VAN~ C- 20-[2- 1518

APPLICATION FORM FOR ASSISTANCE (Healthcare) K{:?Shlka
qETHW B 3AmEEE WrEY [ =3y THYE ) m
T V[*3%3] 1003 o e L [
NAME of APPLICANT - . . AGE-YEARS 3I§-T | sex fimn
A Ugﬁi{ Netmurma) Bheiun iF [=
™
FATHER'S/SPOUSE'S NAME -
frevszes w1
OCCUPATION : '
edcdnionl - H MM‘E M_&H'fﬂ_ Wi:mmn{m
TOTAL ANNUAL ¥ E . |Astach Prool of Incomej
e it 09 SFev2l~ (Faomit¥y?) (o w e o) AR
PAN Mo. TuT§ =R T
ARE YOU AN INCOME TAX ASSESSEE (Tick whichevar ia spplicable): Yes | No -
w9 s % (R e w AW w R W e we w /W L_..//'r—
FAMILY DETALS wima fam
S No Name of Family Member Age (Years) Gunder Relation with Applcant
e Simn o™, = (=) o e ki M e
B A muomal Fehgwany 6.8 A, Wbava | ‘
7. Kow dhma i I T oA
- Pogom A 3T E Naigjad &t (7 LAl
BASIS for REQUESTING ASSISTANCE (Tich whichevsr is applicable)
wermm % f Sl s
BPL Card EWS Certificate Ration Card Any Other
{Attach Card Copy) {Attach Centificate Copy) |Attach Copy) BasisFroof
il tan % AN g 9y s o o g wy TYdiren W _ o
(o w o wew s W W (wem T W W iE A (v W W w W W
“PURPOSE" for REQUESTING ASSISTANCE:
werem ¥ 5 W e g
Er. Mo, Medical Reporta/Prescriptions Attached
R e smeEie § Wi % wieer g we
FE - Cadonar+
IL-E — Cafanar{
Gun&,ﬁ'?ﬁ'- ?EE)— ST F P AAMHA
(] I
AGSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
 agtvn % Wy v o= v faedt srn v @ e v W7
&+ Na. NAME of OTHER BOURCE AMOUNT of ASSISTANCE BEING AVAILED
O HE R TATE W1 W o ot weam
| 9 DEES 2000 ] —




DECLARATION by APPLICANT: stie® on s
kable for rejsction/concetiabon
was requesied by me

foe winlich this ssshisance o moouasisd

1] 1 havely confirm thal o datads In this Form ame True to the best of my knowleoge Any (aise statement will rancer my Appication & ongoing Ssssiance, if gy,
2} 1 salpmnty confirm that assistance, I receives] trom Koshikn Foundabon will v ipad only for the "purposs”, as statod in thes Form, for whech such asssstance
3} 1 haroby confirm gl | have ol & will not in Buture avail of resmbursament,
1) A sew won { i g s @ fed v wd fawon @ w & g w o ) oot sl feven o we o v e §E A0 e frow 6w

z-.&mﬂmuﬁa*mm'.ﬂﬁamt,mWE’dﬂni‘rﬁihHm.immiwwh
;:lgjﬁm{th“t‘nmditmmw:ﬁImmm:nmmm#wim-idnﬂmiuhu

irv part o in fudl, from any other sourcd/ampioyesfinsurance company, of the
il l'l’

AGREEMENT by APPLICANT | s o #m1)

ler which sssistance (8 bang reguesind

“wifyrn” T TR i W e s sl e

1) By affiing my signature or thumb impression on ihis Form, | [Appiicar] hemby agroe & aytharise Hoshika Foundation and ifs Trustoos 1o
use/publishiput-upfrepraduce my rame. address, pholo & detads of the “purpose”, for which such susistance & requestedigranted, through any
medium, nctuding bul pot limaed (o vertal, prnl, slectionic, fioe solciling donations faf Koshile Foundation and'or disseminating information about s
aciivilies/achievements. Such use of my photo & details can be made by Kostika Foundation before or after my treatment or fulliiment of the “purpose”

