e T
APPLICATION FORM FOR ASSISTANCE (Healthcare) KW hk
ETAA BT AT WrE { TR ST NOSMLRA
faundation
APFLIGFLLTIGH MNa. @ APFLICATHIH DATE =—i?ﬁ
kil N!ﬂq?'!’ /19‘?35?' A rrea TE ﬂ;ﬂ?/Zf Buikdung block af fits
NAME of &PFLICANT ; AGE-YEARS *mg-=% | sEx o
Eﬂlaﬁﬁ T AT
Puﬂ 28 #ﬂummma b2 r
FATHER'S!SPCHISE™S NAME
WMML_C&%_—
RESIDENCE ADJ
Pra0f  FostOP
0934 Pu‘]:iafhau o
e ak oy Mol efy MARRIED {ffém) 1 UNMARRIED {smnie)
TOTAL ANNUAL INCOME - T
5 afts 21000 [~ T
PAN No. 7l Tr wem
ARE YOU AN INCOME TAX ASSESSEE (Tich whichever Is applicable); Yes / No
AN FE F A (W T A W W W % e T ;r?f?ﬂ
FAMILY DETAILS i fram
Gr. Me. Mame of Familly Momber Aga [Yenrs) Gander Felation wi B
E | it =AM % :!q':fr; i ul .m“ v qtt:;p:;::."t
== 3 T
@D Ennmna g £ o o HE.LJEEM
BASIS for REQUESTING ASSISTANCE (Tick whichever is spplicatie)
% g Al s
BPL Card
{Attach Card Cops) (Atiaah Cosbiane Gopy) (hitach Goml - e
e W I M Y W W ISR W M
(e TR o o e W (¥ 7 %t B TR e W) { e A i
. "PURPOSE" for REQUESTING ASSISTANCE:
~ W 3 W E | T
&r. No. Medical Reports/Prescriptions Attachad
A HE FeEEERR § T W T W =
» i
[ L ﬂ?ﬂﬁj;t.! K= K";;F.r’lﬁ-‘r{: fala |
| i ] .
2 T = Cub ooy |
i " —
() Quﬁlq,{!r‘u_it 1T Celdadat Pl ol
r SAME “PURPOSE" from OTHER SOURCES
nsms{;nm:e BEIN%;?#E;;: gmm i g mﬂ FTHER S0
SISTANCE BEING AVAILED
Gr. ".ﬂ. NAME of %zﬁ:ﬁ;ﬂém AMOUMNT Uf._:ﬁs_lé - m—'ﬂ
wY WEA = ¥
] DRCC 7000




e —— e —— ——— e |

DECLARATION iy APPLICANT. FH== T Tl T

1) | hareby cenlirm that all details in this Eotra are True 1o the hast of my knowledge. Any falsa gialemenit will render my Applicalsn & cngong assistanco, it any
iitla for rejectiontcancaliation

211 selermnly confinm thal assislance if received from Koshika Foundation. wil b used anly for he “purposs”, 25 stated 0 thes Form, tor whch sueh as5islance

was refquested by mMe.

3) | hereby confiem a1 | Rave not & will il In future, @vail of reimbursament, in parl or n full, from any gines sourcefamployerfingurance company. of tha amount

far which this assistance s requested

n'ﬁmmiﬁ:mmﬂﬁﬁnﬂwmﬁmﬁmﬂm!ﬂ'mimﬁﬁmm‘mmmmiﬁtﬁﬂwﬁmﬂmmiu
2:ﬂ%ma‘lmmmﬁT'w‘rﬁmm“_ﬂmwrﬁt.mmmﬂmaﬁﬁiﬁmmm_ﬁmmﬁwm%-
3'-ﬂ3ﬁzm1§ﬁﬁﬁnmigwmﬂlﬁﬂﬁi,mnﬁ1muﬁmmmﬁmﬁwﬁmﬁmﬁaﬂwﬁmmﬂﬂqﬁwtaﬁwﬁmﬂﬁm

ACRCCMENT by APPLICANT ([ wins Gl Fi)

1) By affiaing my signalurc of thurb impréegsion en this Form, | {Applicant) heraby agree & aulhorise Kashika Foundatian and s Trustees to
peedpubish/pul-up rspraduce rmy nama, address, phole & dotails gf lhe ‘pargase”, Tor which such assistance ks requestedigrarted, thraugh any
redipm_including bt nat imited to vaibal, prinil, electranic, for solicitng denations for Koshika Foundatien andfor disseminaling information aboul i1's
activilissfachievements, Such use of my phato & details an be made by Koshika Feundation before o afier my reatment ar fulfiment of the "purpase”
for which assistance & being requested

2} | [Appikant) lurther agreo that amy such usa of my name, address, photo & details of tha "purpose”, for which such assistance s requestedigranted,
will ol autormatically entiile me for receiving of eontinulng the said assistanca. The glucizion fof granting andfor centinuing Ihe assistance will resl solely
with the Trusless of Moshiks Foundation, and their decizion is Ihls ragard will ba finel and aceaplable to ma.

