APPLICATION FORM FOR ASSISTANCE
HETAW ¥ STEETT WEA

& .
{Haalthcara) S"ll.kﬂ
(% } E:?ndatlﬁn
et el B Z” 2 5) 2l ot i ll\u\)..q e

NG A ore o p p[}ﬂ"ﬂf‘"

! ) Billigkacay,
OCGUMATION : : w;;m{Mﬁ
TOTAL ANNUAL INCOME - Proot of Income)
T s A 215,511_']0/- (5 % B W)
PAN No. Taf T simm
| ARE YOU AN INCOME TAX ASSESSEE [Tick whicherer s appiicabie) You | Ne
WS S Tm (W W W omow W S s u‘nﬂ-/"f’/—)
by FAMILY DETAILS wffam Taamm
Be No. Mame of Family Wember [Twars) Gender Frlation with Applicant
¥u Hom mi#ﬁmm Tﬂtﬂj fiin T ¥ W TN
e
___'_,.-""
Tor ASSIBTANCE (Tick shichever in apphicabin)
wmw ¥ fd fstn s
wachcod Com) | i et o Any Ot
i bt % i E L] -

o s ol T v w ?'J
[ T w o e w (s o ot wew Wy Wit :Mﬁﬁm b

“PURPOSE® for REQUESTING ASSISTANCE:
pEm 0y s e el w agt

Se. N, Madical Reports/Prescriptions Attached
*4 Hen SeEen # wit Wi af she g e
3 = H i _i'
£ Cotomart
R / LFi ¥ X .
— | STV 17D Y3 oy
ASBISTANCE BEING AVAILED for SAME “PURPOSE- from OTHER SOURCES
¥ ITO ¥ 0 W S wem e s v 6 fe nm w2
Bt Mo NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
N R e B ] ‘ﬁ#w*ﬁm




DECLARATION by APPLICANT. sefrs o whren 73
11|mmmmmummmmmmmmmmswm.wm-wmmw & ongoing exsistance. I
b e Aggpication & ongoing any,
m:mﬂwﬂmmm.ﬂmmwmw ﬂhmﬁyhm'm‘.unuﬂmmFm.ummm
was Tequesied by ma
:muﬁmﬂmummmnmmmhnum,miwmmm,nmwhm.mwmwmmmmmdmm
for which this Essislance & roquesied
n_ihm{fqnwtﬁniMHIiﬁmeimmﬂﬂinﬂﬂﬁﬂmwwmliﬂmhdtﬁh
:Jihna'lwm!ﬂ‘mm',ﬂ!lmmt.mﬂh#mtﬁiﬁmm#nmﬂmwh

3) 4 e wm { 5 fan s fy 9 w9 of £, W oW s @ e frem feid wn g frdewan werd @ o fe & ol o whem 3 g

AGREEMENT by AFPLICANT | mpvs 571 %07)

unnmdnﬂmrmmumnmwmmmrm.lwmmmwsmxwwﬂmmmnmmn
MWMMM,M,Mﬁm:dN'W' for which sich assistance is requasiadigranted, through any
medium, inclding tut not limited to vertal, print, ehactrmnie for soliciing donalions wmufmmmmmmmmm i's
activinenfachievamanis. su:huudmfMAMIlmmmmemmﬂmmmhﬂmmmw
for which assistance s being reguested.

2) 1 [Applicant) furthoer agroa thal any such use of my namn, address. mauwﬂmw'.Mwmmnanwmm.
ﬂlmmuﬁhmhﬂﬂwuﬂhﬂnﬁhwm Thmmhrwrmnqlnﬂummmﬂnnmm‘mmﬂy
mmfmmﬂﬂmﬂuhumﬁuﬂ.mdmwmhmnmwmuI'Ilﬂmdmnmhm.

1) 7w W e e sid Wt om e, A () nﬂm*mm{ﬂ'mm#ﬂ-ﬂi'iuﬂ[amthhm.
w.nﬁlhihmwmiﬂntﬂ'ﬂ&m"muﬂ.w.mmﬁmiwmm:mﬁ-ﬂiﬁm ot e
i‘lﬂ‘lﬂi‘ﬁﬂmilﬂmwmﬂﬂﬂ‘*ﬁlﬂiiﬂih'ﬂhm‘lﬂsh‘th
;;huhﬂnwlim{tﬁuu.u,ﬂtMiﬁmiMiﬁlﬂm:“nwdm-nwi

~ it v T e W fede o ol e W

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -
it ¥ oW W S W BEe

AGREEMENT by HOSPITAL (rramm g wat)

Byﬁlmuhrmdemmmmmmwmmmﬂhmwdmmmwu
[Hospital) hereby atfirm & acoepl following.
1'|ﬂuimnnimnrapuunwnnrwlllnI'ulutumullﬂmundulﬂﬂumkmmmmmrmm.hm“m.num
mququl!mummhammu:-hmnmnmmh|mmuurtmdmnndﬂtﬂumﬂmhﬂwmmmhnmwmm
wl{nm.-Fomd-um.rlpqnnmM.mmwmmhﬂwm“huwmmmmuﬁﬁwmnmuwm This
mﬁmm-mmmmd--Hupuiwllnm“ﬂmuuﬂmmwm“nﬂmmmmmmmmm.m
nmmwmmmem-lmumrwummm. Thldﬂuu!hmumuwmﬁmmﬁmwmwmm
p-lml.hhnluunm-mmmm&mwm.ﬂilhmmmmemm Hence, the Hospital will
nmﬂawummywmmmmlrrnmmimdhanmqumehmMmhwmwrw
in the rristter

mtM.Mn‘:aﬁimﬁﬂhﬁ'dﬁmmﬂm'iﬁl“ﬁmdﬂi.hﬁnimmiﬁnmi“lﬂhumh
l}-ﬂnidml&nitﬂﬂﬂﬂﬁ!mﬂhmwwﬂnvhimiiMiﬁniﬂt.ﬂhrﬂ‘ﬂhm'
imwi“i'ﬂmM'mmﬁwhﬁ'ﬁm'n“mmnwﬁhwiim
ﬂnhmﬁn‘ntmﬂmimﬂimmmmhwﬂimw-ihmﬂﬂmwinhm -
Fp——tl . LR
;-.*dﬁmwmﬁu'iﬂﬂmmmﬂhﬂhﬂmﬂmnﬂﬂmamﬂmwwﬂvm
iﬂhwfl_nl'#‘mm'mﬂﬂwﬁm#hﬂﬂmiﬂimwmﬂﬂﬁwﬂhﬁﬂﬁﬂm
o vt sbe vt W e faied o o

A 2 2., I

IV

4

Date of Surgery .,
st & i =y -
(Name of Dr. & Regn, No. with Stamp)
1lll'|l§ T W A PR A 1 _
ZOR INTERNAL USE of KOSHIKAFOUNDATION s 394 ¥, " Eye Care Trusl)
Lo apiby g e +)
SIGNATURE of TRUSTEE 1 T T S AR
T v | ] T 1

Vi P

20 - 03 - 2025



