AR - €-3Y-1)-0)!

APPLICATION FORM FOR ASSISTANCE (Healthcare) KDShLIQa
HETAM W AR WY (rears Sursie) foundation
APPLIGATION Mo APPLICATION DATE ; Butidng bk of b
i T A } 119y r]cﬂﬂln i firdt |ﬁi$]1“1
NAME of APPLICANT - & AGEYER e
spdeE W qm ‘1 =l '] \[ p—
FATMER S/POUSE 5 NAME
s 1 =
T

{ RESIDENCE
W Puwr Teh- (ausaen » CAN . Kk lousyou &

hbnams - (221073
PERMANENT RESIDENCE ADDRESS - w097 s{rsld &0

Seeop - 'Isu!aiqp

Hs Ofoyp
i
OCCUPATION on
i Wi sretabas MARRIED (7o) | UNMARRIED (sthrmefi)
TOTAL AMKUAL INCOME {Attuch Proof of incoma)
= =i i |- F;Gm”q] (sr = W W) i
PAN No. THIF ST S =
ARE YOU AN INCOME TAX ASSESSEE whichever s applicable). Yo [Mo
T A AN W T ¢ (H w=m N W o R e W AR
FAMILY DETALLS wftay e
& No mwr-ﬁ Mrmber (Yoara) Gander Relation with Applicant
=% W o = R (w0 fein S % W S
L) ﬂ"mm : 1 H HUSROhd
AN E MR YT SIRTh AT} M SO
LT,
BASIS for REQUESTING ASSISTANCE (Tick whichewar s applicabie)
o % Frd el s
BPL Card EWS Cartificain Ration Card Any Other
{Attach Card Cogy) {Attach Certificats Copy) {Attech Copy) Basis Proof
witdt % 9w s up g TG w5 s © e
(v T W e WA S e B ESR R iR o R (v T W w w e wh

“PURPOSE" for REQUESTING ASSISTANCE:

woem ¥ fed md fen W ot
st No Madical Raporta/Preucriptions Attached
W HEw wEEEE @ W0 % W AR e wee

TgTROSIS——RE—=—SERIE CATARACT

2 (= SENJIE CATARECT |

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ T ¥ B RN s T el s w B e v w0

Sc No MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
= W W= T W AW wt wf weren ol

8 4
Kl




DECLARATION by APPLICANT: WMTE EiN o e

111 horeby confiem Bal oll detads in this Form are Troe 1o the bost of my knowledge. Any lsiss staterment will render iy Application & ongaing assistance. if any,
able for rejection'cancefiahon

21Imim;-mmmm,wmmmmm_ﬂmmmmnmiumnﬁFm_mmmmn
was regquesiod by me

ﬂllwwﬁmmH'II\"BF!DI-IHHIMhm.mﬂMHMﬂhummmmwm.ﬂ“m
fr which Thin assisience & requesied

Nismrs{mouifigol A owlismmmombfsfifmmarmmmmoemtdsf g Esiasss b
) g W we A Cwifis wERat, @ w oot f, s T i st o @ el fem owde, @ e oo b

1) & fe won o et wrom g o oede o o B, o ofn w afes W e e et e Pt sl @ m P kool o o ofies o o
AGREEMENT by APPLICANT ( smies gm %)

1} By afftaing my sgrature or Swmb impression on this Form, | (Apglicant) hereby agree & authorise Koshika Foundation and s Trusiees to
usepublishlpul-upireproduce my namg, sddress, pholo & details of the “purposa”, lor which such assistance s requesied/granted, through any

mdium, imciudmg bul not imasd 1o verbal, prinl, slectranic, for soliciting donations for Koshiks Foundation andior dissemnating information sboul i1

sctrvitlesfachisvaments. Such use of my pholo & details can be made by Koshika Foundation before or after my treatment or lulfilment of the “purpose”

fo which assmiance s being requestad

211 (Applcant| further agree thal any such use of my name, sddress. photo & detals of the “purpose”, for which such - asssiance (s requeshedigranied,

will nol automatically entthe me for receiving or continuing the sald sssistence. The decision for granting andior continuing the assktstance will resi solely
with the Trusises of Kashika Foundation. and their decigion is this regard will be fingl and accaplable io ma

1) v W E e W s W e e, # (spw) e weefe W e s ol Ceifee sbe o T it ¢ W sl s s o
W, W #n oW e wowws o s §, v wifew” g s, oe, wenn gt agtim @ we ofdeed s oovedeed o Sl fesht o wior e

# i wrd & i s ) St e w Sewew 3 pew o wed W e d w8 fom " wifew wrde” w sl afoe

20 (swlew) wowm A e o e dn wm v, Wi ol v ot e e ¥ Tt @ ol b o e e v w0 e §

‘i TN T e W iy i sl e W

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
W E fRE W S W T

AGREEMENT by HOSPITAL (wss oo &)
By affinng hereunder, sgnature of our Authomsed Signatory for recommending this case/patient for financial sssistance from Koshia Foundation, we
(Hospiial) heeeby afirm & acoepl following:
T}WlwmﬁmnpmlmﬂymﬁhMﬁMh“mmmmmﬂnghhmwﬂﬂﬂ#:ﬂﬂﬂ
tequesting Lo gel lrom Koshika FoundaBion, 1o the extent ihat such assistance is granied by Koshika Foundation. If the requasted assistance is nol granted
by Koshika Foundation, in part ar in full, then the Hospital resssves it's nght 1o maka up he shortfall from another NGO or any other source, This
confifmabon essemdally states that this Hospital will not svall any duplicate sssistance for the sams patient/case from any olher NGO of any othar source.
2) The assmtance from Koshis Foundation is only financial in natura. The cheice of the reatmentiprocedure advised/conductad by the Haspital on the
patiant, i based o6 the sirangement betwesan thi patlent & the Hosoital, and i [n mo way influenced by Koshika Foundation. Hance, the Hospital will

assume solo & complete responsibifity of the treetment & it's cuicome & safety of the patient. and Koshika Foundation will have no mle or responsibility
in iy i

T SR, W F S e W e e 4 Tl s vy fewfty 9w 2, e ows (e fre wen § W w e e b

1) w0 w o s 3 F wfiee o S oxem St wmef v w et s oeEn | osm e F W w oA o £ i s oA Cwte srE”
# fwfra ey awe % weaw A “witew wrrsbr gy e by fe ot < wifee srrsimT oo weres e s e By s few e | o s
et w= it wew w Sl wee @ o A o sfese e T o g ¥ e e w1 e s il T rse rbenos i R
¥ wrmd W w el = e A W S

1 “wiftw werste” @ o of sevem e fef eyt ol b BF o g of we w et g sveaien e o o e

W W foen & sy “ s it g e v w0 il s i b el v A o0 ® s g s s o W e sl dh oW e
= A s e S s e m Pl ot 9 w6 A

RECOMMENDED FOR ACCEPTENCE
wed! ® fag defy

Date of Surgery \'")
dim & wim Assistant Administrator

: AQphinaimolosy Signatory
\%;\"?\ BEp .m%ﬁmmj I AIU_:mW

MW LS WA

FOR INTERNAL USE of KOSHIKA FOUNDATION st Twm 7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=T TR | = T 2

7 BAE

18-08-2024