LY T THR T AT TR A a‘ﬂ%aﬁmm.ﬁ(wﬂﬁ}MMuﬁgﬁzmiﬁ*mmﬂmsﬁtmm'ﬁMM{mﬂuw,
m,m‘\z‘lai‘rx'ah'F:mwﬁamﬂmt.ﬂ'm"mm,m.mﬁmﬂwwmmﬁmmq’lmm
ﬁmﬂ'ﬂ!-Tﬁﬂ'fl‘l‘!Mi‘lﬂmm%ﬁmﬁﬂﬁmmﬂﬂim"mwﬁﬁ?'ﬂﬂmil
z}ﬂLmﬂﬁ]mmﬂmtﬁﬁﬂ.u=|T!r,qm,‘lﬂ'dﬂnﬁmiﬁmﬂmﬂMiaﬂm:mmmwmlwmﬂ

" e T nT el Fh S e €

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSICH :
e § TEmE W A W e

AGREEMENT by HOSPITAL (¥9RE BRI &0}

By atfixing hetaunder, signature of dur Authorised Signalory for recommenting this casedpatiant lor financsal assistance Irem Koshika Foundation, we
{Haspital} hereby atfirm & aceept follewing:

1} thetl wa neilner are presently nor will in future avail of financial esskstance from ancther NGO or eny aiber source, for the same palent'cRse, 85 wWe BrIe
requesting 1o gel from Koshika Foundation, 1o the axtent thal such assistance is granted by Koshika Foundatian, Il the requested assislance i5 npt grameo
by Koshika Foundation, in par or in full, than the Hospital reserves it's righl 1o make up tha shortizll from angther NGO or any other source. This
confirrmation essantially states that the Hospital will not aval Bny duplicate assistance for the same pelienticase frorm any othier NGO or any ather sounce
2] The assistance from Koshika Foundation is only financial In nature, The chice ol Iha tregimentprocedure adnsediconducted by the Hospital on the
patient, Is based on the arrangement batween the patient & the Hospital, and is in oo way InMuenced by Koshika Faundation. Hence, the Hosplial will
assume sole & complete responsibility of the reatment & I's putcome & salety of \ha patient, and KosEhike Eroundation will have no role ar res ponsigilily
in the matter,

Tt Wi, TRt W s ) WA s T @ e e 0 fewier =1 et #, o e e R & we T e E
1}mrﬂHimhmaﬂtﬂfrqﬁqﬂﬁmmmﬁwﬁﬂtmﬁﬁwﬁumhmwhﬁmﬂﬂmmﬁﬁﬁﬁwﬁﬂtﬁﬁrﬂ"uﬂm TR
ﬁfwﬁwﬁ#ﬁ:m'r#wﬂ“ﬁﬁmmﬁm"mwﬁﬁi#lwﬁ*aﬂﬁmmﬂ;&n"mmﬁ?ﬂrmanﬂﬁmmtﬁ ELni)

Fieh 37 by o don m T s TR ¥ W S 1 AR e e &1 e e v b s R e 7 et 4
1 W weor W Pt S e & A
5w wEATAT A F o e S R T vt ) 3w v g ) v ey @ e el | o o s

#iﬂ—q'airﬁw#m“mﬁrmﬂm'WMWﬂﬁm#ﬂiltﬂHmﬁﬁﬁﬁmwmhmﬁwﬁﬁmﬂﬁﬁ?rﬂﬁﬂm
ﬁﬁmvm-ﬁmmmmmmu?émm

~—RECOMMENDED FOR ACCEPTENCE

Date of § f"DrFi-eshEM%m . E}ﬂf J')
e of Surgery . NBgQ =
Ay w Wi Consutant, Medical Supstinterdont,

Comea, Catersc! & Rstractive 5.1

¢ s {Nama, Dealgnation & Stamp of Authorised Signate
2| [ &Y ) 2) lummﬂw LA ontohattof Hospital) T
£3

T W WE W TR T T B safte S
FOR INTERNAL USE of KOSHIKA FOUNDATION &1 274
SIGNATURE
Al of TRL:STEE 1 SIGNATURE of TRUSTEE 2

7 /ESTE?

/i

2409201




