APPLICATION FORM FOR ASSISTANCE
TEEAT B HTEEA WY

{Healthcare)
{ TR SETE )

AFFLICATION Ho. ;

921 692

APPLICATION DATE |

2419 )

K&hika
fo.u.ndatif:rn

HAME of APPLICAMT ! ' AGEYEARS "T-m | BEX fifn
MR T TH

Sammne ﬂﬂﬂmn‘a

T&

M

FATHER'S/SPOLSE™S HAME !

g =i 99

rMucld g tap J(ﬁﬁp

PRESENT RESIDENCE ADDRESS HHgr i wal

naleberdec

Faindayvied .:1 e 08

Mnmc:{'.
E

NENT RESIDENCE ADDRESS : 3=y Sqsfs w

—

Soannl. ok abholf —

DAL W(ﬁwﬂm

Pm‘nl"

QCCUPATION
=EHA

W} { UNMARRIED (fzanfi)

TOTAL AHHUAL INCOME :

FH TF FH

() €5 p;‘a;f,.f,fc]

—

{attach Praof of Incom)
{1/ 1 AEq wEE)

PAN No. T T WET

—

ARE YOU AN INGOME TAX ASSESSEE (Tich whichever s applicable);
{9 AR W OTR W AR & fa m

e LTl i

£

‘l’e;s.f:%t{__.-—"”

FAMILY DETAILS witem Tamo

5r. Mo, Mame of Family Mamber A [Yoars) Gender Relation wilh Applleant
e e e % el w5 A m (7T} = e
I 5
O] Vaten ,(iammfir{/ =0 ™ MULN
BASIS far REQUESTING ISTANCE [Tlck whichever is applicabla)
e % fird faafn amm
BFL Card EWS Certlficate Eation Card Any Other
[Attach Card Copy {Atizch Certlficats Copy) {Attach Copy) Bagia/
ittt § A ™ AU a9 _ i
(wrn w1 W wo w {w v B S Ee {wEr T W ovn w e
“PURPOSE" far REQUESTING ASSISTANCE:
eI iy e W e W I
5. No. Madical RepersPrascripbiona Aﬂacha-c!
w7 oS FEmAEE & Wi F o afede T Jee
=z '} i
il cagngsy  VUE - Colatiall
e |
L = Yo Loy
= | i
12 SOOI AL e Toduaall -+ Vel al
. i N | \
ASSISTANCE BEFNG AYAILED for SAME "PURPOSE" from OTHER SOURCES
™ W ® 97 # o wew el aa =R @ fEm o w2
&t Ne. NAME of GTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
T FE = T o T wEmmW T
V4
{1 L L C oIS —
oy 7




DECLARATION by APPLICANT: ETF ZRT ¥oMF 13-
1} | herehy canfinm that all details in this Sa-m 2® True o lhe ¢t of Ty knowledge. Any falso stalement will render my Applleation & ongeing assistance, if any,
ikl for rejectionfancelation.

21 eclemnly confirm thel 2ssistance if racs vad [im oshica Fodraasan, well be used ony for the "purposs®, a3 stalad in this Form, for which such assislance
was requested by me

3) 1 hereby confirm that | hava nol & will natia “clure a3 | of reicborsement, e pan orin full, fram any other sourcefemployermsurence companty, of Ihe amount
for which this 855 stance is requesiyd

17 ¥ S wE {6 5A WS 9 e e AT S SRR e WE T AR LAty s famem e s e & A 08 weem S ot w ool
2) g W FER T CFTE T, W T R sl 39 T e w1 g & e fa arm, b vaowey ) wnomn
1) ﬁ‘gﬁﬂﬂﬂliﬁ?mm%ﬁﬂ?‘iﬂhElﬁm‘é‘.wnmmmmmﬁmﬁﬁmmm#wﬁMiﬁiﬂmﬂiﬁm

== AGREEMENT by APPLICANT { s == GAT FA0)
1} By affixing my signature or thumb irmprassien cn this Ferm, | (Applicant) heqeby agree & authorlse Koshlka Foundatlon and s Trestees o
usefpublishiput-upfrepiaducs my name, accress, ohotn & d2tzs of 12 “purooze”, for which suech assistance s requestedigranted, through eny
medium. ingluding but nal imiled 1o verbat pring. elestranie, 13- solinting deratlons for Koshika Foundation andfor dlsseminaling informetion aboutil's
activitieslachiovemenis. Sush Lse of my ohola A delails can be made by Keshika Foundation before or gfter my treabmanl or fulfliment of the “purpess”
fonr which assislance is beirg requasied

