(-23-03- 0752

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETEAT ¥ AEEA WIEY (EE TEE )

V APPLICATION DATE : =) - o
w0393 /1240 et 0032005}
HAME of APPLICANT ' AGE-vEARS Wg-ml | sEx frn

o Havum 13 )
FATHER S'EPOUSEE NAME :
sy W W < hadi

mmrrnmmmu L el

I(o‘s'flika

Diigerg it o b
—

Preof  Postof
Hs abule 1260 Hayuan
OCCUPATION -
Rk Faneme v uM{hMrm[m
TOTAL ANNUAL INCOME - {Attach Proof of Incoma]
W wits s gcoobt (¥m = W weE R
PAN No, W W
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever ks applicable): Yes {Nor
wa W S % om (W wEm W oI woah o e el o A
FAMILY DETAILS wfiam fam
Be No Narme of Family Member Age (Years) Gender Relation with Applicant
s5 s uftw % we W A 7w (3) fitn TR ¥ Wy _we
A Niy
BASIS for REQUESTING ASSISTANCE (Tick whichever s applicable)
sgem % ford faf snae
BPL Card EWS Cortificale Ration Cad Ay Other
{Attech Card Copy) {Attach Certificats Copy) (Auach Copy| BasisProol
windt o o i o ™ sy s vl wm Tyl w5 s e
(vre T = wa ofy s Wl (o wlh wm wih v Wt (v 73 W o ofh we oWl

“PURPOSE™ for REQUESTING ASSISTANCE:

werm ¥y e W el = e
Sr. No Medical Reports/Preucriptions Attached
wq e sreqmeretes # arf ol of wisho pft we
I ﬁ!ﬁﬁuﬁs FFE- SUfLlF (HRIARRT
[F_ - SHI I  CURRNIT
) Sudfexy - TE- STTC T PMmA
ASSISTANCE BEING AVAILED for SAME -PURPOSE" from OTHER SOURCES
™ agtve W ) e = wpem fedll sy v @ e e o2
8. Mo, HAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W FE = T W N #it nf s o

i A

= e



DECLARATION by APPLICANT: smimw pn wwp wm;
'illmmmmmﬂmhmﬂlm“mﬂhhmnmymAn false sintement wil rendar my Apglication & ongorng assslance, 1 an
liabie for rejoction/cancallation 4 - !

zrlmmgmwum.:wmmmﬂnmmmhmﬂum|nmm.hmmm-n
wan requested by me

3:|hnbywﬂnnmrmnmiwmMnmmmm.hmuhhdi,hnmmmmwnnnmm.athmnu
toe witiich this nesistancs ls requesied

D) # e wam ey o A okt e @0 werl o s e w b o s B o e s w0 s e o e £
) Bt o0 W e ofe Cwifen s, 8 = oh b Ten avdn w vt o @ frd e w9 v e d ow o b
1) lg&m{ﬁhmhwnﬁﬂﬂ‘l,ﬂﬂﬂlﬂnlmhhMMMI‘HHM!ﬂt!ﬁ!hﬂ!rm

AGREEMENT by APPLICANT | sybew o w91

1) By afixing my signature o thumb Impression on this Form, | |Apglicant) hereby agree & authorise Koshika Foundation and ir's Trusiees 1o
use/publishipul-up'reproduce my um.ldmmoulunhdh‘nm‘.hmmmumm.mwm
medium, inchuding but nat limited 1o verbal, print, ekectronic, for soficiting donations for Koshika Foundation andlor dissaminating information aboul ifs
sctivilies/ schisvamants. Such use of my photo & details can be made by Koshika Foundation befors or after my Irealment or fuifiiment of the "purpose”
for which assintance s being requesiod

2) | (Applicant) further agree that any such use of my name. address, pholo & details of the “purpese”, for which such assistance s requestedigranied
ﬂmmmmﬂhmwmhmm The dicision for granting andicr coninuing ihe assistance will res! solely
wiih the Trustees of Koshika Foundation. and their decision is this regard will be firal and ncoeptable 1o me

L) TS R S v s W e e, § (svbes) sl s o e we e “sifeen wet o ses el © 8 e s e 0w
v, Wi sh W v v owe s 8 T e gy s, on, wewe gt sgte ol o sty soieed o B fesl @ wa e

% worite et B e b A v fe @t g & o w o @ wrd o i S st 8 sl afe §)

SRR LR L R Rl R R R R R B h e pem—————

“wifirw” o T aied W el s ol el g

APPLICANT'S SIGNATURE
sty ¥

THUMS IMPRESSION :

AGREEMENT by HOSPITAL (wmms m0 wo0)

By affixing hereunder, signature of our Authorised Signatory for recommending this casa/patient for finsncial assistance from Koshda Foundation, we
(Hospital) heroby sffirm & accept following:

1} thot we neither are presently not mlhm‘mﬂhnﬂd-ﬂmmmmwrgwmmm.Mhmmlﬂmuuun
requesting 1o get from Koshika Foundation, fo the extent that such assistance is granted by Koshika Foundation, If the requested assistance i not granted
I:rMmhlFm_npmnrntuil.mmhfmmmhrﬁnnmmemmmmunwmymhum.TM
confirmation essantally states that the Mospital wil not avell sny duplicate sssistance for Ihe same patient/case from any other NGO or any other source
2} The esslstance from Koshika Foundation is only financial in nature. The choice of the irestmenUprocedure sdvised/conductad by Ine Hospital on the
patiant, is basad on the arangement between the patient & the Hospital, and is in no way Influenced by Koshika Foundation Hance, the Hospital will
essume sole & complete respensibility of the treatmant & il's cutcome & safety of the palient, and Koshita Foundation wil have no tole o respansibility
in tho matter

vt s, el W s @ S sl wretee @ foe weve oy fewltn © ol 8, Bl e () Ber e @ o 3 wlder wn

1) W f v i shoy @ ol el s fer e wand) vivee w fel see el @ v a8 A o 8, 4 v e e
® R fr Tw & W Cwifew et o oo iy ol s westi o s e oo 8y v o fem o d f s
Pl o sl v w e = e @ e 4 W afeen gie e oW TR 4 Ee ww we d e e e ae e R i e
e wowd) wtem ) feall mem e o ) sy

2 “wifes st R o of wwem dwe i gl 9 & 0% v oo O of W w fed vt TreusiEe W ogT oh o we

w W W e i e o St s w0l on wh b i v F 00 % pe goe shoad % sl 06 T veme

ﬁmt*M'ﬂtﬂWumT 4 = vl

-
j.z‘
OMMENDED FOR ACCEPTENCE \"\ ﬁ*j/

iyt & Py wegfy
Date of Surgary Dr. WAFTANSARI CHARAN MASSEY
et 3 W MS (OPHTHAL) Administt -
f}ﬂ\e}\ mmmmumuﬁ% 7= T W yewe s sl
FOR INTERNAL USE of KOSHIKA FOUNDATION &t 7w #y
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=) e )

% Pl

o /4

142022




