APPLICATION FORM anmmu{:ﬁ (Healthcars) U‘ !'IQEI
h ; ; i e E?fhtlcm
APPLIEATION Ha APELICATION DATE - " g Mt .
e E?afg_l_ls | 340 wim ot 01 | 02 [ 200 el
NAME of APPLICANT : ) -lnl-ﬂ!-lnlili- SEx fEny
T C)Lz._-._ ern']a_th_uu t E,a. m
FATHER S/SPOUSE'S KAME :
ER S{emalfiag
. 2 wmmﬁmh
T : SiTugAvaley 485l
Fettor  FPoshr
St | sl v roel{e b=
i tool e | MARRIED (%aim) | UNMARRIED | Svris)
TOTAL ANNUAL INCOME : (Aftach Proof of Income|
Wi Qlﬂﬁf‘ff (= e e
PN No. s W S
mmmmrummm—umﬁ
W AW R (W e W w we e e TIT::T
= FAMILY DETAILS fram fopgm = B
W B¢ HNo, Wame of Famity Member [Years) Gender Redatian with
¥ e wm & = W Tx{m fis m*gﬂﬂ‘_ﬂﬂﬁ
1LEI _{r‘{irgl, -3 '{5 I_ h:llﬁe
Hr‘}nn-r"f.c < ik f‘l.-‘] [':-11"".".
BASES for {Tich widchiver ln applicatie)
T W ferd Fasin s
g Eard Bt
{HI'HHC::I Crpy ) m!ri!‘nmm Lm-lc:;.ﬂ L'ﬂr;h‘
nid tan & e o Wy W Wt g TR Wl w1 W s
(AT T W W e (s e ow o el (% T % we o wEe wh
“PURPOSE" for REQUESTING ASSISTANGE.
o ¥ P e feed e gt
T Medical ReporuPrascriptions Aflached
= W s @ ant W o iy we ey
s E;LLE_&nr'-r.r_": = ‘EL..:E.E};EII"
N :
A Cead cvcad
L E._I q.iu Lakia.d Ir-*i.: E-t_:_-!.__-"fr'.'ll'""‘t-i-_ k= _I;j E.,TEF

ASSIBTANCE BEING AVAILED for SAME “PURPDSE" from OTHER SOURCES
¥ AT & o s o felt s i 4 e o i

r NAME of OTHER SOURCE ~ AMDUNT of ASSISTANGE BEING AVAILED
;:ﬁ 5= i W w wf wyrm

T SITA TR mnonl

VI




e

DECLARATION by APPLICANT. siTe gm sy 7i:

mmﬂmﬁn that all dutaks in S Form are True 1o the best af my anowisdge Any false stalement 'will render my Application & ongoeng ausisiance. il any.
7} | sodamnly conrm shat esshlsnce, i recomed rom Kishisa Foundation, wil be used only for i “prirpeas”, @ staied in Bis Form, for which such sssistancn
wias rouirsied Dy me

1) | hewkry confiren that | e not & will nol in lubur, avad of rembursemant, o pert o in R, from any ofher sourcoiemployetinaurance compary, of the

lar which thes ausistancs 8 Peguasind

1) & s wem f e wm wen @ ek ok e S el o srpm e o ) oiowE e wur ven wn wm b 4R e e w m e
3} # gm o e v i wetm, € o w i b e i vt ot ol o Bt few e, = e S L]

31 e o f B o o o wmi o §, v of w0 i = e i fe w gy st 8 0 W e d ol 3 o e o o
RGREEMENT by APPLICANT | sars 51 w1
1,|Eylm!rngrrwmﬂumwﬂumlrrwrﬂmnﬂllﬂlFm.IIMHHHHMthlemFMMWITMH
mmrmuu:-uplrmwnrrr.-ruml.m.mnnmﬂmwﬁm'.hmamm|mhwm.ww

ram mmmlmmudmmw.mm.mmmmmwmmﬂmmm
mn'rhlli_-'irﬁmm;.Su:l-lmﬂmrpmh&.dmliﬂﬂMmﬂhbmFMHHMHMWWHWHHW'
for which assislancn (8 bEing reguesiad

