APPLICATION FORM FOR ASSISTANCE {Healthcare)

Kﬂ“‘shika
foundation

HETTAN 2 AT "rew { TR R )
APFLICATION N, | AFPLICATION DATE :
s N [pd2 [0gs  meme 79k
NAME of APPLICANT AGE-YEARS WI-wd | sex fify
sl Rama Keyhme £5. M,
FATHER'S/SPOUSE'S NAME |
1 M

4 oo e,

_ I PRESENT JESIDENCE ADDRESS ®AWM amamsiy om
O BbeE Ko 3 o &g;rm}, ‘BN Rﬂ&

i Fl

PYe ¢ faiy
PERMANENT RESIDENCE ADDRWSS © Tar e v P ¥
: 0866 Remakidhna
pu— Eﬂlﬂ'ﬂﬁ FLA Clhﬂvf'—'
QUCUFATION : o 7 i ' B Wm} ! UNMARRIED { fmfe)
TOTAL ANNUAL INCOME | (Attach Praof of Income}
A s o 2o/ - {31 F1 T o)
PAN Mo. B &M Ta ;
“RE YU AN INCOME TAX ASSESSEE [Tick whichever i spplicabile): a3 [ Mo (_.-"’f
T AT H/ R AW E (W W= T oW wE | e e & ¢ T
FAMILY DETAILS wiam Tt
Sr, Mo, Mame of Family Member Age (Years) Gonder Relatien with Applicam
F0 AE Titaw % wer w1 Ay T (1) L HERE F R e
ri 2
LnJ 3 0 - AL LIhFaT g £ 0 E t) | I

BASIS for REQUESTING ASSISTANCE (Tick whichever is appiicable)
qErE . fEod i s

EWS Certificate
{Attach Certificate Copy)

AT WA W e Ty

Retion Car
[Attach Copy)

[Alsch |
TiE YA 1

i1

(T T E wm w T (WS T F A W A w5 (99 5 I FE W e ==

Any Other

HA

"PURPOSE" Jor REQUESTING AS5ISTANCE:
T 8 R R fat = i

&r. fgu, Medical ReportsPrescriptions Altached
Lo SETETR W A w) e e e
{8 A WY Gz e Y R prrg;
! _E caltoiie ¢ 7
) 7 L E 7Trt7s i N L7 ==
u 3 -j. w I- - ."!"
[
ASSISTANCE BEIN{E AVA!LEIJ for SAME "PUREOSE" from OTHER 50U RCES
m?ﬁwﬂﬁmmmfmﬂmmﬂmww
5. H_n. HAME of GTHER SQURCE AMOSHINT 5
- e 54 S e uf%&nés';gﬂmﬁ: %%NG AVAILED
J
) e CC W B L) c:ff.f —




ECLARATION by APPLICANT, STées gm srrm 1

11 herelry confirm that aff detaits in this Form are True Lo the bast of my knowiedge, Any fafse staterment will rander my Appiication & angaing assistance, if any.

Yiable far rejection/cangeliation,
}1 selaminky confiem Ihat assistance, if received from Koshika Foundalion, will g used only for lhe “purpose’, a8 staterd in this Fomm, far which such assisEnce

Jas requested by rma
| | hergky confirm that | harda net & will nol in huturg, avarl of reimbursamant, it pard or kRl Irem any glher sourgefamplgyerfinsurance campany. of Ihe amount

W which Ihig assistanse is requasted
:lﬁﬂhwm{ﬁ:wmﬁ"F'dnﬁﬂﬁmﬂﬂmﬁ*aﬁmmﬁuﬁimﬁﬁimﬁmmmmtﬁﬂﬁmﬁmmﬁmmil

!Jlﬂma’rmuﬁ'mmﬁ".ﬁﬁﬁwmi.mwmmﬁﬁﬁmmm,aﬁmmﬂwwh
nﬂgﬂemtﬁ:mmtgmm-uﬂ#i,mnﬁmmﬂwmmmmmmmmmaqﬂmimaﬁqﬁwﬂﬁm

AGREEMENT by APPLICANT | sdew T0 0%

1% By alfixing my signalure or thural Impression on this Form, § {Applicant] hereby agrag & authorize Koshika Foundalion and i's Trustees to
usepublishipul-upireproduce MMy Name, address, photo & detalls of Ihe "purpose”, for which such assislance is raquestedigranted, thiough any
melium, inciuding bul aol imited Lo verbal, print, electronic, for seHeiting donations for Koshilka Foundation andlor dissaminating information atout irs
autivities!achigvemants. Such use ol my phote & details can be made by Koshika Foundation belore or afier my treatmenl ar fulfilment of the “purpase”

for which atwsiance s haing rmquested
7)1 [Appicant) fusher agree that any such usa of my name, address, phote & details of the “purpase”, for which such agsistance is fequastedigranted,

will not auiomaically @niite ma for receiving of poniinuing the said assistance, The dacizion for granting andror continuing the assistance will rasl solely
wlify th Trusimes of Koshika Foundation, and their dacision i& this reqard will ba final and acoeptable to me.

