K&hika

APPLICATION FORM FOR ASSISTANCE (Healthcara)
HETGAT W M7aeT ey { vEvEgY )
foundation
APPLECATION Ho APPLICATION DATE | Bulbling
T S E'JEBH |2 Hox o (o]i2 ey = =
WAME of APPLICANT ) AGE-YEARS ®5-W4 | ggx fom
-ﬂ'lﬂ!‘ L 1]
- looa e, 19 F

FATHER S/SPOUSE'S NAME

fremeres w9

L0

2

Pt op — padtop

e Wi

CCCUPATION |
S :ﬂh&p
TOTAL ANNUAL INCOME

pog A

10 }-I’-“[l't-x:..1
waRRIED (Pbn) | unsaRsIED (sbmin)
{Am<h Proof of oome)

| 5T = W EE

PAN Ko, 7T =0 T

ARE VOU AW INCOME TAX ASSESSEE [Tick whichewer in applicatia).
SR R R R R R R

Yex | NG
womh

o’ FAMILY DETAILE witars fomm
5. Mo Mane of Family Member Age [Yaars) Gender Relatran with agmiicant
&9 nET e G I 70 (W fin Sl g s
.-'-1.1 I F f
I I — S Y X, = —Habeal
BASIS for REQUESTING ASSIITANCE [Tiok whichaver i applizabie]
= arwE & ek frafr s L -
Card Cariificai
iAmmch Card Copy| rdmﬂm:u.l:mj E:'ﬂ u{(m-
ni W A s A e Wi g T TUHI T -
e e (v T o v T Ty W w o e W s w
v “PURPOSE" lor REGUESTING ASSISTANCE.
e T el o el o gt
by Medical Roports/Prescriptions Attached
W sempE R 4wl w uf afviey gE s
L) _frttﬂl[k{:g;a,f o m"{a a1t
- i = -f..{a J
v AL~ [hlgig!
- i . F
I 7 EJ.-J._T.E}rhrr g;.“——@'p‘u—{—,.rw - : -
!
ASSISTANCE BEMNG AVAILED lor SAME “PURPOSE" from OTHER SOURCER
W T e wem e e v A e o w7
e Ne NAME of OTHER SOURCE AMGUNT of ASSISTANCE BEING
o HE = T W W ot of wEe
(W O OX o1




DECLARATEON by APPLICANT SFSY B0 W79 71

1;|Muﬁwmmmmmuanmmewnmﬂwmw Any talne stainmant will render my Application & cngesng aesstance, § any,
imbrin for neschionscancelinon

2} | spiemnly confim thal sesistance # racaived Bom Koshika Fousdiaton, will be used only for the “purpose”, as staled in i Fom, fof which such assstance

wes equesied by me

J]|hurmmnriml:ru'lLn-:r-mimﬁMmm.muleMumu,m“mﬁWm.ﬂhm
e which Hhis ASSEIANCE = requasied

1) # v = f f oy w3 it vl e e 0w ¥ vyt s o W ) e e e oy W T war & @ o e T w W e
3 8 g o W e s e, @ @ ow R}, s el T v o ol W B fm wite, W g wew & w0 ™
nﬂ'q;r-em{ﬂrrnmq-mﬁil.nﬂlnmnmﬂmﬁm“mm-tuhlﬁqlﬁiﬂm
AGREEMENT by APPLICANT | sms gm W)

far which assstance i Deing requesiad

2) | (Appiicant] karther agree that any such use of my name. address, pholo & dutails of he “puspnas” bor which such ssssiance & requested/granied,
will nal sucmabcally anlite me for recerving of confinging the said assitance The decssan for granting andfor conbnuing ihe sEsiFance will reEl aolaly
with the Trustess of Koshika Foundation, are their decision |s this regand will ba final and gecepiabie 1o me

e ——————— T b . bR R R h R R LR B R L R b
qmnmﬂrrtr-nmmﬂ-hl_n“ﬂH'mﬂw.mmﬁqmiﬂﬂhﬂm:ﬂtﬁﬂﬁim-—
tmmiﬂnmhﬂmmmﬂmi‘ﬂu-niﬂih'mm'tﬂﬁph
::i:nh:nmim{nnn,-.-ﬁmmitmiMiﬂigﬂm:mnmimnﬂli

=" By T Syl W S affes sl A B

APPLICANT'S SIGHATURE OR LEFT THUME BPRESSION | \.T
wrmE % yemn W g W fam

AGREEMENT by HOSPITAL [ rems g s

By afiung heroundor, signesure of pur Aulhorised wrhwummhhﬂHlmﬂnmmﬁlFm.n
{Hospibal) ersty affam & aconpd folowing
1|rhm-n-nuﬂr-rm-ru-mrm,-nurmlllnh.nu.nivanufﬂrl-lmllﬂmlmaﬁﬂﬂ*”ﬁﬂ'ﬂﬂwmm’“-'ﬂf“mwﬂ"-“““
pegquesting bo got from Koshdes Foundation, o the exanl thal such isssiance & granied by Koshika Foundation I he raquested BSaistanc i nol granted
H,’HnﬂﬁiFﬂnﬂlﬂl.mpmmnhthlnwWﬂmhﬁﬂdhnﬂhnwh#ﬂﬂﬂmmﬂ‘wmwwym-ﬂﬁlﬂn
mmhuumﬂ-uu-nl-mphiﬂm“immmmwunmwmmmmwmmﬂm
7] The sssstancn irom Koshika Fourdalion ks only financial m nature Th chaice of the Trestmentiprocedun advsediconductad by the Haspital on the
nm.qmmmm-mmhmmnnmmimw.ﬂummnymmHmenﬂlﬂw Hercp thn Hospal wil
nmm:dul:nmphumpmm:-nr;ulm-mmmuu‘w-.nl-:um-lmrpﬂwm-ﬂ.mmrmmmmmrﬂnrmﬂn

in fhin mafer

ot wiwwn, remel W o1 9 M#In"mm‘ﬂﬁm“qmmdﬂi.idﬂ{mzhminnﬂﬂmin
Lﬁnﬁ!mmt1ﬂm1mmﬂhmm1'ﬂ et R R TR R R T R R
A firwfimet T o mow  “ s et g we g e b v wiime we” g e fiedh sfcres 6y W R w | W
farsht 3= v v w T W @ e o W s e e e € e o T wre T v T b iy el
by et sivn w B W R W W A

3 S et & o ol woa S el o @ & AR T wee oe 6 o s w e e Teouren = g O
PP p—— L a b LR R R R R LR R Ll ool
o el ol “wiEe od e e m fm o F o wih

RECOMMENDED FOR ACCEPTENCE

- viwh @ fm vegh M

Date of Surgery L (A undt of Srvncchia Eye Cane Trus.)
g & e DI-“ viciavar 8 1AM, Thimmalah Rosd, Miller Tank Bad Area

BBS,M3,FPRS,FICO {Name, Designation & Stamp of Authorised Signatory
ol {t« “onapbtant o Biagon & fwos) v - on behalf of Hospital)

W@ Nl 90284 1 W T W e S e

FOR INTERNAL USE of KOSHIKA FOUNDATION =% 7w 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T e | e

/304/3;

18-08-2024



