C-u-0%- /Al

(Healthcare)
{ TEvR T )

APPLICATION FORM FOR ASSISTANCE
HETqa By HEEA W

Kdvshika

foundation

APPLICATION Mo o —
o [0304] 90y iy it 0 G- 03-202Y .
NAME of APPLICANT : AGE- rﬁmnﬂﬂ SEX 7
mtl

2 DhapPy  Devl 1\ E
FATHER S/5FOUSE'S NAME :
Ruwps @ kenh Ja _La/

PRESPNT BE ADDRESS W9 Wmpem wn |
\:l!kgf*_ﬂ‘m:fmuf‘ R A " m ks LS ) W -

Dala it - Belieh

PERMANENT RESIDENCE ADDRESS : wf sparaim =

postop

preop

Ne — Qhove
GCCUPATION - / b ipadiams MARRIED (Frfea) + UNMARRIED (i)
TOTAL ANNUAL INCOM = {Attach Proaf of Income)
Wmas s Sopool—  (Cfamil) (58 0 ) A
PAM No. =T T waa '
ARE YOU AN INCOME TAX ASBESSEE |Tick whichever is applicable): Yes uu\’
w0 Em s W # (s owe a8 o i s Fee e n‘(-—uﬁ_
FAMILY DETAILS witnt Ty
81 No Nm wnmw Muombar Age (Years) Gondar Ralathoin with Appllcant
wE T w1 70 (W) inid i 2 e
\ Hsmhmw: Lal b I M Hulpenig)
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicabia)
smon % o frafn s
BPL Cad EWS Cartificat Ration Card
(Attach Card Copy) [Attach (:'ﬂi;l:m Euwj Lhﬂ:nﬂ;'lﬂrl ;.wwm
nire tan % A o ™ e R LR T w5 W w
(M T W e 5w W (v v W) e S AEe (w5 =% e wf S W

“PURPDSE" for REQUESTING ASSISTANCE:
werm ¥y fem w fedl W i

Sr. Ne Medical Reports/Prescriptions Attached
1 " AT @ W W ui e e
(E O
—p=
3 E.Lnjfr;.-‘ EE PHACS WLTH POTIME
L
ASSISTANCE BEING AVAILED for SAME “PURPOSE" froin OTHER SOURCES
™ T W £ W 5= W fedll s wte & fe o W7
Se. No, NAME of OTHER SOURCE AMOUNT of ASS/STANCE BEING AVAILED
w9 T Ce R R ol it i s it

! N1




DECLARATION by APPLICANT: MNIS® B Wi ¥i:

1) | hapety conflem thal all Setalls in Bhis Form are True 1o e beot of my knowledgo. Any false ststermant will rendes my Application & ongoing asistance. If any.
Iable for o,

2) | solamnly confim thal sssdstance., I recelved from Koshika Foundition. will be used only for the “purpose”. as stated in this Form, for which such assistance

was requested by me

A) | harotry confirm thist | have fol & will not i futute. svall of remibursament. in pan o o ull from any oiher sourcalamployerfinturance company, of the amount

for which thus zzaislanco o requested

1) & wrws wrm f fe w2 fon w0 e o weerd € s v mn a b aft s fae o wwe s o o § o 28 oo fem o W o b

21 W gm W W o e wwErm”, W oHom oo §, T avom ol st w g & feg fen amie, @ o e @ oo

1) 8 i o € 5 fam =m0 o wk W b oma i oW see wowen fom Sl s et wedt w oA W Tk ol 9 ) e o o

AGREEMENT by APPLICANT | spies gro %)

1) By afMixing my signature of thumb impresaion on this Form, | (Applcant) heredy agree & authorise Koshika Foundation and iTs Trustoes ©
usepublsh/pul-upireproduce my name, address, photo & details of the “purpose”, for which such assistance ks requesiedigranted, through any
misdium. including but nol limaed 1o verbal, print, slectronic, for soliciling donations for Koghika Foundation andior dissaminating infoemation aboul it
activiies‘pchisvaments. Such use of my pholo & details can be made by Koohica Foundston belore or afar my (reatmont or futlment of the “purpose”
for which assisiance m beng reguested.