11|.:Appln:m-n:.luru--rmnumfuumwurmnm.mm.mlmﬂmw‘ for which such assistance s roquestedigranted,
aill il @usommlically entite me for necoving of santinuing the said assislance The decisior lor grantng andior canbnuing the assistance will rest soialy
nlmlmTnumninnmﬁhnfwrdﬂm.MIImdmmiﬂlngwdhurh'ilﬂmpuﬂ-h:rhl

)T e ad weme s W W e, 3 (abow) ol Tl e wom 0 “wifiee wstiem s T il © w s s f f e,
w ﬁamimwmqﬁl.n"m'mﬂw.mwaﬂniﬂmmmtﬁﬁiﬂm

& yaitte wed % S afwer B 9 oven W e 0 g ® W W e § e ¥ e " wifow wEws" n e afew &

2} & (swbewy v w0 uwwn f e g W, wm, W ol e w i weren & el @ wfil @ g0 W WEm W P W T

“wifi” Ty TeE St w i sl ol aseel e

APPLICANT'S SSGMATURE OR LEFT THUME IMPRESSION - e
w . P

AGREEMENT by HOSPITAL | wwmm 0 W)

By sflinng hareunos:, sgnadure of ou Authonsed Signatory loe racommanding Tk cassipatent for Gnancial ssistance from Kashika Foundation, we
[Heaspitad| raratey affirre & aocapt fodowing
umuuumrrufnpmmupnnrv.-l-nru-n.nnﬂﬂwmﬂmmmummrwm_humm.-nn
mtwmmW.ummmmmmanWMFm.ﬂmwmhmmﬂﬂ
hrk.nlluﬂl’uumtim,npﬂuhﬁlﬂmﬂnﬁﬂlmhnﬂhhnﬂmhiﬂ!ﬂm-rnlrllﬂﬂﬂﬂmgl:hrm.‘ml
mﬁmmmﬂﬂymhltm-MﬂﬂmlwwmmhMWMMmrmmwmmm
ljmlunnmmmh.umhum;hmmmmTha&mh.dnﬂmtmh“wm“
p-n-m.huudmwmmtmhpﬂmumwmummuymmewrﬂﬂmm.hwﬂ
ulu-n-nhlmwmwﬂﬂmm;W-WIMﬂhmw:ﬂﬂnFmﬂMMrﬂwnm
i the mafisr

et v, Wemst % ofr o SR s v @ fifi s fy frem ® it &, o wa (e P v W w w s D
uwtalﬂmmqﬁﬂ'-rﬂm“hihm“qunin win B T At F 9 om A o W e s e
4 feafmin v % w4 s s oo we v e b ool e st o e e s iy e Wt e oww W
e e & et v fe e wE A o A e i i v o e d e s e b wrpe fipi wex TR ik i fed

Sy wrownll woe Wl aEn aea W SR b il
1 *wifime wstet 9 W W W e e qﬂ:ﬂluﬂwmntﬂﬂthﬁﬂ“mwﬂﬁw
& e i & shr “wime e g R T e e v b ol e 00 % e g o B R
o v by “wifem” % W ofe w it v et 4 W e

RECOMMENDED FOR ACCEPTENCE 1
it % e s Manager Ouireach
Date of Surgery Snrwddha Eye Care Trus.)
swmsmm | Dr. Laxmi Dorennava o 16 inmaian Foad, Naler Tork Bad Ave2
[, MBRNS,MS FPRS FICO iName, Designation & Stamp of Authorised
0 1\“’”’ 7 ryrr bt ke P Repn . with Stame) an hehatt of Hospital) e s
AR WA T R | A W e s e
FOR INTERNAL USE of KOSHIKA FOUNDATION  se<sfts: i iy
"SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= e | e

7 é&oﬁ;

18-08-2024



