
rcSlnit.,
foundation

sex frir

PERiIANENT

fu-0,1

a
t)

ADORESS qil tnn) s0I
t

AGE.YEARS

(lt<rB-c) r ulrrrennreo (.affi)

NAME ofAPPLICANT:
rflr+{+ ql rrq

FATHER'S/SPOUSE'S NA E
ftarmgq 6y 1q

I C

(Healthcare)
(wrqq toqro)

OCCUPATION i
qq{IFI

APPLICATION
e,n*q {qr :

APPLICATIOI{
qr+fi ffi

(Attach Proot ot lncome)
( qrq 6r mq t{'r)

TOTALANNUAL INCOME

€a srfi-fi qrc
I

grdl

FAMILY DETAILS qfi"qR ffi{q
EC

Sr. tlo. l{.mo ot Fam
ckqtt +

Mamboa

6T iFI
Age Grndor

fur
Relatlon wlth Appllcant

{M Xqq

BASIS for EASSISTANC whlchover ls(rick .ppliceblo)H+ sITqRfir+ft

{.tq qir
!:r

EWS Certilic.te
(Attach Crflmcate Copy)

rrg etq fyqrnr rr
(yqm Yd 61 srcr yfd €a,r 6tt (rqq rr n1 Brql !ftr ddr{ Etr

6rd
copy) )ryffiaz Ba3ls/Prool

rrq qt srg

"PURPOSE" tor REOUESTIt{c ASSISTAICE:
rram tg H rt ffi ar qkl:

qel
Sr. No Medical Reports/Pre3criptlons Attached

q-S +d,r{ vrfr ql

ASSISTANCE BEING AVAILEo fo. SAME "PURPOSE'from OTHER SOURCES

Eu r(w + hot$ urq vnq-<r ffi:rq qh i feqrrqr dl
NAME otOTHER SOURCE

:rq qta m lrq
AMOUNT of ASSISTAiICE BEltlc AVAILED

d ,r{ sfiTdr {yfr

-
-

--

-NDA^--
-aJ-
g -il^1t-aEI

-

--

-

.JD'

-

-mtI

H

4,

Yes / No
EI/

PAN No,

RE YOU AI{ INCOME
3rlq 3Tq 6'{ <lifl

BPL Card
(Att ch Card

ri-O tsr + +i
(vqM qr s1 scr

APPLICATION FORM FOR ASSISTANCE
qerq-* tE err+<{ srsq

,,-- -//r, _ .._^ PReSetiI REstoEiCEroonE€ q
Ir

L

f --,.

,D

,-? ?t I .l.h/YYT )/al
.-t - /t ---'

\_;,.

.W.4\9.t4^)/ ) l.- ffr // /Ja, l.-. .i . rr r',r

qrrt E{I q{ 6r



DEcLAnATtoN by APPUCAtix qri(6 m dqqr yx:

1) I hereby oonfim that all details in lhis Form are True to the best of my knowledge. Any false statement rvill render my Application & ongoing asslslan@, if any,

liable for Gj6clion/cancollalion.
Z) i sofe-nfy-ionf- tfrai assistsnce, if received from Koshika Foundation, will bs us€d only for the 'purpos€", as strated in this Form. for which such assistance

me
theof mounta/insuranceI comn from an souother panvrce/emmburse n or ployelutun te ofavail re ment, vthatrm haveI &not will part3 I conllhereby)

sth as cessistanfor ich
Isif{{R tqI Frfr3T{TdIiFrFt irqrql al TI6RTdItfrI fu{tlrqr{{r0q0 d ITdI t cft 6ri rF€ri{S,ra ic-{sr caf{ 19I5I f<qI slc"n $ 3rJsR{ t

:TIIIf6qr $ YT6AI +E{iscqtl d d ffi VFd i[ g{li6l skqtdsrr€Yl? $dIt6Brcl dRr6r{frlit2 ) ET{T

CR qfqq ii dl t afflr3ttilffi da,fiqiq-drr&as6d frRI qlrEi EqI {Rriqq crf{ ,r{q6I q6Frdl6(dll )
AGREEMENT by APPLICANT ( rqra<d rr{I 6m)

APPLICATT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (rsfid BRI 6Ir()

IBX,l351p13,p1g9
conq*llt . lhacr O ie.haetiv.

