APPLICATION FORM FOR ASSISTANCE (Healthcare) ](gvgh[ka
HETAEW ¥ S{rEET 9req (7w g ) =_rm

S Bfigar/aq3g. S (fhiafs | e
sEX fif

MAME of APPLICANT - AGE-YEARS 579-7¢ -
FATHER'S/EPOUSE™S NAME -
frmwmgm W W . y (14 ry
"";..'.1 NRESS AT i
Madalgd: T HIPXa%l 0 ¢ _

pre oP  PosT OP

243 3 dnrdkmn'rQ

e i 7 e w:m{m
TOTAL ANNUAL INCOME - ; [Atach Prool of incame)
wE wfte s = (w7 w1 wwe )
PAN Mo ‘I‘fm__‘ﬂ'z_ﬂ
ARE YOU AN INCOME TAX ASSESSEE (Tick whiehever s appiicable): YosiNo o~ — o
. osm e o R (R W W IR o w e e L
FAMILY DETAILS vitan fawm
Sr. Na, Name of Family Member Age (Yoars] Gonder Relation with Applicani
A HE s % wordd W) am I (=) il SR F W T

/—_“H

BASIS for REGUESTING ASSISTANCE (Tick whichever Is sppiicable)
wEn % i el s

BP1. Card
iAtach Card Copy) — (Anach Cestificate Gopy) (Rhon Ooed, Any Ottor
nﬂiiﬁuw o o e C_%-;I;fm"/_
(W W W o W W (7 T W o W e W ( W W wh b
> “PURPOSE™ for REGUESTING ASSISTANCE:
mqhﬁﬁhﬁmm:
fie. No, Medical Reporta/Prascriptions Attached
Y T sEmEyrier € 50 9 of wivey g s

SBI ST PE —ratasmet

ILE. pCIgr—

) %mwag
Ly

L3

ASSISTANCE BEING AVAILED for SAME “PURPOSE from OTHER SOURCES
8 3R W W e e e e s vy R fen g a
Wo. NAME of OTHER BOURCE AMOUNT of ASSISTANCE BEING AVAILED
0 4 W W ™ Hi o s o




DECLARATION by APPLICANT: SINT® g1 Wi Wi

Ijlhﬁ“ﬂﬂﬂ%hmﬁmm?MuhmﬂmW.MWMmewwlmm.lm
liabiu for repectionicancellalion,

2} | scimnly confirm that assistance ¥ recebved from Moshiks Foundstion, wil be used only for the “purposs”, an stated in this Form. for which such essistance

wag roquesing Sy ma.

3;|Imwywﬁmmnlhnndiﬂmlmhum.mﬂmmuwmﬂﬂ.hmwmul.m-nymmummmmdhmﬂ
for which this asaisiancos & regueted

1) ¥ v woy { Mo owEr § SR e B for 40wl ® wg v o il fouk S feron o we s s e b o S8 e From o w el b

1) o % e o s e, @ o wm o f, s ves gl vte = o o B e wiy, @ e e e

nﬂﬂmtkhmﬂwmﬂit.ndhwnﬂhumhhlnﬁhﬂuﬂmwﬁinimitwﬂﬁi@
AGREEMENT by APPLICANT (20iss gt %)

11 By affieng my signature of thumt impression on thin Form, | (Applicant) heraby sgroe & suthoriss Koshia Foundation and I1's Trustees o

use/pbishput-ap reproduce My name, addness, phots & detalls of the “purpesa”, for which such ssulstance Is requesipdigranted, ihrugh any

mdiym, incuding but nod Umiled 1o verbal, print. elecironis, for soliciling donations for Kashika Foundation and/or dissemingfing information about s

pclivities/schievamants. Such uso of my pholo & dutails cin b e by Keshis Foundation belore or after my trestment of fufiment of the "purpose’
for which assitance is being requesied

mt;mm:wwmwmmamm.ﬁm.mamdlmmﬂmmmmhmmﬂm

witl ot autormatically smide s for recslving or continuing the said esaisiance. The decision lor granting end/or contiruing Ihe asaistance will rest solely
with the Trustees of Koshika Foundation, and theit decision 18 this regard will be finkl and acosplabie to me

1) 9 T W A T W A W o e & Csmiw) e i o g won f St st sy v we W sl s T G o,
i, w3 s o s vm e i |, 7t wifisn” v e o, wen qat gk g il ain e & fd el o W ooem

3 vl wr # fe afiogr & S v oW fere O g € e w e w8 B el e s et e b

2) & (svdee) v e @ s o fa g0 e, W shy e of feaenen W st @ witn & 0 e Se o v T W e S

i T I il W el o b wsd B -y

APPLICANT'S SIGNATURE OR LEFT THUME IMFRESSION :
sofoR W TR W WE W fae

AGREEMENT by HOSPITAL (v=mm &= =)

By aMaing homuner, signature of our Authoried Signatory for recommending this cassipaliont for financial nasitance from Koshika Foundation. we
[Howspital) hereby affirn & aocept follawing: _

1) that we nelthor are prosentty noe will in futute aval of financial sssistance from another NGO or any otfier source, for the sime patient/case, Be we i
nqm'unuu:-gutrmmmmpmmuummmmmumwmmmmm.nmwmumm
bjrrlml'mFmnpmtrhmmm}mlmhnpnumﬂauphmuummm“wmmm
corlimaton states that the Hospital will not ovall any duplicate nssistance for the ssme patisnt/case from any other NGO or any ofher source.
E}Th-mmmﬁpumMmsmmmmmm.mm=ihu—mnuwmu-mummmwmwmm
patieni, is based on the arrangement betwasn the patient & the Hospital, and i in no way influsnced by Koshika Foundation. Hanca. the Hospial will
anmmlmmmmﬂmw&nrml%dmmﬂ“ﬁmﬂhumww

in the matter,

vt aeRE, vet W) s @ mudah w “wiire et | Rl e iy fedfn o il |, el = (e frs ws o s w wien
uwhidmhnlht'ﬁﬂuﬂmmmhmw-hﬁﬂmimmnﬁniitﬂﬁm‘ﬂﬂw
# ool e o e o “uitf ereebes” o wer iy ool Cwifem v gm e fefs s § v ot few w8 s -
o st mreh s Bt e e & e W s e e 1 ve g F v wn e e ol T e b b e

i wowtt wem @ el o= e 8 9 A

+ *wf s W nf wwe S R vt W b o v v g @ o s w e vl srevies W R PR of e

% e w favg § b wfive sersde g fad v e oe R  wived w4 Ol % wE e ol wR o Rl I o e

w o s s W ¥ give @ Tedol oo o e

\ 425,
RECOMNENDED FOR ACCEPTENCE /
e //M‘géi

i

Dato of Surgery M
v w i
[Name of De. & Ragn. No. with Stamp)
I?IJ”-}Q_—S T W TR
FOR INTERNAL USE of KOSHIKA FOUNDATION (sl #dim fya0ina EYE
SIGNATURE of TRUSTEE 1 REof TRUS
v |

7

- v/




