ALIR-C-22-n2-018Y

APPLICATION FORM FOR ASSISTANCE (Healthcare) ' K.Oushlka
HETHAT By AT WEY (T ) TR TR
APPLICATION Mo. . _ APPLICATION DATE: 0f—¢ 7 - 20} . Builelinag bilsch ol lile
wave: f)]0293) 12 s e e L
NAME of APPLICANT AGE-YEARS 5Tg-wi | sex fiin
e FoShani 52 E
FATHER'S/SPOUSBE'E NAME : .
frm/wg W Ayvatar h
FRESENT ADDRESS wawr sudram g
"m“ﬂ;?} P T A e T D T | PP O 0 L TR R\ TS
Rayasihon Lol Precp PoStof
PERMAMENT RESIDENCE ADDRESS : ¥} suEmei al .
N ageve 152 pDS hcmi
[+ TION : L
ooty Dovee i MARRIED (i) | UNMARRIED (sivariva)
TOTAL ANNUAL INCOME a {Attach Proof of Income)
b Do gsge et famyly ) (s AW w) )

PAN No. TI{ =7 W
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever in applicable): Yos Mo
W WA W (R W= 0 Im W oas w e e ﬂ]#ﬁ;‘

FAMILY DETAILS witam farmon

5. No. Name of Family Member Age (Yoars) Gender Relation with Applicant
wH HE o % w1 7™ (@) i MTETE % T HE
Ly HAQY Hinah | ¥a) I*] Hilshadng
[2] kKavEEia Y 2 .i}r_‘ll%h&ﬂf__
BASIS for REQUESTING TANCE (Tick w over | applicabia)
wuram % fird firfy smum
BPL Card EWS Certificate Ratlon Card Any Other
{Attach Card Copy) {Attach Certificato Copy) (Attach Copy| Besis/Prool
il tan # it w9 s sl v Fusire w0 5 oY W
(S 7Y W W W e W (v T W} B WR R (wam w3 %} urn uf W W

“PURPOSE" lor REQUESTING ASSISTANCE:

W ¥y e T fe W g
8r. No. Medical Reporis/Prescriptions Attached
F9 T sreqmersTRet # ol w1 nf e ol W
I Dmngi. BE — 1TolR] rITE CRINEIC
[ = lglinil ST C W ROWALY
) Slwi'rif'vy*f&- o WAV Y 2 U A1 288 Y
ASSISTANCE BEING AVAILED lor SAME “PURPOSE" from OTHER SOURCES
¥a It ¥ oy w s wme e s wm W fem o oee
Er. MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w9 a7 W W ol oo Tl




% P T

DEGLARATION by APRPLICANT. smess §m wion u;

1) | hereby confirm that all detaily in this Form are True fo the best of my knowledge Any false statoment will ronder my Applicsbion & angoing asaistance, If any,
lisble for rejection/cancellation

2) | salemnty confirm that assistance, f recwived from Kosniks Foundation, will be used anly for the "purpose”. aa staind in this Farm. for which such assistance
was requasied by me.

3) | hareby confirm ﬁl | hezvmr nat & will not in future, avad of embursament, in pan of in full, from sny other sourcalemplayerfinsurance company, of the amount
for which this nssistence Is mquested,

1 s wen {16 v ww 4 fot ok w90 Wl ® s ol i bof W fee o e s o § 0 S e e s el

1) &t pr W w0 Cwifew sEEwt 8 6w of b, Twin o st o O o fond feen st < weowes o wnomn b

3) ﬂgf‘em{fmmmmwmﬂﬁdl.nmmmwmﬁmﬁmﬂmMﬂntm!mxnmhpm
AGREEMENT by AFPLICANT (sies gm s}

14 By sffixing my signature or thumb impresaicn on this Form, | (Applicant) hersby agree & authorlse Koshika Foundation and II's Trusiess 1o

use/publish/pul-up/reproduce my name, address, phato & datails of the *purpose”. for which such sssisiance Is requestedigranted, through any

redium, including bt not fimited 1o varbal, print, electronie, for soliciting donations for Koshika Foundation andior dissaminating information aboul i's

activilies/achiovemants, Such us= of my pholo & details can b made by Koshika Foundation before o after my troatment or fuifiiment of the *purpose”
foe which sssistanie ts beling reguesied

2} | {Apphcant] further agree it any such use of my name, addresa, ghoto & details of the *purpose”, for which such assistance ks reguated/granted
will niot automalicatly sniitie me for receiving o continuing the said asaistunce. The decision far graniing and/or continuing the sesistance will rosl solaly
with the Trustees of Moshiks Foundation. and thelr dechsion iy this regand will be final and acceptable to me

1) W RGeS S W e we, A (i) e wel S g we o sifim et sl veed s = siog won € e g o,
v, Wi 3l o fenm e v o e 4, 28 Cwiiee® e i, oR, T gEt Teken @ w vt o SR o ford fael o s e

W v wrd & fo ssfiege b At vy o o 3w e W o w8 fio " i wEe” w s sfiop

2) % (sviw) 2 WR 6w TR 0 T, we, o2 sl e B e w agtvd @ wfide f e wem W o 0 e m owE d

ity " T T e w feig s sl spersn g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (gwem= o0 %07)
By affixing hereundar, signature of our Authorised Signatory for recommending this casaipatiant for financial assistance from Koshika Foundation, we
(Hospital) hareby alfirm & accopl fallowing:
1} that we neithar are presantly nor will in future aveil of financial sssistnonce from anather NGO or any other source, for the same palienticase, as we are
raquesting 1o get from Koshika Foundalien, to the extent thel such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Kashila Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from snothee NGO or any other source. This
confirmation esweniially states tat the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source
2) Tha assistance from Koshika Foundation is only financial in nalure. The chaica of the treatmentprocedure advised/conducted by Ihe Hospital on ihe
patient, s based on the arangemant betwean thie patient & the Hospital, and Is In no way influsnced by Koshika Foundation, Henoe, th Hospltal will

assuma solo & complete responuibility of the treatment & if's oulcome & safaty of the patient, and Keshika Foundation will have no role or responsibiity
i [y mattar

it sfvgE, senwd w1 S A A S wiew wERv @ il s b e o af 8 e e (e B e 8 o e e b

1) w5 3 W w3 o ofrey F fafi wem et B e e W Pt o s @ e drfiese F S s o 4, 4 T v s wEse
W frmfonfe T # s *wife s g woiy b ol s s go e fef stfrsmes v R e bR s
ol = e el e w Pl = e B ww o W s e T bovR g d me e ww § e s e e T dlle i T
sl i el s e 8 ) A

1 “wiftm wee " W oW awm s fidr sy w & 0T o remm oo @ of s m fied ot sriEm W ogEm oo e

% W % firen # ol “wifw et g el v w o e o sl e d i e e ol s W W e el ol o wewm
el st w9 S i w oo v S

e
RECOMMENDED FOR ACCEPTENCE
L wigh ® foo wmtt O\
byl Dr. WAFI ANSAR] c RAN MASSEY
il2)23 " MS (OPHTHAL: — Dfﬂ-‘gm e 'l&-%ﬂfm‘p of Authorised Signatory
w%ﬁm L ' i wy W e g et
FOR INTERNAL USE of KOSHIKA FOUNDATION  siftw Tuim 7
=) Yt |

7’ Al

&4

L g

141212022




