
APPLICATION No. 

NAME of APPLICANT: 

OCCUPATION: 

APPLICATION FORM FOR ASSISTANCE 

FATHER'S/SPOUSE'S NAME: 

TOTAL ANNUAL INCOME: 

Vo92370875 
Ram Lal 

PAN No. T di HAl 

Sr. No. 

Sr. No. 

BPL Card 

(Attach Card Copy) 

Sr. No. 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): 

Bhher 
PRESENT RESIDENCE ADDRESS u rareig a 

Name of Family Mermber 

PERMANENT RESIDENCE ADDRESS: ars Ararg T 

Kehar 

SanyeV 

(Healthcare) 
(E aa) 

APPLICATION DATE 

EWS Certificate 
(Attach Certificate Copy) 

AGE-YEARS HT 

29|:]33 

Yes / No 

NAME of OTHER SOURCE 

FAMILY DETAILS frarr faaU 
Age (Years) 

SEX frfn 

(Attach Proof of Income) 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

M 

(MARRHED (arafa) I UNMARRIED (afa) 

"PURPOSE" for REQUESTING ASSISTANCE: 

Gender 

Ration Card 
(Attach Copy) 

Medical Reports/Prescriptions Attached 

ataa 

Cataa0t 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

Koshika 
foundation 

Building block of lite 

Relation with Applicant 

Any Other 
Basis/Proof 

AMOUNT of ASSISTANCE BEING AVAILED 



1)I hereby confirm that all details in this Form are True to the best of my knowiedge. Any false statement will render ny Application & ongn DECLARATION by APPLICANT: 3Te RI yo : 

liable for rejeclion/cancellation 

2) I solemnly contirm that assistance, if received from Koshika Foundation will be used only for the "purpose", as stated in t this Form, for 

was requested by me 3) i hereby confirm that I have not & will not in future. avail of reimbursement, in part or in tuli, from any oher source/employerlinsura Compar 

for which this assistance is requested 

1) By antXIng mìy signature or thumb impression on this Form. I (Applicant) hereby agree & authorise Koshika Foundation and if's Trustees to 

Userpublsh put-upireproduce my name, address, photo & details of the "purpose", for which such assistance is requested/granted, through any 

medium, including but not limited to verbal, print. electronic. for soliciting donations for Koshika Foundation and/or disseminating information about ite 

activiiesachievements. Such use of my pholo & details can be made by Koshika Foundation before or after my treatrnent or fultiment of the 'purpose 

for whichh assistance is being requested. 
2)1(Applicant) further agree that any such use of my name. address. photo & details of the "purpose", for which such assistance is requested/granted. 

Will not aulomatically entitle me for receivina or coninuing the said assistance The decision for aranting and/or Continuing the assistance will rest solely 

with the Trustees of Koshika Foundation, and their decision is this regard will be final and accepiabie to me. 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION: 

By afixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we 
(Hospital) hereby afirm & accept foliowing: 

Date of Surgery 

1) that we neither are presently nor wil! in future avail of financial assistance from another NGO or any other source, for ihe sane patient/case, as we are 
reauesting to get from Koshika Foundalion, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted 
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This 
confirrnation essentially stales that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source. 
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the 
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will 
assume sole & complete responsibility of the treatment & its outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 
in the matter. 

2dloal23 

15-06-2023 

AGREEMENT by APPLICANT (34TE# GI HT) 

DR. PRR 
MBBS, 

AGREEMENT by HOSPITAL (ICi SR hR) 

N 

SIGNATURE of TRUSTEE 1 

RECOMMENDED FOR ACCEPTENCE 

NPN SHAHI 
THALMOLOGY 

(Namavat. Dr & Regp. Ng. with Staop) 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

Shrof 's Eye 
Care 

(N 

VAdnSTato 

(NaqeesQnatign 3.8targp.óf Authorised Signatory 
on bahaltof Hospital) 

SIGNATURE of TRUSTEE 2 
BET 2 



Government of India 

Rami Lal 
eR fafR/ DOB: 0101/1954 ge/Male 

2877 3243 3896 

3-3ATH 31t 51 32HR 

281404 

1800 300 1947 

Unique ldentification Authority of india 

Address: S/O: Bahori, owa, Peerpur 
Bangar, Shergarh, Mathura, Uttar 
Pradesh, 281404 

2877 3243 3896 

help Guidai.govin 

www 

ww.uidai govin 
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