# gt ) o fiey sefon B At v W feem Bt ww ¥ ol @ e 2wk o fig *wifon T w s e

2) & (wrime) T8 W @ R £ 5 T Im, wn, w2 ol fae o) B v © gl @ Wi @ R w W W v W ST W o

“sife " T TEE el w ity st s e

AGREEMENT by HOSPITAL (¥m=a B )
By affixing hereunder, signature of our Authorised Signatory lor recommending this case/patient for financial essistance from Koshika Feundation, we
(Haspital) heraby affiem & accept following:
1) that wa neither are prasently noc will in luture avall of financial assistance from snother NGO or any other source, for the same patisntcase, ob we are
requasiing 1o get from Koshika Foundation, to the extent thal such assistance is granied by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundstion, in par of in full, then the Hospital reserves I's night 1o make up the shortfall from anothar NGO of any other source. This
confirmation essentally states that the Hospital will not availl any duplicete sssislance for the same patfenticass from any cther NGO or any ofher source
Z) The assistance from Koahika Foundation ks only financial in nature, The choice of the reatment/procedure advised/conducted by the Hospital on the
patient, is basad on the arrangement between the patient & the Hospita, and & In no way influsnced by Koshika Foundation. Hencs, the Hospital will
azsume sole & complels rasponsibilily of the reatment & It's culcome & salety of ine patient, and Koshika Foundation will have no tale or respansitillity
in the matier.

Tt s, TETEd W st @ ekal w Ceife st @ (el wee iy foelfe ot w3, fd v (o) P wen @ e ow el o

1) T ol oy abe oy ) ufiee oF ffire warem fel e weel dem w Pk e v o e diome F @R ow @ o 8, W oo st e
3 fawrm/fads 7w % wau F s st o we b i b i wifen et go weeem fef siesesa 8 v T Bea o § & see
ot 37 o wew @ el e W ¥ woTn @ oW sfven gden Tem e e F we s v fe s fofe s e dilores iy R
b wrewe ehen o ool s e o ot dewdied

2 “wfrn wretm A oo ol wwe s fife owfr o S w0 ree g @ of e oo el st Wy AR o wee

& drw w feen | o s ety oo el ven w9 s b vl v 4 O S g sk sR o wd Feesh
gl Swie” W owi gfiem w fedol wowed O A il

RECOMMENDED FOR ACCEPTENCE
[\ wight & forg s
Date of Surgery \
e @ i WHA YADAV
,\4} f_e] A m“;z#r: . ONB Ophthamology
T raE s
FOR INTERNAL USE of KOSHIKA FOUNDATION  airfis i iy
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=l T | A g 2

7 T

/)

"4 A0 9S4



