APPLICATION FORM FOR ASSISTANCE (Healthcars) Ko‘lshlka

ik ﬁ'ﬁ PR W (P Sw) foundation
T e —
APFLICATION Mo, = AERLICATION DATE | Baonrre okt ool boby.
T v "-"Jr':'_t*.l-‘:r' I'II_'H-'_‘-’:E:_ ey it [ PR Ty
NAME of APPLICANT AGE-TEARS %9-w% | gex foim '
gyl ‘E}l/L \VEL Mt T b 1l
FATHEN S/EPOUDES

s ww o (1 JCenclym

NG e TP Covrind ¢ fom
g :%iﬁﬁ'ﬁ.u

— = J’PE*—" f"‘vr" P}-Lf_h
o b St v
o Coo (e | AARRED (FPuibn) | UNMARSIED (ol
TOTAL ANSUAL INCOME [Afiseh Proof of incoms)
o it s <0000 | (57 w7 T e
N No. =T W AT
%ﬁmmmuﬁum:ms"__m"muwk You [ No
el S S T TR
FAMILY DETAILE sfrm S
B N P of F Marnbser Agw (Year) Ganser Fieladion with Appbeam
:un'a:h mt:ﬁmm T (wl) fiomy W wey
H'mmmm:-m
wEm % ford i s
Lﬂ‘fmq Cortficais Lwifion
iARech Card Copy) Uhgtwgm Copy) [ Attach E;‘ﬂ ﬁ'ﬂ;
TR i % AN e T e m et st Wi e
§ LR R T a—— [§ L R LR R A T e o s el LB
PURPOSE" for REQUESTING ASSISTANCE.
T ¥y e v Al W gt
5 Mo Modical Asports/Prescriptions Aftached
WY s S B ol W o i o e
{fﬁ:' .f.?}n_g_'l'll"-'cul"-,. ?%I'—— l'".-:_t‘-rn.,_l.f.
W= pealerat s
i, | "
e W TP —RE_ oot
mrm“’mm
W Tten ® Wy WY e e feal u foem o gt
Ba No NAME of GTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
LR 5 v W e mﬁm:ﬂmm
[y
ATe S JTeTx JTI.-'L;




DECLARATION by APPLICANT, #ET% §W W T
1}mmtthaﬂmuhmm Farm are True i the bas! of my knonfedge. Any false almiement will rgnded my Application & ongoing asssstancae, f any

21 1 aciamedy confim that assisance. f received irom Kashika Foundabon, wil be used only fox the “plarpose”, 28 sisted in this Form. for which such assistance
WS npquesbed by me

4} | bty confirm that | have ok & vl o in Buture, Bvai of peimbursamenl i part o m I, from Bey ather source/employerinsuance cormpary, of Tha ament
bt which i aesstEnce @ requesied

nd mm(hwmiﬁiﬂﬂMMMimmﬂmhﬂﬂm v e e o W b 9 srrem foren W) @ wel #
1) 1 gm W e o " sife e, i w ot §, v ik wéve o g = ek fe w0 T £ wn v b
11 # gf wom T e dy v e W ¢ 7o ofp = =fes @ mhh&nﬁﬂmﬁwﬂitiﬂul s 3 ofm & dm

by APPLICANT | wyoe g %7 |

gectivitis BCh iy EMETTE Su:huummrmlwiﬂumnhmbrm memumww:immum'pm#

for which aasislance & baing réuesied.

31 | [Appiiear) luhaer sgrae thal ary guich ese ol my nama, address, phole & detais af the ‘HEpOse” hmmhmmmur-qmﬂmmmm.

witl not aulpematically enisse me flor receiving or continuing i i aswsiance. The deciaion fof graring andior confinging Ihve asssianco will rest soiely
weilli ke Trusimes of Koahka Epunduiion, and their decsion is this rmﬂmluﬁwwmmmm

1) e T W S e A W i sy & spvow) wrd s W) yfie wm f i ——— R R LR R
n_mﬁim“mddﬂml,ﬂ'd‘M'mﬂ w,mm;mmuqnm-mtumim-—

& ey wrd % T sy b W v W e 9 R % e w W g -itn_-m-mrn':w-l-hﬂn
nt:m1w-n!-mqhinﬂn_m.ﬂ#m‘nmtmﬂtﬂi#ﬂ:m-mw:—nmi L
Rl e favie sife by e W

M'!mmm'l.mmm:
ariTE W L T

AGREEMENT by HOSPITAL (wimws) o %m1)

By allining hereundar, aigraiuin of Guf Rubhcssd Erqlwl:l'p‘.-nll'filﬂ:ﬂﬂ'l'lﬂ"ﬂ'h’r'i ifiis casa/patipnt for hrancial Fsustancy from Hoshisa Foundahon, we
{Hogspital) herstry affim & nccept following
I]I.r-r-n-r-ml-lnr-prmnlrrnr-'H.Irnru1|..nmnﬁnrﬁr-ru:ll-nmﬁmnﬂrHGﬂwmrmm.wmmw_umm
mﬂmhnﬂmmrmm.mwm1mm-muwWWFMHHMML;MW
nﬁmrmm.nmahu.mmwmﬁmmmmwmmmmumwmwm.m
mmmithnwﬂmmﬂwmmm;ﬂ:ﬂmhhmmlmmqmmﬂmm:nuﬂ
:Humhwnﬂmmmﬁmuuﬂrrmarﬂlmnwm Tha choses of e o advsed/conducind
paum.i:huﬂmmWmmhmﬂmlmmwﬂ.uﬂmmmuymwﬂwﬂJFm Haonce. tha Hespaal wil
lum-uiﬂ.mrrqﬂ-rlummhﬂlpulmmﬂlhmlﬂﬁdwammwmwhHMﬂmmwwy
in e matle
mm,mnmq-m-ﬂw-m-m-ammﬁmmut,HnWaMm#n-wﬂh
:||ulﬂ-imll'llli'rﬂ-l!mmﬁhmmaﬁﬂﬁimﬂwﬂilﬁwiil,ﬁtﬁ“hm"_‘
4 faefinirih 3w o Ty 1 “win BT G T qnhﬂ'mwﬁn'nmm muwﬂm-iﬂm
forlt o o v s w T a= WA W e # W mm_hwgttmwmin v g wee e Frfve iy Pt
by wewrd W m fll e o el

3 St " ® v e dwn v o o e g @ of wen W feR ATV T T v v
ihnfhﬂI:I!'Iﬁ!ﬂm:hﬂ'||=1me-ﬂimdhmﬁimiﬂimm#ﬂmﬁﬂhﬂuﬂﬂ#m

o sl sk St S i o W Fh v
20,

Eﬂwmw
M

—wtr—tmbestreatr |

Date of Surgery Manager Outreach |
shrve %1 Dr. Laxmi Derennavar instiute ¢ A Eye Gars
N's MBBS,MS,FPRE FICO amg ' Bgptory
G-L |14 cnnmm‘v%mi Rbcuirigoorns mwm
FOR INTERNAL USE of KOSHIKA FOUNDATION s T
SIGNATURE of TRUSTEE | STGNATURE of TRUSTEE 2
I e | ) T 1

Ty Jar %

1