21 1 tApphicant) funerwgree sl auy such use of my name acoress phole & details of tha “purpose”, for which such assistance is requested/granted,
will nol automatical y enlitta ma far reseiving or convinuing the said assislance Tha decision for granting andfor conlinuing 1he assislance wil rest sotely
wilh tha Trusteas of Kashika Foupdation and e decisaon is los regard will be final and accepteble o me,

1) TH WO T T REAR W A S gy e, | SRR wE ARl w1 T @ §ouw when wRER ok w3 s w f fw do m,
T, WA & 9 frEm o v d w0 R T R T, AT I 9Ra # o i s wramt @ fe fed o wmm

A vl w0 ® Ty SR #1 90T  fee § 3 & v aw aw 4w W T FiReE wede F e s 1

1) & () T Am A e € RR OT M, T W ST e S T ww # aped A ofdy §oOR e wemm w v v W e |

YR TEn TEE e T @ s s e R |

“APPLICANT'S SIGHATURE OR LEFT THUME IMFRESSIDN
FEEH ¥ e M AR = R

R | <5
)

AGREEMENT by HOSPITAL (7E0ar ZW &)

By afflxing heraunder, sigrature al aur Aulkor sed Signalary kas recommending ihis case/patient for financial assislance from Koeahika Foundation, we
{Haospital) hereby alirm & accept foliowirg

1} that we neither are prasetly rorwllnm ore weat ol S naoiol assizlance from another NGO or any olher source, for the sama palkniicass, A% we an
requesting togel from Koshika Foundation o e eelenl Thal suok essistanco is granted by Koshika Foundation. If the requested asgistance is ot granted
by ¥ashika Foundalior, in part orin Mull, Iber the Hospital reseress its rght to maka up tha shartfalf from anoiher NGO or any other sourca. This

conll imation esscntiofy siates that the Hoepilal witl a0 avail any dugflicale asslslance fer iha same patlentficase Inom any other NGO or any other source,
2) The gssistance from Koshika Foundatizn is cn'y “nansia’ in nzture The cheice of the freslmenlprocedure pdvisedicanductad by tha Hespital an tha
patienl, fs based on the arrangemenl belwaza The arenl & o Hosplal, and is in no way influenced by Koshika Foundation, Henes, the Hoapilal wilk
assume sole & complela nosoonsibi ity of ihe reotment & s culzome s safety of the paliert, and Koshlka Foundatlon will have no role or responsibilily

in the matier

wait aftege, o F AW rTRGR w1 T wEE § RS ATE. ag Ft e & F wn (pEmn R v § o a e e
Ly T R 3 0 e R A A whEw S foem v R T TR sk Al SR 90 e 9 T e f o m A i 8, S iR v it weeb
# T om 2 Ty § SR e e f R AR CFIRTR SRR T W AR el 3 v T e am # ot s

frdt s & TR WRM W R T TeE R TR R m sfewn T T o gfe f o ww oo e s B onm T it A e
e qrEd dem W e am Am A T S

2. "R WA A o AwE T i v w v T W e g o T w4 el remsien oy i o v

W ¥ T g ¢ 3w wELvE " g e fﬁﬁmﬁésmmﬁﬁﬁmwdﬂmaﬁaﬁmﬂﬁm#ﬁﬁmﬁ
Eol s o T R e R e L llﬂ"-fﬂilvﬂl

RECOMMENDED FOR ACCEPTENCE

Br-Nagesr B e — T -
IEE— = —
) Consultant, Medical Superinimnrent | kST pal
AT F A Comea, Cataract & Refractive 5 Surgery
Institute lor Ciabetes & Eve [Hamr; Desigriation & Stamp of Authorised Signatory
?-‘LHQ { '2-". ifeiii of Snradabs Eyo Cans rm- 1 on behalf of Hospital)
HAMC Reg No - 81170 | M 9 W g s wiowr
FOR NTERNAL USE of KOSHIKA FOUNDATION I 774
SIGMATURE of TRUSTEE 2
T TR 2

k.

24082021



