C-2M-063-0l03

APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka
I ikl L § ——— ( ) foundation
APPLICATION Mo - APPLICATION DATE [ S——
m'ﬂ'-'h“n n@_gﬂ’ 18ut sy it 0 S - o2~ 202N
MNAME of APPLICANT | AGE-TEARS 5115-f | sex fifn
W " [ -
g Biyamag Mew; 3 E
famgmm o PBhup
i
RE ADDRESS wiw a7, " . v :
- Sgroraloalt s Jeh = ll2aiys . DSt "HIaY __ -
' - %of  Posiop
= LgjaSihan- 11 P
%ﬁ&ﬂ“ﬂﬂﬂﬂﬁﬂ“w‘mﬂhm
e abaue
OCCUPATION : . mTfuTm{m
TOTAL ANNUAL INCOME : {Attach Income
¥ s s ":'nbﬂg." ﬂﬁrmh’? (s =1 W Wev) A
T YT =
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): ¥
wm s s ow o § (o e W 3u w owl W P e ;(n!;‘l_,‘)
FAMILY DETAILS witam faam
51, No. Name of Family MemBer Age (Years) Gender Relation with Appiicant
wH HE L ] T TN Fu (=) fEn =HTR % =Y wEy
T 'lll-,u},_;icﬂh 38 2 hayEand
= Dadip =Q = T
7. [FR TS up r "huaiELLD_U,.\Q_
'_:fgarmn.l & N GOy el
BASIS for REQUESTING ASSISTANCE (Tick whichever is applcobie)
werem % fond fisfh s
BPL Card EWS Certificats Ratlon Card Any Other
{Attach Card Copy) {Attach Certificate Copy) {Attach Copy) BasisProo!
i b % 99 v ™ see sra Wl yE. e wid e il
{warw = wrm o e wh (v ¥ we o v = (v T W o S EEe Wl

“PURPOSE" for REQUESTING ASSISTANCE:
w3 ot o el W e

Medlcal Reports/Prescriptions
ey § wi WY wf wive it e

Altachad

(&

SENITE

CHIHEHCT

LE

Sl S

W1TH

PTH

Curfeyy
PSS ] S

ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
v agtre & ¥ W o e el

A

i ® fm o owy

NAME of OTHER SOURCE
578 T W T




DECLARATION by APPLICANT: ShéwE gm wiws 1w,
1jmmﬁmmalduhhmm Form aee True lo the best of my knowledge. Any false statormant will rander my Apglication & ongoing asséstance, if any,
g for resectiondcanceltalion

2) | solemnly confite Bt assistance. I mecelved from Hoshike Foundation. will b= used only foe the “purpose”, as statied in this Form, for which such assistance
was requestad by me

3} hereby confirm mat | have not & will not in fulure. avad af rembucsimenst, 10 pan o in full, from sty cther source/smployer/insurance company, of the amount
for which this assistance m requesied

1) & v wom f e o w8 R oml wft w0 amewll s e o ) £ ule W e o wwr s e e € @ 40 s froe W) w wed
2) & g W e vfn Cwitee westv T, @ o ool 8, v it ol wites &) gl o S few i, @ e e F wo e B
1) 8 e wom { s fom s 7w ondn W E T o w s = e e el s i frdmede sl @ o five ook @ ofes o o

AGREEMENT by APPLICANT (amiew po %)

11 By aMfxing my signature o thumb impression on this Form, | [Apglicant) nereoy sgres & sutoriss Keshiks Foundation and I's Trustess lo
use/publishiput-up/reproduce my name, address, photo & details of the “purpose”. for which such asalstance is requesiedigranted, through any
medium, inciuding bul not limited to verbal, print, slectionic, lor soleiting donations ot Kouhiks Foundation and/or disseminating information about it's

achvitiowachievomenis. Such use of my phote & detaiis can be mado by Koohiks Fourdation belore or sher my treaiment or lulfimant of the ‘purposs”
lor which assisiance Is being requesied.

2} | (Applicant) furthar agren that ary such use of ry name, address, photo & datalls ol tha “purpase”, for which such sssisianos is reguastedigraniad,

will nol sutomatically aniiie me for recerving of continuing the said assistance. The decition for granting and/er conlinuing the: sssistancs will rest sololy
with the Trusises of Koshika Faundation. and thalt doctison Ik this regard will b fital and scceptable to me

1) v W W v W W v (b sl maedi W g won o " sifow it she s ol © ) afioq won e 4o wm,
uﬂﬂﬂ!iMHmﬁﬂhi.aﬂﬁﬁnﬁ"mw,m.mﬁm#wmmmﬁiﬁhﬂﬁwm
iﬂhﬂiihwirﬁtmwmﬂmiﬂum#ﬂih'mmﬁﬂmtn

2) & (obew) v wm o e f T dn s, v, wE ol fieee ot e e € oot @ wfde & g e s W s W e go el F

*wifiran ™ ww g =il w Fole sty o el i

THUWE IMPRESSION

K-T

L]

AGREEMENT by HOSPITAL (wwmm pn wun)

By affixing hereunder, signature of our Authonsed Signatady for recommanding Lhis casa/patient Tee finarcial asslstance Irmm Koshikn Foundalion, we
(Hospital) hereby 2fim & accop! lollawing:
1] thot we neither are presently nof will in Riture avall of financial sesisiance fram another NGO of sny other source, lor the same pallentcase, as we s

from Koshfka Foundation, 1o the ewlent that such assstance is granted by Koshika Foundation, If the requested assistance & nol grantsd
by . in part or in full, then the Hoapital ressrves il's right to make up tha shortfall lrom anothar NGO or any othed source, This
) Ity stutes that the Hosptal will not svall any cuplicate assliitence for the same patient/case fiom any other NGO or any other source.
il from Kashila Foundabion is only financial in nalure. The choice of Lhe Yeatmentprocedure advissd/conducted by the Hospiial on the
patient, s based on the arrangement betwwan the patksnt & the Houpitsl, and s in no way (nflusnced by Koshia Foundation. Hence, the Hospital will

essuma sole & complets reaponsibility of the freutment B it's outoome & safety of tha patient, and Koshika Foundation will have no rols or responsinility
Im the matier,

vt sifewn, vemwdt =) st @ wwRa S s vt @ fels soe iy feefin & w3, Pl o (vemm) B v @ ws o wer e

1) o s 5 @ whew ol 7 o sl o el s fal A woel wem w e s ain @ T Sl 4 W@ ow @ o €, 8 T et Swifos st
A firwfondody 3w & waw d “wifs s ooty e bl S wifon et oo o ey s d e o fow wm § o s
et o e wowd W w felh s T @ e 8w adfves g e b m v F we o e s Tl s e et by fed
 wratt e W R S owE W ) A

L “wifiws sty 9 o of wrvom e fade ol ol & B o yemes g O of e W fieR ol avmaiET W o o0 o v

¥ v e firew | ol “udfer aratye o e wen ] oow ot B gufied e A et of e gee e sl o o wh el B e g
=t it s “wifn” & o ot o fedud m o w7 W

RECOMMENDED FOR ACCEFTENCE _‘_,,r'
o e o mn%‘
Date of Surgery Dr. Reza YADAY

- M.S. Ophtheimology aasnt Adminisirator
Stamp) I
1

sIRY | apmagitious

FOR INTERNAL USE of KOSHIKA FOUNDATION  &afts 2

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=it T | T TR 2
- o
,'f —




