(-22-]]—0992

APFPLICATIOM FORM FOR ASSISTANCE
HETOW Y ATAEA WiEY

(Healthcare)
(T EETA )

APPLICATION Ne

Nl 12a o193

e |

s TR
m of APPLICANT AGE-VEARS STi-m | sex fem |
AR Hatii Mohapmmad 49 M
FATHER'S/SPOUSE S NANE - 2
FvEz 1 Cavdiaya
PRESENT RESIDENCE ADDRESS W35 _3{MTHIN %

Pav¥®r " Tehe- Tl7axn . DISL- AT

% .
Koshika
foundation
Budding Block of life

! >
: - T Pyeop Pa
»—p-lmth“ sl PERMANENT RESIDENCE ADDRESS : i syamm 9m 0193 &&&OP
Hs apsve
Mohapamead
m:ﬂm;. qumer \ | MARRIER (Fifi) / UNMARRIED (i)
TOTAL ANMUAL INCOME - Attach
e (:,O,QUDL '[mmm'm
PAN No. T Bnm o9 , A '

ARE YOU AN INCOME TAX ABSESSEE [Tick whichever is applicable)
T A AT S oW T (S e oI oW e e

1;-: @

FAMILY DETAILS wiram faamm

= o i & e Rl R ST ¥ T
T Fala 43 2 AV 7
7 Tably n il TAn .
3. Tan Xl ad _ Oh E Tkﬂrm

BAZIS for REQUESTING ASSISTANCE (Tick whichever is spplicable)
wTm % fevd fad s

BPL Card
(Attach Card Copy)

THE T ¥ Ay v
(WO T ¥ w wie wEm oW

EWS Cwriificate
(Artach Centificats Copy)
SF M W e
{ WHPT 99 W] W W SR T

Riatlon Card
{Aftach Copy)

AU EE

(W 93 %1 B 9 W a

Any Other
Basiz/Prool

3w W

T

“PURPOSE" for REQUESTING ASBISTANCE:

i Ft i e o e

Medical Reports/Prescriptions Atiached

Sr. Mo
B T e R WM W i g e
i :;Ji%qﬂn T RE = SFENITF ZHTAPhIT
[FE - SINITE 7RATORRT
) SuvJewy — RE- <77 [fTH PimA
ASEIETAHCF BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
¥ IR % ] Y A e fel sen s | e o
S Hln. NAME of OTHER SOURCE AMOUNT of ASGISTANCE BEING AVAILED
F P W) i} wEam vl

r AT




DECLARATION by APPLICANT: s8%0F pm s ¥s;

1) | hesaby eanfinn thal sl delais i this Form are Trus 1o the best of my knowledge. Any false stalement will rendar my Application & ongolivg assistance, if any,
Habis for rejecbion/cancaltation,

2] | wokarnily confir thal assistance, if recelved from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
wikh radguissiad by moe

3) | Merehry. conlirm dhal | hawve not & will nol in'lulure, aual of rembursement, in part of in dll, from any other sowroeemployerfinsurance company, of fhe amount
tor whechi this assistance s iegupstsd

R R R R L Rl e R R L o e et S Gu—

2) g ot s e il s, 0 f W o b T T s o @ e e e, o TR e s

3) & g wam b fem ame d W i 9 of 8, R ofn W s wen e e s il wieed @ 5 o fie # ol 3 ) ol A g
AGREEMENT by APPLICANT (s3e% g %4%)

1} By sificing my signature or thumb impression on this Form, | (Applicant) hareby agree & authorise Koshika Foundation and It's Trustess 1o
uro/publishiput-upireproduce my name, address, pholo & details of the “pupese”, for which such assistance is requestedigranted. through any
madium, maluding hul not imited 1o varbal, prnl, hkecironic, lor solicling danations for Koshika Foundallon and'er disseminating informalion aboul il's

activiliealachimeemanits. Such dse of my photo & detalls can bo mads by Koshthe Foundation before orafler my treatment or fuiliiment of the ‘purpoke”
lor which asgigtanco s bolng reguested

£} 1 iApphicant) furinar agrao [al any such uss of my name. address. pholo & delails of the “purposs”, for which such assisiancs is requestedigraniad,

will nat automatically solifle me for recalving of corlinuing the sald assistance. The declsion for granting andfar continuing the assistance will rest solely
with e Trustess of Koshiua Foundalion, and (neir decision is this regard will ba final and scceptabla fo ma

1) v s W i emen m s W e e, A (smites) v w9 e wen § o “ it Wk it e i " W s v § B i
¥, W@ s A Fawn v it s s =i, o, s gt sgden o ol flfed ol sveeed & i Bl @ wm e
|y W @ o aieg #at emow fe 8w w o w e d e F fi s et w S g &

2) % (wrtew) g m w mew f f dn T 9 ol P @ e weew % aseed @ win o e wrew w0 v T e |

“wifvem " v T iy W Frele affim st s v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION |
T W TRE W S W

LT od
aulh pohate
7

AGREEMENT by HOSPITAL (wmam mm =)
By affing horounder, signature of our Authorised Signatory for recommending this caeso/patent for inancial assistance from Koshika Foundation, we
(Hoegital) heraby affiem & accept following

1) thad wir naithes ae presestly nor will in fulure avail of fimancisl assistonce from enother NGO or any offer source, for the sama patientcase. A% We e
requiEsling 1o gel from Koehika Foundation, Lo the exlent that such assisiance i granied by Koshika Foundation. Il the requesied assistance bs not pranted
by Koshika Foundation, in part of in fuil, than the Hoapilal reserves IT's right to make up the shoriall from another NGO or any other source: This
cofifirnation esseritially sistes Ihat the Hospital will nol avall any duplicate ossistance for the same pathenticase from any other NGO or any other source
2) The sssiitance from Koshika Foundalion is anly financial in naiure. The choice of the ireatmentprocedure advisadiconductod by the Hospital on the
patiend, is based on the arrangemen! bstween e patient & the Hospital, and is in no way nfluenced by Koshika Foundation, Henco, the Hospital wil
assime sole & complete responsibillty of the treatment & it's outcome & salety of the patient, and Koshika Foundation will have no role or responsibility

in the matlor

gl afen, wel # sl 8 R 1wt st 0 i we ) frefon &t @, f e (eom) e wer R w8 e s

1) o T 3 W winm o 5 @ ofes F fafre e e i wed S @ el e i 8 T O F o ow Ao & 4 e ort Cwifee e
W frwrfrefode s & e | i wese” oo vee iy e ol Y sifen sresm g wemm Pl sifes e ) won 6 few s & & s
el == fn vl e W fedl o A T e SR e i o oo i o e wwowm & T s fod e e it i fe
i wwd] wem 9 TRl or e T ) A

2w g A ol s S o gt @ bl o reme e S of sew w fet T TalEn s TR e

w diw oW faww & ol " wifies et g Bt wen W oW T b el v 00 W e o o set SR WY el Fegd O o wema

=t o ot it o Wi g w Pl wn sl o S el P
sk T 7
(\\F,Q/ ECOMMENDED FOR ACCEPTENCE /
aZe i\

ulE A Surgwy Dr. WAFTANSARI X

ST F A MS (OPHTHAL) CHARAN MASSEY

R

]
TFET W M W EEeA 9 A 1 Wl

FOR INTERNAL USE of KOSHIKA FOUNDATION  Sawifts: 3w 7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

e BNE

23.00.2022




