AR - C-5a-1p- el

L U g
APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETH B ATERA WiEy (FETar TR ) };S_U.DHS%IJF_%
APPLICATION No. APPLICATION CATE O 3-1o- 20217 Buiiding biack of ke
R o F'.} 'IfJQ.?/'l\ﬂ[:, s vl 310 = -
MAME of APPLICANT : TI r AGE-YEARS - | sex fifn B |
o £ahala 62 F =&
FATHER'S/SPOUSE'S NAME - :
frwg= W am mata JEPh . i
" PRESENT RESIDENCE ADDRESS @nuM siamim_um
e PR S Joh - TiZayd , DIE. oa PN e
[ Y Tqlatdiom- 3elln] — Precp F‘lcSi'nPJ
PERMANENT RESIDENCE ADDRESS SRS
A< dhove 3c £ bala

r.u.amhﬂfﬁﬁa] I UNMARRIED |sfimias)

[Attach Proof of Ingoma)

CQCCUPATION :
il H ame  Makey

TOTAL ANNUAL INCOME :
T i = <obodl Cf:tm-ﬁ 1) Soaflbiio i, MY
PAN No. Tai{ ) s NA ~
ARE YOU AN INCOME TAX ASSESSEE (Tick whichewer is appilcabii); Yos [fNo
W = A w9 s W oI w o w e e Eﬁ'@
FAMILY DETAILS uiiam Taam
Br. Nao. Name of Familly Member Age [Years) Gendar Ralatlon with Applicant
FH A e A e e w () T wETE & AW T
1 2 [
4. \WN\aia ey [ || LS o
i W
8. Meafmiad ug ™M =30
i - - L a 1
A HWasthal AN S = Nl ﬂh.l_r_.u_]_‘n_._],gu_f
. ol =+ m aSand Sow

BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicable]
T ® o et s

BPL Card EWS Centificate Rastion Card Any Othe
{Auach Card Copy) {Attach cnfmm. Copy) [ m;l:ln Capyl B asiﬂPrm:t
T TE % A4 yWm g9 #= srq wl yum vy IV W SR I T

(T 9w e o e wh (w71 ) o o e W (T T W E v we

"PURPOSE™ for REQUESTING ASSISTANCE
wen ¥ fen m fEad 0 agd:

8. Ko, Medical Reporta/Presoriptions Attached
F HeR SPmEETEL | Wi w1 9] wee g we
I DOgmnsls RE — pPrlo

lE — CCNITE  OPTPRICT

g
2
Z

SRery — (E- SIS o3l Pmmh

ASSISTANCE BEING AVAILED for SAME "PURPUSE" from OTHER SOURGES
Tk % ¥ W e wenem Bl e e B fem oo B

§r. No. MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FH W = A T AW =t mf wreE ol

1 NITT




7 mmm—m— W TS SRS e =

DECLARATION by APPLICANT: ¥R T Gpm o3: .
1)1 havaby confirm thet &l details in this Formi are Tree 1o the best of my knowledge. Any faise statoment will randar my Application & ongoing assistance. if any,
llable for reection/aancellation.

2} | solemnly confirm that assistance, i received from Koshia Foundation, will be used only. for the ‘purposs”, as stated in this Form, for which such assistance
was requasiad by ma

3] | hareby confinm that | Bave not & wil nol i (oo, Féail of teembarssmant, in part of i fl, from eny afher sourcelemplgyeninserance company, of the amount
far which this assistancs is requested .