uwmmmmmmmmmﬁ:m;mmmﬂzmtwmmmmw"mﬁmm(ﬁwm
T, wH ﬂxa’rmwmﬁu‘rhﬂi.aﬂ"aﬁm"mﬂ,m.mwmﬂﬂqﬁqﬁmﬁmﬁmﬁﬂﬁﬁﬁﬁﬁﬁﬁmm
ﬂmﬁamﬁﬁmmtlﬁmmﬁuwﬂtmﬂwﬁwmﬁmﬂﬁfm“ﬁﬁmm&m"ummh
z}ﬂmﬂm‘)ﬂﬁnﬂiﬂlmtﬁ:ﬂum,m,m\?}mﬁzmﬁm“ﬂmﬁaﬁnﬂﬁwﬂﬂiwm:mmmwﬂmlmmﬁ
"m"mmmmﬁmmaﬂxmm

APPLICANT'S SIGNATURE DR LEFT THUMB IMPRESSION :
FRE # TR W Hs W PR

.
<%

AGREEMENT by HOSPITAL (FFars W )

By affixing hareundar, signaturs of aur Authorised Signatory for recommending this casafpatient for financial assistanse from Kashika Foundation, we
{Haspital)] heraby atfiim 8 accept following:

1] thal we neither are presently nor will i future avail of finanglal asaistance rom an
requasting te gol from Koshika Foundation, 1o the extent that such AssisiRNCE i3 gran
by Koshika Fotndation, In partar in full, then tha Hospital ressrves ii's fight to make up the shartal from ancther NGC or any other source This
confitmation essentially S1alEs \ral e Hospite! will nal avail any duplicate assistance for Ine sarme patienifcase from any ather G0 ar any ofher sOurce.
24 The assistance frem Koshika Foundation is only financial in nature. The choice of the trsatment/pracedura adyisediconducted by the Hospital on 1ha
patient, is based on tha arangement betwaan the palient & the Hospital, and is In no way influsnced by Koshika Faundation Hance, Iha Hospiial will
assume soke & compele responsibility of the treatment & iI's utcome & salaty of the patisnt, and Koshiks Foundzllon will have n rale of responsbitily
in the matiac

wal m@.mﬂﬂmﬁmﬂﬁaﬁ"m mﬁm“ﬂﬁﬁumﬁmaﬁﬂi,ﬁém{mﬁmj o TET @ T A TRER = 3

1 mﬁqﬁﬂﬁmﬂ!#ﬁmﬁfﬂﬁmmmhmﬂmmﬁﬁrmmﬂmﬂﬂmﬁﬁﬁﬂmﬂﬁt.ﬁﬁiM'mm"
ﬁmﬂmﬁﬂmﬁwﬂ“ﬁﬁmmﬂm"wmhﬁtlm“mwﬁm'mmmﬁmﬁﬁwﬂm ﬁmﬁﬁmmtﬁm
mﬁmﬁtwﬁmWﬁrﬁimwmﬁmﬁimmﬂwnqtﬂmmi!mﬁﬁmwmiﬁ:mmﬁmmmﬁ.mﬁnm

ﬂ!mﬂa#HmfmﬁmwﬂwﬂﬂmM1
2. “aﬁlﬁﬁ:lm'rﬁ‘m"ﬂﬂhrimmmﬁﬁﬂtsﬁmmmﬂﬂmmmﬁmmwﬁwm

2 i 1 o o “wfe vk o ek T mﬁtlmwﬁﬁﬁmw#mmﬁmﬁﬁqﬂﬁﬂuﬁm

othet MO ar any aiher sourée, for the zame palienticase, as we are
bed by Koshika Foundation, If the requesled assislancs s nob granted

.

21 e ol e o g W fae 4 i
53~ RECOMMENDED FOR ACCEPTENCE /S‘—_
0. Nageselgh = fou hisaili e
— i -".l'l-ﬂl""“" iy (L alral .T"DJI‘ |
i ot C‘“““LE:{;:TE; fighractive f}fl'ﬂﬂw w 4 - i ganch ”
Ffim 9w Cormes % Eye Core anay

{Mame, Bresignation & Slamp of Authorised Signatory

1// e sapa Exo Care THUS! behalf of Hospital)
| on beha o
,J ? 2/ lﬂm T T T O W AR

FOR INTERNAL USE of KOSHIKA FOUNDATION AR SO ],

SIGNATURE of TRUSTEE 2

SIGNATURE of TRUSTEE Y
A TR

T— i

01.07.204