tr.JEtlG. llos,?nfitti su,pr
sr€{ 6t :rE q 6kfls{ s Ifr 1

t\

toler

(A trnn ot Str.ddh.
# 16fl, Thkryn i.h Rod

Eyc Care T
, Milbr Te^rr

ManagGr Outreach
m I

ffi + f€c {Fgrd
MMENDED FOR ACCEPTENCE

Date of Surgery

dci{r 61 dlfrq

ar€

Slgnatory(l{ame, oesignation & Stamp ofAuthorised
on behall ol Hospltal)

rtr s K Etrnrd .cFr{a 3tt$fl

FOR INTERNAL USE ol KOSHIKA FOUN0ATl0t{ er{ft6 ilqt r t(
SIGIIATIJRE ol TRUSTEE 2

qS rmn[{ u

SIGI{ATURE ofTRUSTEE 1

qrs rsm t

1) By afllxing my signature or
use/publish/out-uP/reProduce
medium, including but not limi

activities/achievements. Such

thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

my name, address, photo & details of the 'pu.pose", for which such assistance is requested/grantad, through any

ted to verbal, print, electronic, fo. sollciting donations for Koshika Foundation and/or diss€minating information about it's

use ol my photo & details can be made by Koshika Foundstion before or after my treatmonl or fulfilment ofthe'purpose'

for which assistance is being requested

2) I (Applicant) turther agree thaiany such use of my name, address, photo & details ofthe'purpose', tor which such assistance is requesled/granted,

witt noi automattcaly eniiUe me for receiving or continuing the said assistance. The decision for granting and/or @ntinuing the sssistance wlll rest solely

with the Truste€s of Koshika Foundation, and th€ir d€cision is this regard will be final and aceptable to me.

l) w yq? q{ qci f,Rnr qr d,re E1 crq En6(, I (qrto) qr{ s[qfi t1 SE oldr tcd'trifiI6l $'d]T{ qt( 3s* <rtr ' qi rqtu$ 6w (Fr +{ c,

q-m,qtdqtrifrarorrsyqzilclffrdl,?i"61tr{I"qq1q€l,<B,qr{il/qlI€tEttct!allG'frfrqlqk3caf{qi+ftr}ffi{vsnqqq
t rslfd 6d + frq qffTd tr tt vct {I fic{ol ti r(nq * vd qI rq t 6'd * fiq "dtlql vrJ{Tr' c q0 qfrill tr

2) I (qTA<n) vqrit{[T(tn6+tlTc,m,+a Ch frcor st f{ sfiTirr d E(ilql t vffd t ti T.kl: r{!flr ln f6(t lfr firn1 !gqiq{
'e)tmr' ql rrd arfiwl +t Frltq qfdq qt rr6rt d,nt

By affixing hereunder, signature of our Authorised signatory for recommending this case/patient lor financial assistance from Koshika Foundation, we

rn the maner.

"",trt-t."**tai|ktqrqd/tfrnt"6tfrr6rsreCrn"ifrfrqsnxntgffifldrrff*,mf,q(f,sra)f<qr'+niqr<cEt6R6d1) q[ fu; i] o-dq1r q1r I fr qfre I frflrl snrir flrS fn sr*tt dsn cI FrS lrq ain i snr tfiftcd I di ql ri rt l, dt fr rri '61fl[lt sra-enr'

i ffi{finfr Tft * €q { .dfirdr srf*flr" rm q< tg f+ tr qfr 'dfim ErrCrR' !r{I a[Frdr tEft qRl6/s6€ +{ tl-d{ qd f*qr cm t ni iFsild

ffi q-q fR {r6rn qgl qr ffi qq q-qqt i srl{ir di 6l qfiron {rftm rq.tn tr fs fe il ee eu va t t* !r€ q Efrq q( Tfi t'i/cFd tg tFS

lh sr+rt {rqr qr ffi q-{ srsr i d tqv+frt

e "clfirfl sr&i{r,tSd qrT{ir +{f, frf{q ffi+1*r tfr vr rwara Un{ d{icnq Ei rd awv!frql6I l q t{ qd rwdla

(Hospital) hereby affirm & accept tollowing:
ir t|,ir *l .aitrer are oresen0v nor wilt in future avail ol financial assistance from another NGO or any other source, for the same patienucase, as we are

;Jd;;;,ft ; ;;i;;'ioi6iil rornoi,ion, io tt'; extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not sranled

bv Koshika Foundation, in parl or in full. the; the Hospital reserves it's right to m;ke up th€ shortfall fiom another NGO or any other source This

;;i;;il;; ;;;;;ilt, !ii"i tr,"r 1'" itir"pit"t wil n;t avsit any dupticaie assistance lor the samo pstient/case rrom anv other NGo or anv othor sou'ce'

ii iti; iladnce fro; Koshika FoundatioriiJon[ financiat in riature The choice of the treatmenuprocedlre advised/conducted bv the Hospital on the

netient is bas€d on the ananqement oetwgen the'patLnia tt'e xospital. and is in no way inlluenc€t by Koshika Foundation Hence. the Hospital will

;;il;';#;;il;i"-11,"p""-"it6ri'tv 
"i 

in" ireairient a It s outconie & salety of th€ patisnt, and Koshike Foundation rvill have no rolo or responsibility

* {ts .6r frrc i st ".1pm sIB-&q" lrr f6{l r+n cr aii <ns dl rcRt f,e- s il tt * forc lql dR qi rri d
d lit qt'sitr6r' d qit tfrfl ql frffi w qlcd { i0 d|frt

qif,qd
I

11-04-2024

byrequested
fUll,not

requested. j
fi)

CTqr+fl,i
6q-fisTfrr66Tf6 t{

q +t{ y t{cTlrsr+{fi + f,Frfr

4-g