2} | {Applicant) furthed agres that any such ube of my name, sddimss. photo & detalls of the "purposs”. fod which such assistance i requssted/granted,
will not mstomatically entile me for receiving or continuimg the sald assistence. The decision for granting endior continuing the ssststance will rest solaly
with the Trustewss of Koshika Foundation, and thelr dociion is this regard will ba fnal and acceplabile to me

1) W ey o e w i ol ey wmper, O (i) sl o W gfe won f oo s weve ol oo st w e wen f R i
g, =T sl = feem e vy o dife |, W CwiEet e S, R, ST TE b @ Wl niviede sl weieed % et el O ww aam

W vty wrd o fim sfoge ) 3 oo W feere S g ¥ ot W owe § wet F fir < it e el s b

23 & (owixer) ve w0 wyon f T o am, v o by e o e owerem ® aoted o udele & g e e W owe ) v oy

*wifrre™ o et i w feele s e womeh) gt

APPLICANT'S SIGHNATURE OR LEFT THUME IMPRESSION
st = foms

AGREEMENT by HOSPITAL (wwmm g wim)

By affixing hensundas, signature of our Authonsed Signatcry for recommanding this case/palient for Knancial assigtance from Kashiks Foundalion, we
{Hospital) hereby affirm & accep! followmg:

1) thal wa neither are presently nod will in fulurs ovall of financial assistance from another NGO or any other source, for he sama pationt'casa, 08 we o
reguasting to gel from Kothika Foundation, to the extent thal such assistance i granted by Koshika Foundation, If the requested assistance is not granied
by Koshika Foundation. in pant or in full, then tha Hospitsl resarves its Aght 1o make up tha shorifall from ancther NGO or any ot sourcs. Thin
confirmution essentially states thal the Hospital will nol avall any duplicate assistance for the same palient'case from any other NGO or any other source
2) The assistance from Koshika Foundation is only financial in nalure. Tha choice of the reatmantprocedure sdvised/conducted by ihe Hespital on tha
patient, s based on the arangament between the patient & the Hospital, and & in no way Influenced by Koghika Foundation. Hence, the Hospatal will
assume 20le & complets responsibility of the treatment & it's outcome & safoty of the patient, and Koshikas Foundation will have no role o responsébility

in the matier

wet sifewn, pemwl W1 w0 @ oAl = s s @ fafes e i feedtn oF andt 8, B e Creeee) By e @ me ow vl sl
mEsaws s =fodmifnam el e e e et iam S R e an ¢ 8 5ot Y e,
i fewfmfoafn o o ey 3 " aifies wrstm " oo we b e b ofe wifow st o e faedl sfeeomes i T T few o 4 o s
fwd = Ay wwll wen w fel am wme @ ween oW afusr et b ofe F e we o # feosee ol s T Sl iy S
v e TR A R W W S

1 “wife wmte” 1w o S fufen s ot 0 o peees g @ of s @ fed o eefEe W g o o v
ihuhﬂl#"Mmﬂ'm"mhﬂm-ﬁmdinﬂﬂﬁmmiﬂimw*&ﬂﬂdmwﬂﬂm
# ol e e W o s w P v e F e

i
RECOMMENDED FOR ACCEFTENCE
m&‘"/’d SR g
Date of Surgery §
skt ¥ wtw Dr, Mohd. Rameez Reza YO iﬂ;ﬁgﬁm
M.B.8.S. M.S. Ophthaimolog 5, Dotignptiand Staimp ot Authorised Signatory
S, o 3 }u\ y oty Stamyp) O, T 'F}'{kf. L
g 1 ALw" ‘:.."
FOR INTERNAL USE of KOSHIKA FOUNDATION  siits: 7wam 77
SIGNATURE of TRUSTEE 1 SIGMATURE of TRUSTEE 2
4 T | ! W 2

S

TANE

15-08-2023




