APPLICATION FORM FOR ASSISTANCE {Healthcare) Kg‘si hika

TETTEH BY TR wrew (vervarm ¥ ) e gy Lo
APFLIC, : - APPLICA Pl e
e [hlﬂ“#-.;tufﬂgﬁ{] mmﬁmﬁﬁgﬂm e
MAME of APPLICANT | AGE-YEARS WT-0% | sex fifn —
mewmw Jogegowrdo be "

g imfz;_lp Pukte g owiclon
= PRESENT RESIDENCE ADDRESS WATS ST 09

— poolIfcafnapues  Ghéemono beali

<,
NT RESEDENCE ; Ll
n e C'P ?
026 Tege gowelo)
— coe Lle | MKRRIED (PTF) | UNMARRIED (e
TOTAL ANNUAL INCOME : |Attach Proaf of incame}
T W oRen0 |- (5 W W )
(PAN Wo. Tl i wn ; .
ARE Y04 AN INCOME TAX ASSESSEE (Tick whichevar is appiicatie): Yea | Na __F L
= a3y 3w ow (W ue W W T W e VR e
i FAMILY DETALS wivam fiysm
' Memoer {Fears) Gandar Relation with Appiicant
i:*i::m ﬂﬁ.rng T ‘%'nm il s
e 5
——=_____-_\_=__
_-‘\-‘-"'—th-‘_\-‘-‘-
-h“-\""-l_l-
"BASIS for REGUESTING ASSISTANCE (Tick whichevar s apphicable]
wE W fed feafn s
LAPL Card Cortilonts e
|Attach Card Copy) mu?u“:mﬂmn'uﬂ Thtash Cor ‘ﬂm
i T v o= i w e oy T W o
{wo T wh W oy S ow (9= T o See s [ 1w e
“PURPOSE" bor REQGUESTING ASSISTANCE.
w #y el wi fiend W ok
e No. Wedical ReponsPrescriptions Alached
W e sEmEiRET 3w W s it v
{\jf."' AT W Eew L RE cofoayet
L Coatrrant
.!"_"h.._,1 il ¥ i =3 i 3
__&L/.,‘__—__.bu_z%&._u} LE .r‘%@;ﬁ

ASSISTANCE BEING AVAILED for SAME -PURPOSE™ from OTHER SOURCES
VI ¥ W W s wwew fielt s @ fem e a

5¢. No. NAME of OTHER SOURCE AMOUNT o

el el uﬁmmumn
J

{..!.j DT = TTa) 75




DECLARKTION by APPLICANT: s gt dhosy ooy

rjlnmuhyhmﬁn“ﬂﬂ-ﬂlhmﬁmﬂﬁnmﬂnhﬂﬁmhm Ay false sisdemant will randar my Applicalion & ohgolng sssistancs, [ any,
linkste fow reqecionicancellation,

21 | solsmndy confinm that nesistunce, # necelved from Koshim Foundation, wil be used only for Me “purposs”, an siabed in 1ha Fonm, for which such staisiance
wiEE Moasted by me

%) | hrerntry conliem that | Ry ned & will nat in Suture; avail of reemborsermant, in pan o in full, from ey ofher sourcstemploymtinsuramon comoany, of the amount
for wisch this: Esislence i rogueiied.

1) 4 sbww wow T W T @ e ke feer et € o W v o e o e e e b S e o o b
5 Bt gm o eren i “wifem s, @ oo wron® ), e wwdn vk vt ol g o Tt fanm i, of v s un mm b

1) & o v f 0 Fis sowm ) o b w vl & T e w s w e frem T e i il Wt # 3 o B 8 b v o e d dm
AGREEMENT by APPLICANT { WS g W)

1] By affixing my signature or thumb impeession on tis Form, | (Applicant] hereby agree & suthorise Koshi Foundation and T's Trustess &

e pubksy pUt-Uprepoduce Fy Aame, sddress, pholo & delass of ihe “purpose”. lor which such assistance is requesiedtigranied, Thmugh ary
madim, Incuding Bt nat Enited 1o verbal, print, siectronic, for soliciling danations for Koshikas Foundation andior dissemnating information about s
priiviliesiackinyements. Such use of my phots & detnils can be mode by Koshiks Foundation tefore or afier my troatment o lufiiment af the “purmpese”
fon which ssssiance i beng equesled

