S 0

»”_, CM-c 90450
’ APPLICATION FF.'RM FOR ASSISTANCE (Healthcara) thika
HETAA ¥y SUEEA WrEy L it kil foundation
APPLICATION No. AppLCATION DATE - \Y~8 3 2 3 Buieing bioch of e
AT W ﬂ ’33114 I Sa9Yy i e 3 1 owbobyud |

MNAME of APPLICANT

AGE-YEARS ¥g-51 | sEX fom
MY % T

—— , Hu!{m'l Jatav 1 4 M
e Roshan la|

NCE ADDRES:

& - T A .
N7 %] A [ e, -
i .
iy Rajatihan- S9akob preoyp Pestep
FERMANENT RESIDENCE ADDRESS : wamf Sivmwis oAl
T&_ aleve

DCCUPATION T N il > (fwatem) striv
— F 11 o MARRIED (fFarfim) / UNMARRIED | )
TOTAL ANNUAL INCOME W | {attach Prool of nceme)
a—-rm‘ﬂ: = ‘:-fll-'“?l" - _ { 3T E] WIS W) alR
PAN No. T=0§ 8 Ham nJR i
ARE YOU AN INCOME TAX ASSERSER (Tick whichewer is applicablo| Yol No ™
WY NN G = R (s e 8 W v W e e 1 -rnﬁl

FAMILY DETAILS wfiam T

5. No Mami of Fainlly Membor Age (Years) Gender Helation with Applicant
LERG v % T W 4 (W fiin) Hres S o Ty
(/4] Sawmnts aalr (Ao E Wite
@ Thagllan Singh 2( ) Stk
E_j'} cgu gd h =— ] e ¥ w =
I Ty - I g¥and Chh |

BASIS for REQUESTING ASSISTANGE (Tick whicheves is applicatis)
— L L O e L

BPL Card EWS Cearlificate Ration Car
jAttach Card Copy) (ansch Contificate Copy) {Amach Capy) EWWUM
i e AN o s W S A wm o TV W wx wf
(v T W e e s ow) (e o R wm ol s Wt (v v =) ore wfh EEE oWl
|

*PURPOSE" for REQUESTING ASSISTANCE
wrum #n fed ol Tl oo gty

Sr. N Medical Reporta/Proscriptions Attached
¥n e ST # TN ) o sl W e
1 OMFaeSS RE = SEAILE — CATARRAIT

—_(F — TFENIE__(WAIRRRCT

= auﬂmff 1 GV V) & . A %114\

1 —

ASSISTANCE BEING AVAILED for SAME “PURPOYSE from OTHER SOURCES
W TR % i Wi 5= anew fed s wig @ e o W7
NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
- S FE W W B Tﬂ“ ".“'Im

5t. No
LR )

r NiTl




DECLARATION by APPLICANT: 3How gn uhem 7

1) | hateby contfirm thal all detalls in this Form ars True 1o ta best of my knawlsdge. Any talse wtatemant will render my Applicaton A ongoing assistance, # any,
lisble for reecbondcanceitation

2 | solemnly confitm thal asaintance, If recelvd from Koshiks Foundation, will be usied only for the "purpose’, as stated in tus Form, for which such assistance

was requesied by me

3} | hareby condrm thal | have rot B will sot in future. avil of resnburssmant. in par of in i, from any olfer sourcefemployermsurance comparry of the amount

for which this assistance & requested

1) & e ww o e g owe A frt o Wl e @) et wys am o uy) & ofs w S o e mew v e £ 8 4w P ot w wed b

1) &t g W o o s v S i e s i e e e Y

3) & gfe W § v few o # v oo 8 ol & Tw of W e w oaee e TR s et wer € 5 A frem b ook 3 iem o o

AGREEMENT by APPLICANT (smwew g0 wut)

