o7H 6

L] C_.-'dz_,_nj—-'orz.p"'

(Healthcare)
( T R

APPLICATION FORM FOR ASSISTANCE
wWEGH B AR WIE9

APPLICATION Mo. : H APPLICATION DATE -2)3-0 - LbAY

2994 / 1168

wie W)
MAME of APPLICANT - AGE-YEARS W1g-mi | sex fifn
o TJo/la Lo £
HAME

Kk

= ] - iigll
PERMANENT RESIDENCE ADDRESS wm foST of
BE G RevE
N
QCCUPATION :
T Eﬂ ¥ Koy MARRIED (Pfb%) | UNMARRIED (i)
TOTAL ANNUAL INCOME - _ Proet of
w afts s o000t (Family) (e w1 wwe W) ()
PAN No. 7i{ W1 W& A : =
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes fhio®
nmmmwimﬂﬂiﬁwwﬁmwm W A
FAMILY DETAILS witan fysm
5. No. Mams of Family Membeor Age (Vears) Churesgr Relation with Applcant
F5 T oftam % v W =W (i) fem st % W
I- [auash] g0 ) R Eard.
- V_Q.Ebd-ﬁrf! - Kol & S0
2. RTINSV B4 E "'Imzam-.zub..lnﬂ_
v PreacF \ Jia Ly 0T,
BASIS for REQUESTING ASSIBTANCE (Tick whichever is applcable)
wgrem % fodt ferf s
BPL Card EWS Certificate Ration Card Any Other
{Atiach Card Copy) {Attach Certificate Copy) (Attach Copy| BaslsProol
il T % N g W s am el o Fvien w vt il e
e L. k. (v T K e W oA W {5 v ¥ e o de el

“PURPOSE™ for REQUESTING ASSISTANCE

weram ¥y fed ol fell W At
5. No. Medical Reporta/Prascriptions Attached
w9 wom FemEvTie § Wil %1 i it wee
I hess RE —  PCIol
[T — SENIIE CATARET.
= Slewy — [F- S7CS LR PramA
{J
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
I W ¥ W a= e et @ el @ few o w7
o™ NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w4 e ¥ T W wit nf wwen o

| ki

11




f W Smpm e e gt R

DECLARATION by APPLICANT. Siew @0 Wivm 7a:

1} | hestetsy confiem ihal all delads in this Form am True to the best of my knowlodgs Any false sintement will render my Application & ongaing assistance, il any,
liabiar for rejectiondcancefiation

2) | wolprmnly conflem et asslstance, ¥ received from Koshika Foundation, will be used only for the "purpose”, as siated in this Form. jor which such sssistance
was requesied by me

) | haroby confirm that | hava not & will nal in eluse arvall of resmburssment, in pan or o WA, rom any other sourcelemployeninsurance company, of ihe smount
for which this assistance i requested

1) & e v f o wen | fed nd ad e o0 el o e W o i b owd e o e s o § o 29 s e ot wsd b
20 &t pn W wn o CwSfive erekve T, 6 oW oh #, s wwim weh v o il of fed faew aie, e meg o o o

1) # g wom i fem e fy o o 8w oW afre w e e el e e Sidm vl 1 e § o s 6 o d o
AGREEMENT by APPLICANT (swees g W)

1] By affiing my mgnature of thumb impression on this Form, | (Appilcant) hereby agrea & authorise Koshika Foundation and I's Truslees 1o
ustpubiEsh pul-upreproduce my name, address, photo & detais of Me “purpose”, for which such ansislance i requested/granted, thiough any
medium, including but nol imited 1o warbal, print, electronic, for soliciing donafions for Koshika Foundation endior disseminating information about it's
aitvities/achievements. Such uso of my phato & detalls can bo made by Koshika Foundation bafore or afer my trestment or huifiment of the *purposs”
for which assistance is being requested,

Jp:wmnljhmwwwmmuwnm.m.mtmhﬂhw.mmmmhmm.
will nol siomatically entitle me for receiving or confinuing the said assistance The decision for granting and/or continulng the assistance will resl sclaly
with the Trustees of Koshika Foundation, and thelr decision Is this regard will ba final and acceptabie 1o me,

1) T W WS e W e e, (mdoe) vl e o gfe won o " wifee vt ol o =i * wd sfiegn won o e
v, W st @ fewre wm oww € e §, 0wl e amld, o, e gt et @ ol ol s seend @ B el o s e

% waftn wrd ¥ fom sfieg §1 3 v foee 4 o € o @ e W g v wedeeT 1 i afe b

1) & (stew) oo o v e du e, w0l ol feo o e o & syl 9 i 4 0@ e wee W v W e e e |

| “wifw” oeq T =fied w0 Pl oy ofr weet i

| APPLICANT'S SIGNATURE OR LEFT THUMBE IMPRESSION -

’{M“h

U?\w

By affixing hereunder, signalure of our Authorised Signatory lor recommanding this case/patient for Snancial assiatance from Koshika Foundation, we
{Hospitad) hersby affirm & scoept lolowing:

1) that wa nalthar are presently nos will in fulune ovall of financial psaistance from another NGO or any other source, lor the same palienticate, as we arne
requesting to get from Koshika Foundation, 1o e extent thal such assistance is granted by Koshika Foundation. If the requested assistanca is not granted
by Koshika Faundation, in part or in full, than the Hospital reserves ifs nght to make up ihe shortfull fram another NGO or any other source. This

confirmation essentially states that the Haospital will not @vall any duplicais assistance for the same patienticase from any other NGO o any other sourca
1) Tha assistance from Koshika Foundation is only financial in nalure. The chaice of the ireatmant/procedure advisediconduciod by the Hospital on the

patisnl, s based on the srangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospial will

sEnume solo & complete renponsibiity of the treatment & ' outcome & safety of the patient, end Koshike Foundation wil kave no role of responaibility
in e matier

vt sfiesn, vl o e @ weddel Wt wiee wirde” @ e ueee By feeafte W ol B, Pl ws (wee) B e @ aes o e e

1) w9 o wiws a3 o e 3 fefm e Sl & el s w el o e W T Sl 3 W ow R o £ e e Cwifow s
# ferimfef am % =y 4 “Ffv e oo T W T D oo Csifee TR o W el sfrewee i T 0 e o W e
fust s iy wowrd wen w e o ey @ T o oW s e e b o g F we e wm § e s e wec e divoem iy e
. wrt vee w fasd ww w0 o sl

2 “wifire wesstws™ 9 o nf e v fafi o WY & O W owrm o @ of we W el Traveiiee W o B o v

® ity W fieve § o Cwifee wradiet go et wen il e ol weme F Al & v e s SR w w0 fedod oR W oweEm
W ol ol “wie® W) o s w Pestoh o ) e

FOR ACCEPTENCE
" vt % e sl
Date of Surgery r. Mohd. Rameez' Reza YOBESH YADAY
it 9 ]ﬁ‘\-}!,{ M.B.B.S. M.S. Ophihaimology Assistant Administrator
a\?* FICO (UK me
ki wmh‘:m T e et

FOR INTERNAL USE of KOSHIKA FOUNDATION st avm
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

e TAE

25-11-2023




