AW R-C-1S-0)- 0202

APPLICATION FORM FOR ASSISTANCE
HWETAA ¥y Hraws Wiey

{Healthcare)
{ wTey daEnare )

APPFLICATION No. -

\ & ]C\ij 6% 79

APPLICATION DATE | ‘Ti“,ilﬁ"

Kgs'hika
foundation
esilifing hiech ol libe

Urmray

T W sy forefl
MAME of APPLICANT AGE-vEARS S-w | sex fifn
sTE W Him

11 M

FATHER S3PUOUSE'S HAME

"Ilﬁf-h'lmﬂf_.u“.mmmlﬂl-‘l Vi

Ra)acthim- T —_—.

0

focef  Posiof

il
unhn{m: UNMARRIED | #ifpafn)

OCOUPATION .
TOoT mumﬁ'mfr [Attach Proof af income)
AL
w7 wits 318 S2000 |- (= = Ee HE) Mﬂ

PAN No. T =7 W=

ARE YOU AN INCOME TAX AS [Tick whichaver i agpplicabls ). ¥
wmmmmimmﬁmmﬂuﬂﬁhﬁ | F.f.@
FAMILY DETAILS wfram famme
S M Warme of Family Member Age (Yearn) s Relation with &pplicant
s 'ﬂ!zxﬂmlwm T () fem T N T
T M E ]
(73 | HoShOh V'S M Soh
i ——— S
9y T Redresh iy i )]
BASIS for REQUESTING ABSISTANCE (Tick whichaver Is applicable|
weam % fe faefa s
BPL Card EWS Certificat Ration Card Any Other
Aitach Card Copy) [Atach Certificate Copy) {Atsch Copy) BasisProol
witdt ton € o Toew v WG wy W g T TYvEn P —
Tt L. BB B B _F-l Ry R R-R R R R (v uy w wm o e )
“PURPOSE" for REQUESTING ASSISTANCE:
wme fy fed e el | o
$¢. Mo Medical Reports/Prescriptions Attached
N W semEEte @ W % v gl g
W L] a L1 e~
L .umt'[mm.\ RE ~ <enle falild
[E - <cnle Jainald
i \mrﬁt} — $Lr - SICS  JCTH Pl
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from DTHER SOURCES
™ Ity ® ¥ W w= wwn fed s wie @ o @
e No NAME of CTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wR Hun W Vi W W wit nf e vl
TYiIT




DECLARATION by APPLICANT: smiee gm s w;

1) | bty conlirn thal 8l dotails in this Form ase Tre 1o the best of my knowiedge. Any false atstement will rendes my Application & ongaing sssistance. I any,
litiie Jor pejectonican ceftabion

2) | sodemily confirm that sssistance. I recelved from Koshis Foundation, will be used only for the “purpose”. a8 stated n this Form, for which such assistance
Wik reslueied by e

31 | ety confom fhat | have rot 8 will not in future, avail of imbursemant. in part or in full, from any ofher sourcalsmployesfinsussncs company, of ihe amourd
for which 9ns asssstance s reguesied

1) vy wor o e e 5 el @ ool fewe 3 sl @ wgee v ol @l b ool ool T on e e v am b @ SF o e @ o o b
1) 8 gm oW ap o CaE e dd Rl e T dn s e e S e d m e d o b

V) 8 yfw wn f f faw s i o wnks ol of f, T ofn w anfes e e e e im et el 6 3 m B # ool 3 o sfe F ofm)
AGREEMENT by APPLICANT (s gm W)

1) By affieng my sgnature or thumb mpression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

e/ pubkshipul-uplreproducs my nkme, sddress. pholo S delats of ihe "purpose”, loe which such assisiancs s requesied/grantied, through any
medium, incluging bul aol liemited (0 werbal, prinl. electronic, for solicling donations for Koshika Foundalion andfor disseminaling infarmation sbout IUs

acthvtiesfachievaments. Such use of my photo & detalls can be made by Koshika Foundation batore or aftar my reatment or fulilment of the “purposa”
T which asslslanoe = being reguesied

21 HiApplicant) lurther agres hat any such useof my name, address, photo & datailts of the “purpose”, for which such assistance is reguasiedigranied

will mit automatcally antithe me for recalving or continuing the said assistance. The decison for granbng and/or cantmuing ihe asaistance will res! solaly
with the Trusises of Koshika Foundation, snd their decision |5 this regard will be final and acceptable o me

|) W AT T AT e WA W e, A (srdes) aredt wenty g wm o o it st obe aee =mehd W sfen v f fe g Tm,
o, ke et o8 fewrn gw st o uifen 8, " wifoen® own saml, wr mwem gt ot @ oopft wifefed] s seefeed o Tt Tt & o e
f warfin we) ® fye sfege §1 9% g w P 4 g @ e o we o wrd W fe " wifeer el w sl e B

1) & (spbew) v owm A e f B o, w92 ol fewm o e owome ¥ aptvd W owi v weem W weRE T w0 @ W S
*wifr " T e s ) Ao s el o

AGREEMENT by HOSPITAL (wmms g ®aT)
8y affixng h ded, migralure of owr Authorsed Sgnatory for recommending this case/patient for inancal assistance from Koshika Foundation, we
{Hospital) affirm & accept lolowing:
1) it e nisither ade presenily nor will in future avail of fnancial assitance from another NGO or any ofher source, Tof the same patianticase. & we ane
roguesling io gel rem Kashika Foundation, 1o the exdant thal such asaistance s granted by Koshiks Foundation. I the requesied assistance is nol grantes
by Hoshda Foundation, m par or in full, then the Hoapitsl reserves i right (o maks up the shortfall rom another NGO o any ather sounce, This
confiminton essentally stabes thal the Hospital will nol mvall any duplicats assistance for the same pallent/casa from any olher NGO or any offwar source
2) The assdstance from Koahika Foundahon is only financial in nature, The chowce of the treatmenlprocedure advised/condUcted by ihe Hoapital on tha
patanl, I based on ths arrangement betwesn the patient & the Hospital, and s in no way Influenced by Koahika Foundation. Hence, the Hospital will

aswumi solo & compiete responsibilty of the eatmant & il's outcome & sefety of the patient, and Koshika Foundeation will hnve na rols or respons|beity
Iy i Fromihe

pugl ey, ol € s @ sdol w) Wi st o faiss goee by fedn o) w8, fed en () e v W W on Rl e

1) wr T o wha ol o o wies o Tt e Serh o wreslt Wiy @ el ars wie @ v Ot F o0F wm oA o £, B o el ot
# femftevinais 3w % wn o “wifes wstvs g wex iy B ot “sife et o w fied sfesare B T 9 few e @ s
fasit srw sl don w el s e @ o W W) sfeen grier T ) 5E e A me s § e e i e ove R i e
he woall v m fesl v @ e

1 “wifire Wt & @ vl wrem s el oty o & b o oeer g 8 ol wew w fet o vefee W o b S T

% w5 w faws § o “eire sk oo Bl e e o 9 ) et weee At @ e e sh w6 wd Reetedl O od e
mmm-m-mmmwn?%uimm

RECOMMENDED FOR ACCEPTENCE
_ it % fra_ s Qg
Date of Surgery Dr. Rameer Raza YOGESH YADAY
3 wim Assistant Agminisirator
MBBS 4.5 Ophinalmol
IM]S-S (Name of Dr ¥ Stamp) InerorateiBiame ol Aufhegped Signatory
Ry e i ial e i
FOR INTERNAL USE of KOSHIKA FOUNDATION  seife w9
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
2l rema | =ity

Y AT

i 4 4

L4

18-08-2024