1) By affising my signaiure or Thumt inpression on thm Foim, | (Applcant) hereby agree & authofiss Koshiks Foundation and it's Trusiees o

usaipubieshipul-upireproduce my name, address, photo & datalts of the "purpose”, for which such assistance is requested/granted, through any

midium, incluging bul not limied to varbal, prnl, slectionic, for soliciling donations for Koshika Foundation and/ar dissaminaning irformaton apout if's

activitiesinchievemenie. Such use of my photo & detnils can be made by Koshika Foundation befors o after my trestment or fulfiment of the “purpase”
for which assistance is being requesiod

2} | {Applizant) furthar agree thal nny such use of my neme, sddreas, photo & details of the “purposa”, for which such assistance s requested/granied,
will not automalicaly entite me for receiving o continuing the sald sssstance. The decision for granting andior continuing the assistance will nest solely
with the Trusiess of Koshika Feundation, and thels deciaion i this regard Wil be final and sccepiabis 1o ma

1) W T W AR v aTd W u s, & (amiw) aw e W) T wm o Vsl widtes e o i T w afogn e { S do .,
v, i sl frsen v oy | wive # w Csifeee " we mh, oe, weenoe gl wgte @ ol il s aoete G e @ e e
ﬁm-ﬂithaflqnl:ﬁimuhmwtﬁmwiﬂﬂmmﬂmﬁth"mm"Iﬂwh

13 & (sow) mown o wom f 0 o we, e, w5 obe e o e s o abvd o wftin & g v T veor ot e oy o
“wifyrn® ) T sofee w Paole affie sl wremed we

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
e ¥ v W s e

Lo

AGREEMENT by HOSPITAL (weeom g0 w7)
By affizing hassundar, signature of our Aulhorised Signatory lor recommending hs case/patin) for financial ssssance from Koshicn Foundation, we
(Hospital) hemeby affirm & accept following
1] ot we repither mee premanty noe will in Tuleee avoil of financkal assistance from anoter NGO or any other source, for the sams palient/case, &S Wi ora
requesting 1o gul from Koshika Foundation, ko the sxient that such ssisiunce |8 granied by Hashika Foundation, If the requested Basistince i rigd granted
by Koshdka Foundation, in part of i full. then the Hospital resarves il's sght to make up the shortfall from another NGO of any other source. This
confirmation essentially states thal the Hoypdal will ot svall any duplicste sssistance lor the sume pallent/case fom any other RGO or any ather source.
21 The assistance from Koshika Foundstion s only finandial in naturs. The chaice of ihe restmeni/procedure advised/conducted by the Hospital on the
putient, is based on the arangement between he patient & tha Hospital, and i in no way Inlluenced by Koshiks Foundatlon. Hanco, the Houpital will

assume sols & complsts responsibilly of the trentmant & it's cutcome & safesy of the pationt, and Koshike Foundation will have no role of responsibility
I e raatbe

Wt s, wewd W) i @ i = et st A e s oy feata o) i F v ore) fres v e w i e b

1) 7% 6 5 & w2 9 ufew 4 S e fed & wewn SR e e w @ v s F S w oA o § e onn Cwifee e
& Tty T # s & “wifioe wrrt g we iy e b ofe el sk g e ey e ) T ol e e § o s
folt spm A st e w Pl s s @ w4 w afes g e bopn e 4 e v e # e s fple woaw S i el
A el v SRl W T W A ST
1‘:‘1Pnrmm"w-ﬂrdqmmmwhnluMwmmﬂwmmMﬂm-mem

o W ow fawe & ol =wifire sretve™ g St wer w wiE oo 0@ &) sl wermm F iR o verm s s ot WA W) il O e
ﬂﬂ*m‘dﬁm'fﬁﬁuwmhﬂnﬁm?ﬁﬂmﬂﬁ

Date of Surgery ur.
st = wit

£.8.5. M.S. Ophihaimology
FICO (UK)

‘#»,‘.‘3\""‘3'\.}}1't g oL

FOR INTERNAL USE of KOSHIKA FOUNDATION

SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
i v |

o TAE

15-08-2023




