AlUR-C-22-01-0214

APPLICATION FORM FOR ASSISTANCE
HETWAT B SEEA WrEy

(Healthcare)
{ =Ty FEE)

¢ K¥hika

foundation
EEES e

i APPUCATION DATE 163~ 2. iR
e A10333/135¢ e e e e
NAME of APPLICANT AGE-YEARS T | GEx foin_| paline Ao

HETE W W Qﬂk‘lm 'E?n F'

Preof " Pastof

PAN No. BTl il S5

m— 125§ Sakina
— N e MARRIED (Feitn) / UNMARRIED (i)
TOTAL ANNUAL INCOME - - {Amach Prool of Income|
g il s Seu00} f:quﬂ»;’] (am ® W B Np

W #N EN S T

'ARE YOU AN INCOME TAX ASSESSEE (Tich whichever |s applicable):

(o w= o Tw W W fows e

i)

FAMILY DETAILS wifan fimm

Bt No Name of Family Membar Age [Years] Gender Retation with Applicant
W H Wﬂ';ﬁ::fﬂﬂ 7 (7) fem FATE % W Ty
D) LQTTL ED H HUSHEOM A
(2] nmath 75 M e

g DUORIEE T 00T |
Lss) Hﬂ”ﬂ_&?"ﬂ'\ 2k |3 ] U‘_, i

BASIS for REGUESTING ASSISTANCE (Tick in applicable]
wram % fird feafh sm
BPL Card EWS Cortificate Ration Card Any Other

{Attach Card Cogy) {Attach Cortificate Copy) (Atzach Cogy) Basis/Proof
nid ten ® % v ™ s s vl e T Tovien e & W
(T T W W e s (v 9y 1w W WS wN (mm vy v e o e wh

“PURPOSE" for REQUESTING ASSISTANCE:
weEm # et et W et
e, Mo, ‘Medical Reports/Presceiplions Altached
¥ e SERRVERT § Wi vl g
] DAL NE = SEILLF  TANRNG
e = _Folnl
3 ‘W&EW —RE= STCC (O[TH Prps
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ TEE ¥ ¥ H 5= e el == v @ o w0
5. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
e im W o # nf s ol

NIl




DETLARATION by APPLICANT. =9im% ot v 1,

1) | heseby confirm that ail detalls = this Form are True 1o the best of my falne watement will rendar my L tnce, if any,
Ly knowisdge, Any my Application & ongong assis any

hlmwmmm.wmmmhrmmm.ﬂmmwhm-w_umhmrm for which such sssistance
winn requesied by me

3 | hermby confirm that | haee not & will not in futurs, avall of reimbursement, in pat or in full, from any oiser sourcalempioyerinsurance company. of the amayn!
for which this nasistance is requested

u#mm(hnm#ﬁﬁﬂhﬁmim-ﬁmhﬁﬁmwmmnﬂiiﬂmﬂmuﬁumh
21 9t gm W weren ofe Cstfew wrtm dd =il v oo s e W i e i A d W
1.-ﬁ-!!imthhmqwmvndi.nﬂn#umhhﬂni&ﬂwﬁuminimtmnnnﬁnh{m
AGREEMENT by APPLICANT (saies o9 wai)

1] By affiing my signature of thumb impression on this Form. | (Applicant) hereby agree 8 authorise Koshika Foundation and i's Trustees 1o
usa/publishput wupireproduce my name, address. photo & details of the “purpose”. for which such assistance s requested/granted. thiough any
misdiumm, incuding bmmﬁﬂﬂhwﬂhﬂnﬂnﬁmﬁ.hmmmmmﬂiﬂmmmmmg infarmation about if'e
Bttt BonEvEmanty Eu:ﬁuuurmynhmlduhhwbuMthmeuaﬂwwmmwmmmmﬂMW'
for which assislence is boing requesiod

2} | {Applicant) huther agree that any such uss of my name, address, photo & details of the “purpose”. for which such assisiance = requestedigranted,
Hnﬂ-umymwuulu-rmwhvgurmnmm.ﬂ-murmnngunﬁrMnmhunmm:luwlm-
wilh Ine Trustees of Koshika Foundaton, and their decision is this regord will be fina! and soceptable to mu

1) W W e e S AR e e, § ((soin) we i o g s o Ceifw s o e e W g s f s i
t,ﬂitﬂm'#wm#ﬂui.ﬂ'lhm*mﬂ.m.mwtlﬁni!ﬂ it s Toetul % fivd Bt & vasr e
itﬁmih:ﬁnlnﬂmwhtﬂmiﬁimi-ﬂih'mm"twﬂmm
:aluﬂmnmimikh“.m.ﬂ:h!hmihmi#ﬂiﬂiﬁn:mwwdm-mﬂhi

“wive" vy 395 =i w Bl ofam s e @

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
=iy o oy

RT

AGREEMENT by HOSPITAL (we=mm o woe)

By affiing hersunder, si e of our Authorised Signatory for recommending this caselpatient for financisl sssistance lrom Koshika Foundstion, we
iHoapital) hereby affirm & sccept following:

1} that we neilher are presently nor will in future avall of financial assistance from another NGO or any other source, for the sams palientcass, g we 2
nqulnmuq-lirmKw:luFwnﬂm.nﬂwm&mwﬂnﬂmhmwwmmm.Hmmmum-mwm
by Koshika Foundstion, in part o in full, then the Hospital reserves it's sght to make up the shortfall from another NGO or any other sowrce This
mﬂmﬁmmlnhimmmlﬂﬁﬂﬂmnmmymmlmhhmpMMMwumumumymmm
znnemmumnmmh.nﬂmummummn.mmmnmmummmwmm
patiant, is based on the arrangament batwesn the patient & the Hospital, and is in no way influanced by Koshlka Foundstion Hence. the Hospital will
mmamwmrydmmnnmﬂmumnﬁmmmmeﬂmemw
in the malier,

et sy, vE W S T s e A e e i i o) ol 8 Bl (veeEe) B o @ w3 s s b

1) w3 o wie oy o vl o i e et A woed e o fel s e @ T lhons F 6w A o £, 48 e v “sife s
immnimi'mm‘mmnhlun'mm'nmmmquMHtﬂm
fait = o e W el wEE @ e W W el e e b o oy o we s we b e s e aee e Sl fel
& yowft wem w fedl w ower & ) Sl

2 “witfi wrvdten® & o of wm dwn fulrn oo Wt b o W v oo A e w et o aveudiee W g il e rem

® W w fawe § ol “sifire st go felt v w o e b el re A O & e e o s w ) e o o e
w1 wrll 3l s W W ot @ et W o S e

= N
(e

o
Bile o gy Dr. WAFI ANS 7!
MS (OPHTHAL)
ne\sl 28 ( 1980 f.
TR TN A0 g
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ &fts i #7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
W P | T T 2

- SN

/]

1anzrozz