Uy & s wom @ B op wee @ To e s e S W T e e w g b o e S o wee e o w98 v fre = wm owsd b

3} & g W W TN W ST, 6 6 W o §, T e v v o gl F e few o, Sm wen d o )

1) & W wow {5 T e a ar s st oot & 3w o e e mowen feem fee w et et @ 3o e & sl 5 o oo o m
AGREEMENT by APPLICANT | mmimw E10 %)

%} By alfixing my slatatre or ibumb impressbon on this Form, | {Applicant) hereby agree & authorisa Keshika Foundation and Il's Trusizes o

usedpublishipul-uplreproduce my name, address, photo & datails of tha "purpase”, for which such assitance s requested/granted, through any

madium; inehuding bul not limiied 1o verbal, print, skectronic, for soliciling donations for Koshike Foundation andfor disseminating information about It's

gciivitiestachievemenis. Such use of my pheto & detalls can be made by Koshika Foundalion bakore ot after my trestiment o lulfilmant of the "purpose”
lar which psshilance is being reguested.

21| (Apgiican) urthar pgree thal Bny such uss of my name-address, photo & detals of he “purpesa”, for which such assistance |s equestedigranted,
will not sutamaticalty entite ma lor recelving or continuing the said assistance. The declsion for granfing andlor continuing Ihe assistance will rest solely
with the Trusiees of Koshiks Foundation, and thair decizion i this regard will bée firal and scteplable to me

1) T T St S w9 e ey, 8 (amiew) s wedh ) qf o f o Vit e ol s i ¢ s sfee s o B g om,
wn, W s w faw v v of s R wifme " w sl 0w, wrevw et et o ol il s aeefed @ o fied o o e

5 yain wrd @ fon e §1 St v a few €2 w2 opdt o e 2wl o fer Vwime s 3 S sifesn

2} 4 (avlw) W R e f TE A owR, L, R & fe % B oarew @ agded o wids i R w0 aem W o 0w o ey o

“wiferen" qag TeR =uftel W favin wfEe e assw wm

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
s F wawl WS W e

R-7

AGREEMENT by HOSPITAL (rmmm g %01

By affixing hereunder, signature of our Authonsed Signatory for recommanding this case/patient for Hinancial assistance fram Koehikd Foundation, we
{Hospital) hereby affirm & accept following .

1) that we nefther are prasanily nor will in futurs svan of finoncml assistonce from another NGO or any other source, for the sama pabenlmase, 36 we are
raquiesting tn ge! from Koshika Foundalion, 1o the exien] that such assisiance is grantod by Koshiks Foundation. Il the requesied assistance (s not granted
bty Keshika Foundation, in part or in full, than the Hospital resesves (1's right to make up the shorfall from annthar NGO ar any other source. This
gonfimation esseniially states (hal the Hospital will not aveil sny duplicate assistance for the same patienticase from any offier NGO or any other source.
2} The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advisediconducted by the Hospial an the
pabient, (s based on the armangsment between the patient & the Hospital, and is In fo way influenced by Kaskika Foundation. Hence, he Hospital will
assume soie & complate responnibility of the treatment & it's outcome & safety of the patient, and Koshiks Foundation will have no role or responsibiify

I the mattaT, )

gt s, wEE S it 2 e W S Wi s @ fd awee g Tewdon 9§, e we Cemmm) e owen o o e v

|} mr fE T @ wdar s 3 afe o Pafir o el wownt s o Rl s wi R e i F oo A 3, 8RS oeR el s
# friufaiy o ¢ ww A Cwif wrt gm w0 B bl e st g s fae sifresanee g v W few w0 s
Flt s fe sl e m e 3w 8§ men A w0 siven qe T 6w e F e ww e srem Tl e awe it iy Pl
1 ot e @ el W W G A A

2. “sifiver wrteE & o i wwm vue Sl wwln w1 b o v ves oo S ool e @ et o TeEiEe W oA T o0 e

& v w frwn § e “sifoee wrbR po fe wew @ W g b g pEe o0 ¥ e e s s e 9 s e G0 9 s
w ot o v & W gfme m el v ooes d o0 e

RECOMMENDED FOR ACCEPTENCE
LR
Date of Surgery Dr. Mohd. Rameez Keza ¥ \'

" "5 M.B.B.S. .5 Ophthalmolagy

T FORINTERNAL USE of KOSHIKA FOUNDATION  siis 3w 8§

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= T | T 2

7 jE

o

15-08-2023