21 | (Apphcant) furthar mnrnlm:u:huudnqm.mrm,pmm&umﬁhuima'pl.rpuu'.iumm assiEtance s requestedigrantad,
will nal automatically antide me lor teceiving or continuing the said sssistance The cecision for granting andior coninuing ihe sssistance will rest sotaly
with the Trustoes of Koshika Foundation, and their decision is this regard will ta final and acceptable 1o me,

[y T T T vene s wt ww mw, § (e st meef wt gie we o e Cwie s s e el T e sfogn s s oS
v, wid ol fewe v e o s £, i ue s, o, S gRt TRt A o il sir sl ferd fach o ymm e
ﬂmmqmwi:ﬂtmwmvnmimwﬂleM“mm'!ﬂMh

25 & (mriew) w8 e g s, wie o feers @ e wme ® g A e § SR R TR W WO W W e S

APPLICANT'S SIGNATURE OR LEFT THUMB MPRESSION
Foiw ¥ vERR W S W fm

AGREEMENT by HOSPITAL (¥&mm § %00)

(Hospital) herstyy affirm & accept

i i et

& ot How m Rl wen e | W Ay

= b ol “wifem” 9 o gfem o feiod o 4w e

By affimng hereunder, sgnaturs of our Authorised Signatory bor recommending (his casa/patien| for fingneal sssisisnce from Koshia Foundstion, we

foliowing:
1) that we nalthor are presently noe wil in future avall of finsncial sssistsnce from another NGO or any other saurce, Tor the ssme patisntcase, ks we am
requasting to gt from Koshika Foundation, to the extent that such assistance i granted by Konhika Foundation, If thie requessted assistance s nol granted
by Koshika Foundation, in part or in full, then fhe Hospial reserves it's ight to make up the shortfall from another NGO or any other source. This
confirmaiion susantinlly siates that the Hooptal wil not avail any duplicate assiatance for the same patientcase from sy ot NGO or sny olhar source
2} The assistance from Koshika Foundabon is onty bnancial in nature, Thi choice of the treatment/procedure advised/conducted by (he Hospital on (na
patient, is based on the arangement betwesn the palient & the Howpital and s in no wary influenced bty Koshika Foundation. Henca, the Hospital will
assume sole & complets responsibilily of the treatmant & (s outcoms & satety of tne patiant, and Koshikas Foundation will have no role of responsbiiity

vt o, Tl W st @ e W s wredn® @ Tl e oy feed @ wd 8, T oo () e v § s e wlen W D

1) w3 W i aby v 0 ofem f fafi et o sl s @ fe e e 0 Te dhert A O ow o o F, 8 e o e el
 frefayfrddi 3w o sy F “wifien T ” g s dy i 6 oft S wifee st g e T sty TR T o e d A e
fisiil orw I s vew W fdt = T @ T ¥ W e e T oW TR F me s o i s i e we dleee o et

1 “wifive) wresten® & #t nf ween e N uafy @) ) oh w weumm pm 9w umr o Tt v aTecTien W o
% dtw w1 fiown b ol “wifre weeb o fek s W oo i b el e 90 8 e g s Tt v

577 N\2

RECOMMENDED FOR ACCEPTENCE
ENLSEN SHAH| whwrh % fern sefr

Date of Surery | yin55 DB, OPHTHALMOLOG,
Wit w8 | 2eg Mo, 97415

{ :.kdﬂ'iii'li_';“a::}%:
\ ‘.%\ K

ST R . - T (Name Signatory
0)ea|ay | Time (Name of Dr. & Regn. Ko. with Stamp) on
TR W TN 3 T S TN W O SR s
FOR INTERNAL USE of KOSHIKA FOUNDATION  siifie i i
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
Wl o | [ T 2

&gy’

42_,-{,4/6:

15-06-2023