21 1 {ippicani) liriter sgres et any such use of my name, address. photo & details of the “purposs”, lor which such assisiancs i requested\grnted,
will ot autematically entite me for receiving of continuing the said assistance. The decision for granting andior contmuing (e assistance will rest solsly
with th Trustess of Kaskiun Foundation. and thair decsion is (his regard wil be final and acoeplable 10 ma

|} W T e e s W e, (e sl e it yftr wom f o “wiftvs ity sl v mnind " W afie o f T b
w, s i @ e vy 4 i w0 Cwifew” g s, o, wewm oyt gt @ et offidied s weferd ¥ e el @ T e

+ vt wr % Fy o §1 %0 T W Tewon & P ® vl w o 8w W T i st o s e

o & (ombre T wm & e o T, v, W ok e W e e ¥ v W e § e e B W v S e E
“wifre” s med sl W el ol ok woessl gy

APPLICANT'S SIGNATURE OR LEFT THUMB BAPRESSION | T
we o gomn W e w Fee

AGREEMENT by HOSPTTAL (vomm B W)

Bylf'ﬁmngM.wﬂmrmwmmMWmemmime.n
[Hoapital) hereby affem & accapt haflowing:
t]mqupmmnwmmm|nr..m:-|u|ﬂufﬂmnﬂummmNMuwwmrm.MMEmumm.nﬂrl
nqummnp:MMMFm_mmmlmmmnrﬂwﬂﬂ“landlthﬂ.lrﬂ'-rnquliﬂmh_nﬂnnrud
by Koshika Foundabon h|:-1nl'i'IFuFl.I'IHHHI-HI.FHumlflﬁﬂ'ﬂlﬂn‘kﬂuﬂﬂ“ﬂﬂﬁﬂlﬂﬂﬂﬂﬂﬂwmymwm.TM
Wuuﬂmmmwﬂmﬂmmﬂmm&Hmmm-wmmw-wmmu.
21 The assistance fmm Koehiks Foundstion is ocly financial in naturs. The choice of the treatmentprocedute advisediconducted by 1ha Hospltal on e
plburn.hhmﬂmhmmnpﬁmlhwmhhmmlwwm-#ﬁﬁmumhm ther Hospitd wil
llmmﬁimmlmﬁwﬂmm&ﬂlmlﬁmﬂhmﬂmmwwiﬂr-\rtmmiunrmpmmhﬁw
m Ehe rraiiar

vt s, Wl W T @ Sl % s sk @ ffm apen 0y fewdm = b, Pt W (e Sy e e w e e b
WAL ALL ity = Wt i o fifire e Pt i et e v Tl = vl e e o m R b, el v i
';hﬂmMmim#'mmM'mmqhhﬁ“wwwmﬂMmhwiﬂhuitm
st == By ey wom w fesh FmovEnE | o E W s geivn v o e o e ww o | e svam fopfm = T i £ el
fr wrasl) wem w fesh W une W@ w i

2. “wifim wretm® # vl we e e vt # b il wowwee oo 4w S e e w1 W i e
-nt-tnnfmit“ﬁmmﬂm‘whﬂmwﬂmdhﬁmim&imw#m-#ﬂ Wy
ot ik sl wiie® W W ofew W fadhd o F w0

i takstmipart T
RECOMMENDED FOR ACCEPTENCE
o w % fe s g
Surgery \ A urit of Shmadha Eye Care Trus.)
mﬂm = Dorennav™r ' -.uim-#nnu.ﬂ-mmnm
MBBS, M8 FPRS FICO [Name, Designation & Stamp of Autharised Signatary
0 (0% ] 24  oriberttani & Rigao SR efom| on bihaif of Hospital)
b o it i T A W S s
FOR INTERNAL USE of KOSHIKA FOUNDATION s 29 ¥
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 1
O T | e Yo

7 AT

= J0F

11-04-2024



