5

(-24-03- 0\SH

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kovshl,ka

HETGE By AT WEW (e ErE) foundation

APPLICATION Mo, = 2 r B :
e A (0394 | 903c et b 8§ 0 22024 S |
= AGE-TEARS ¥M-wi | gex fifn J L ‘:
HAME of APPLICANT \]

preop  Pelfep

Rea SR AoMel
y PERMANENT RESIDENCE ADDRESS - mar sompriim qm

He Crbe e
DCCUPATION : -
| ww ”ﬁm& el ana nmkﬁm.-mum{m
TOTAL ANNUAL INCOME : ; tatimch Proaf of incomel
¥ s s <ocool (Fuml) (st w1 oo ) [
PAN No. T} Wi Hom rl =
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): 7
wu am a wom § (9 wra W oIe W Wi oW e e F@
FAMILY DETAILS uftam Tamm
1. Na. Name of Family Mamog Age [Years) Gender Relation with Applicant
T W wﬂm*mﬁum; 3;::.; foin ST = W way
/A m_agp Tl /o) 15| HIIC h’ﬁ
G mCLh HZ M’ 0N
BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicable)
e o fird fiorfh sma
BPL Card EWS Cartificaty Ratlon Card Any Other
{Astach Card Copy) {Attach Certificats Cogry) {Anach Copyl Basin/Prool
it T o i wom oy = g e Ty aqviem Wl a5t W
¢ T Ty W W R T W [ W W W W W w4 (v T 3w o e
“PURPOSE" for REQUESTING ASSISTANCE:
weram By e o e = e
Gr. No. Medical Reporta/Prescriptions Attached
w9 W sEmE e # Wi W e i e

T '-ﬂ'ﬁa-nr.ma NE BENITE [RIFERTT

L CENTTFE CHT AAPRCTT

oD S fexy/ R _SICS Lo PR

ASSISTANCE BEING AVAILED for SAME -PURPOSE " from OTHER SOURCES
w8 Tt W ¥ i s ween s e wim @ w07

5. Mo, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
®q wen S T WA ol =f wwrom okt

7 /20




DECLARATION by APPLICANT. STs B Wiy w1:

1)1 harety confim that s datils I ihis Form are True to tha best of my knowledge. Any talse staternent will ronder my Application & ongoing assistance. il any,
habie bor raechoncancedlation

211 solemndy confirm Bl assistance, Il retived from Koshika Foundation, will be used only for the "purpose”. as stated in this Form, for which such sssistance
WAt requesied by ma

)1 heirety cenfinm Ml | Bave nol & will ret in hatute, avid af reimbursstnent, k0 part or In full, from any ather sourcatemgloyer/insurance company, of the ameunt
for which this assistance & requesipd

nlmm(h:tnmﬂm-niﬂmmmtmmwnﬁhmlﬂlnnﬂnmw-iiﬁu“h-d:mhl

2) g oW w o Cwifee stve”, 4w ool 4 e el wd sie o) g @ el fem wim, A mowe d v ma b

3) 2 g w1 P s o b o o R, ww of w s @ e frem e ae dn il vl @ 0 fre & b T @ ofes o o
AGREEMENT by APPLIGANT ( srwew g0 wt)

11 By affining my signature or thumb impression on this Farm, | [Applicant) heteby sgres & suthorise Koshika Foundation and If's Trusiess io

usepubiishiput-upireproduce my namo. address, pholo & details of the “purpose’, for which such aesistance is requestodigranted. through any

medium, including But not imited to verbal, prnt, electronic, for soliciting donations for Koshika Foundation and/or disseminating Information about I's

aciivities'schievements. Such use of my photo & detalis can be made by Koshika Foundation belore o after my treatment or fulflimant of ite "purposs”
for which assistance is being requested

211 (Apphcant) further agree that any such use of my name, address, photo & dota®s of the “purpose”, for which such assistance is requesiedigranted,
wil not suipmatically enfiie me for receiving or continuing the said sssistance. The decision for granting andior continuing he sssistance will res! solely
with tha Trusteas of Koshika Foundation, and thair decision 8 this regard will be fined and acceptable to ma

1) T8 v W T e s W we e, 8 (smiee) aeeh i o) g won f o Yeifioe wndtn obn vt sl * o) sl wom o T o
wm, wit aftt i faw v v F W Cwifes o) sl o, weon g agive @ ol o s e € R el @ v Tem

# i wet & fiom sfen b ormow fee G e ¥ et o 4 W o e S wie et W s afiege

2) 4 (ontrw) wt e 0w o P dn v, ot by firers o) B weees € sty @ orldd § o e e W peT @ e e e

“wifm” ur e afied w fely afm she sl o

APPLICANT'S SIGNATURE DR LEFT THUMB IMPRESSION ;
WETE ¥ TR U OSE W e

pr

AGREEMENT by HOSPITAL (wesme gm w0T)

By affixing hereunder, signalure of sur Authorised Signatory for recommanding (his casedpalient for inancial assistancs from Koshia Foundaiion, we
{Hospits) hereby sffirm & accep! iollowing:

1) that wea neither are presently nos will in huture svall of financlal assistance from anclher NGO or sny other source, for the same pallent/coss, ns we me
requasiing to gel Irom Koshika Foundatan, o the exlent (ha! such assistance (s granted by Koshika Foundation, if tho requested sssistance is nol granied
by Hoshika Foundation, in part or in lull, then the Hospital reserves il's right 1o make up the shortfall from ancther NGO or any other source. This
confirmation essentialty stales that the Hospial will not svail sny duplicate assistance for the sams patient/case from any other NGO or any other sourca.
) Tho sssistance from Koshika Foundation is only financial in neture, The chokoe of the reatmentiprocedurs advised conducted by the Hospial on ihe
patiani, i based on the arangament between the patient & the Hoapltal, and is In no way Influsnced by Koshika Foundalion. Hence, the Hosplial wiil

assums sole & complsts responsibility of the treatmaent & il's oulcome & safety of the patient. and Koshiks Foundation will have no role o responsiility
In the mattar,

Tt s, wEal W) SR st W S e st A el s by feefte o ol 8, Bt v (v Fresr wt o wee ow vl w b
1) w5 i 7 @ w3 wies o Tl weem fesl i el Sem o Tl s v A T PR 4 R o A o £, R e o Cwifes Tt
# fearfinfedh ve % v f “wifn st g0 we by 6l it st oo aee fel sfeoee B e o few owm £ A s

fst s fn wrwdl wen w Tl e wene @ e o ow e e T e e F e wn e § P e R wxx e Sl iy St
i sl W w el == | T e

L “wifie wresee” 4 o o T v fafen v w oot o wes oo 9 o wer w el ve Tveies o il o e
® drw w fows b “wdfis wrrstn o Pl werc w o o ) B il v o O o wee o st s ot W ol Pl O o g
ﬁﬂmh'm*dnﬂmmm}wnﬂﬂniﬂm

." RECOMMENDED FOR ACCEPTENCE
A - i % fag deir [\
Date of Surgery | O Mahd® Rameez Reza
v i i MB.B.S. M.5. Ophthalmoiogy

: (o
oM | e e

FOR INTERNAL USE of KOSHIKA FOUNDATION  safis

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=l v | 5t e 2

S AT

25-11-2023



