m -1 oyl

APPLICATION FORM FOR ASSISTANCE (Healthcare) K%hlka
HETa By SWEATA WrEy (P Suem) T
e B poy/epes  |memar o SN | o
HAME of APPLICANT : l ’ AGE-YEARS 5Tg-T | sex fem
- Suxlan 61\41:".&.1‘ g2 i}
FATHER IVGPOUSES NAME
g W Raw byshan Husder

" PRESENT

a Eh -
R)atthav - 26 3328 ]
PERMANENT RESIDENCE ADDRESS . =2 snamiie 7

RESIDENCE ADDRESS ®iwH g
n i . ) p=

PR L1705 I

He qheie
OCCUPATION - —
=T EW MARRIED (fofon) | UNMARRIED (sifamias)
TOTAL ANNUAL | : |Attach Proof of incoms)
3 wits cCospl— (o = W E)  pf
PAN No, =1 =T Hem A .
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable). Ne
Wi SN AN S 9 E (A 0 IR W W e e ‘:fi_ﬁ)
FAMILY DETAILS R fammm
8¢ No. Hame of Family Member Ago (Tears)| Sender Relation with Apgiicant
4 Hew oftan & o™ W () fem srvE 3 =Y T
FEamobdr =< ™ o
"Hivom =25 = AAFHhECT I [aw)
BASIS tor REQUESTING ASSISTANCE (Tick whichewsr s applicabin)
g & o Pl s
8L Card EWS Cartificate Ration Card Any Other
{Attach Card Copy) (Attach Certificate Copy) {Attach Copy) BasisProof
i T ® A T T e = Wl v TR w5 o A
(wEm = e W Ee W (v wy ) wem ol we Wt (v vy W e wfl w
“PURPOSE" for REQUESTING ASSISTANCE:
werm ¥y el fiesh w agte:
S, No. Medical Reports/Preseriptions Attached
w9 we WEEEVETR W W W1 W WEET w{E we
1
DITaly—RE =—enl{e (LInETE
1 L
(E —<enllf {j,!ﬂ"}lﬂ
SEtery = [E- SICT &I PmmR
ASSISTANCE BEING AVAILED for SAME -PURPOSE" from OTHER SOURCES
™ v ¥ ¥ v 7= wew fet o= ww R e o e
SiNe. NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
W HE 5 vam w1 A ot of wemm wh
&
i tf




DECLARATION by APPLICANT: WHTs gm wem wn:
1} | heroby confirm fat & detals in this Form ane True to the best of my knowiedge. Any false statement will rendor Application & engong assistanon, Fany,
latile for repection/canceliation, il iy

2} solemnly confirm that assistance, If received from Koshiks Foundation, will ba used only for the “purpose”, a5 stated in this Farm_ for which such assistsnce
was requesled by ine.

311 heretry confirm tat | have not & will not in future, avad of reimbursemaent, in par or in full, from any oiher sourcalemploverinsurante comparry, of this amoun|
far which this sssistance & reguested

1) 3 s s oy we @ o wh fa S areed € s v o w4k w ferm vl s e v w0 A mren e o s b
2) % R W wen ofn “sfrm et d A e i b e s An S i s e Rn i, At w b
nlqhm{hI"mmnwmﬂﬂttHﬂnhumhﬂmmﬁmm#yﬂfmtmqﬂmimr

'AGREEMENT by APPLICANT { si4e% @n %)

1) By affixing my signature or thumb Impression on this Form, | (Applicant) heraty agree & authorive Koshika Foundation and ii's Trusteos o
usa/publishipul-upireproduce my name, address, photo & detalls of the "purpase”, lor which such assistance bs requestedigranted, through any
medium, including but not limded to verbal, print, slectronic, for soliciling donatioes for Koshika Feundation and/or disseminaiing infarmation nbout s
scliviliesfachisvemanis. Such use of my photo & detalls can be mads by Koshika Foundation before or after my treatment or fulfiment of tne “purpose”
fof which assisiance s being requestag

2) | (Appiicant) further agree that any such use of my name, address, photo & detals of the “purpose”. for which such asaistance s requestadigrantad,
will nol sutomatically entitle me lor receiving or continuing the sald assistance. The decision for granting andior conlinuing the assistance will rest solely
with the Trustees of Koshika Foundation. and their dacision is this regard wil b final and acceplable to me

1) 98w w oA v s s e e, § (i) vl w5t e v e et o TS = W wivee wm o TR A
o, i sl fiwon v e it 8, =i o] s, o, wenm gl st o e e siv aoedend 6 fid e 9 ve wem

W wwfn wrd o fm arfe b s e w fewen At v o we W owm R we o e wifie el w o adie

2) A (swivs) W0 W W v e Ao, wn, wE oy v oy ooeem skl @ wie & o we o W e 0 o e e

" v e i W Beie s o e B

APPLICANT'S SIGHNATURE OR LEFT THUME IMPRESSION :
i W w W W fmm

AGREEMENT by HOSPITAL (weswes g %)

By affixing hereunder, signature of our Authonsed Signatory for recommending this case/pabent for financial assistance from Koshaka Foundation, we
(Hespital) harsby affiem & accept lallowing;

1) that we neither are presently nor will in fulure el of financial essisiance from another NGO or any ofher source. for the same pafenticase, Bs we @na
requenting Lo gel from Koshika Foundation, 1o the extent that such assistance is granied by Koshika Foundatlon. i the requested assistance is not graniod
bry Koshika Foundation, in part or in full, then the Hospital reserves il's rght to make up the shortfail from another NGO or any offwr source. This
confirmation essentinlly states that tha Hoapital will nol avall any duplicate asslstance lor the same patient/case from any other NGO or ahy ather source,
2} The assistance from Kashika Foundation is only finencial in nature, The chalce of the irestmentiprocedure advisediconducted by the Hospital on the
patient, is based on the srmngemaent between the patient & the Hoapital, and (s In no way Influsniced by Kostika Feundation. Hanca, the Hosplial wil

gssume sole & complele responsibiiity of the treatment & I1's oulcome & safety of the patient, and Koshika Foundatlon will have no rols ar responsibility
in the matter.

T i, W O W e s s ses” 9 i s iy feein o el b Prd g (vsem) fs oen 2w w wiew w e R
1) %% & 7 o wiem s o wfre o fefies werom feedl e ool wer w T ser w0 T ied F W o oo 9 e orod Swifee wmd
B ffimfieds e 3 mau F “eifen s oo wee iy B b it C st s po weme fef ssfwsmen iy e o fes w R e
ol a7 i wowdt W W et W e R w8 s sfeen g v o e o e wn e € e s B aee T Sl i feed
i Hew o el s e @ ) dnedd
L “wifrm wrstve” 2 o of seem e fufir vt oS B O o v o O of e @ fed o Tyl w e O o v
& dm w faw § ol “wifrw st g el wen o o o T b e v 4 o @ e e o sl omd o) ) faset B o e
ﬂﬂﬂ#*iﬂm"ﬂlﬂmuﬁﬂ?m“ﬁiﬂ#ﬂl

.

/ RECOMMENDED FOR ACCEPTENCE
= w * m m [ (W
Date of Surgery _ TS A

"% ul . CAG Assietant Agministrator
. M.S. Ophiralmuogy Db Sl
of Or. & Rgr.No. with Stamp Ui 12 ‘thm“ Signetory
®3 4 T g i S

FOR INTERNAL USE of KOSHIKA FOUNDATION ~ &=it% a7dm 97

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= Te | T A 2
3 M
¥/l

11-04-2024



