e 17/0?..}00'7/

h S
) APPLICATION FGRH FOR ASSISTANCE (Healthcare) Kothika
\ [WETge WY WrETA WEY (varaT ) T P T
oundation
APPLCAT "1 P pe APPLICATION baceg
e Alog o2l e AL ilad
NAME of APPLIC T act-vyEARs sig-wl | sex fen
o e AL GO £
e o v T SR
TP PRESENT RESIDENCE ADDRESS WA SPnals
izt — [’war an IREaP POST OF
PERMANENT RESIDENCE ADORESS : 301l 3Mismy oor Fktl‘p‘ AT M‘
e 0O2\4§ 1 MY
| SRS P L/l 2
e FARMMETC
TOTAL ANNUAL INCOME - — = (Attach Proof of Incomse)
w2 witw 3 16 oo e N2
PAN No, #5578 a1 waAr
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever Is applicabie) Yes
v ow W w om (W =S oI W a6 S e w |
FAMILY DETARS
Sr. No. Name of Family Member Age (Yaars) Gender Relation with Apphcant
N e mtnuiwm ™ () fein FpeE ¥ WY BN
T w— T C— 7 . T o —
e T=
2. ) < Fay = ra
) S\, L -.,i
= %) BTN o %) N
BASIS for REQUESTING ASSISTANCE (Tick whichaver is apphicable)
wevom & ford e sm
BPL Card
(Aach Card Copy) Uiocs Costilots Cops) (Attach Coppl P sl
O RU R B LR R =eq 3 Wi yum v Foaren wid e W W
(wtw ¥ ¥ w5 e W (vem W ww v wes Wl Cwre v ) e o e Wl
“PURPOSE" for REQUESTING ASSISTANCE:
e ¥ 5t ot el W I
5¢ Mo, Modical Reports/Prescriptions Attached
T W v % ot W nf wfiekey gl wes
Yy .. S o
3 T W.&?’R - R | % S
j i § i e G
| W
Z) tﬁ}g&')cz —LE-SIot L IO
/ — - 4 # L4 -
L
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
W geve € 1y W F= W fER s v d faw e w7
& No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
TR R L % TR W wf weam md
| @7 S /-14 !
37 i v 1




?—-————' —

oscwtmwu'mm- e TT vgv- i
mwmmmmmdemmmnamm!mwuwdww Mvimwmﬂw'mtmwl‘ y

oo for repctnnt anceloton 2 )
71 | poiemndy confem i uxm&o‘lmd\ﬁmww will bo ustd onvy for the Tpurposs a5 stated in this Form mnuk

wis roguéaled by mu
3} t bty confrm it t have el 4 wit nat in Are, wuolmnmntmp-ﬂr/mm.mmcﬂv'mundoyﬂmwm

tor wite™ Ttva At o 1 requbted -

e esal® ;n-.-wtit!fttmwémcttﬂ’f‘m“ﬂ"ﬁa‘“'um“'"'m““.mmw
:.\=tcnimcn'm'm'~tﬂ’ ,,.;,,,,,,JWMw}ma-#tn«hum,n:amdwwt:
\ gﬁ.r(n.mquﬁr;&mt umw-’mwmmm-uwmmwwi-dmiﬁtom‘

AGREEMENT by APPLICANT (saes ©F ®1H)

195y alllang miy MG Aure o il Imeresson on s Form., ) (Apphicant) borety agrod & suinoree Koshiki Foundation and s Trusiges %
QeI sraduce Ty |ame. address, photo & oelnds of ihe “purpose”, fot wibch such Rssistas I$ requastodigraniod Througn any
medm, nco@ng Te' not e od 0 vertal, pont, elecrronic, for sokaling donatons fot Koshiko FOUNGNUON SIOr dissemaating mioematon about iK'
stV e/acheame s Such wae of my ek A detals can be made by Koshika Foundation before o aTies my wextment o futfinant of tha “purpone’
lor Wil MEEAINCE % heng teguesiod

331 [Acehcant) luthe | M08 that any Such use of my name, addraas, photo & detaits Of e *parposa’, for which such assistance reguestod/graniod,
will 1ot mRsemal Gy antilia e L rechivng of SONtinang o s asseslance The dacison for granthg wodiot contirasing e aessstanca wil rost ooty

aith e Trustees of ~ shid Founahlion. sad thasr doczmromnecudwdbom'dmawocuwo\ov-o
) T pmp— A S hal § (a20¥) mwmwnn(«-mmws&mm'amm(umn
=, =1 rapee— L A A 8 :a'dﬂm'mw.w.mwmaqﬁm e geedael % fed fed S =
B vt wh ¥ Minﬂ:ﬂumﬁmiwﬁwu#th'WW'rmMh
:-érr-m)tumqm(nmwu_w ﬂt*mihwwtnﬁniﬁivmzmmmdmaumﬂ
- wfirar” oo, Tk =< W foa S sbt woaer) ¥t

APFLICANT'S SIGNATURE OR LEFT THUME IMPRESSION
yobre ¥ EHOW 6 W i PR

AGREEMENT by HOSPITAL (wems P11 %50

Dy pfiung naroundc:. sonatem of aur Authorsed Signatory for tecommencing Tus casuipatient for tapncial asesiance trom Koshied Fourdabon, we
Hanplinl) harnby atmm & necoepd folowing

1] than we nednhaf are mcunl?ynctwdm’umuuudwmmmmmumyoxwm.bw;mnw.uwom
m«wmquqdlm.xw-\alfpmm.wnmmmmuvMWWFW.anwuwm:numlmod
ayxmmrwmzm.mmumw.mmwnmammwmwummmuco«mmm Ths
wNwmm»qmmunqum'mmmuumum umwmmwoMNGOawwma
2) The assatanca koo HKoshika Fumdaomisodymncwinnm. TNMO‘NWMW mem»wmw
pataat, is based on INe an mmmwawwﬂ.mbm»mymmdwmrm mmu.mmwwn
sssuma aglo & comprele maponstiity o'mnmml.h’swmswyolm patient, and Koshaa Foundation nnmnomlaotmbm

in the maRor

mm.mnmawm‘wa-s--mwm'imwumﬁd!.ﬁncm>hwu«-m-ih

§) w S 3 b i hﬂ\mdmwﬂmmm”-ﬂmﬂduﬁwﬂiﬂtddﬁ,ﬁhrﬂ'mm’
ﬁuuﬂmh#m--nns‘:ﬂmmw':-nmqft!::ﬂ'cmm#‘m‘wmmmmqqadﬁmw'n:w-n-
o seu A W Ve 0 e mmﬁmv‘dwﬁwﬁnmhwfeimmm!ﬁmﬂnmwﬂwﬁqm
hmﬂmattnuﬂtﬁﬁﬁﬁt
:'mmﬂ'wvt'ism“mmqﬁwtlmvmeQMIMﬁm.mGFMﬁm

' i«nmtm'dﬁmw’owmndmdhwﬂmit-ﬁtwﬂwmmmdwmmomum
am*-m*c«w:mﬁwmemﬁn

Rﬁmmﬁbmmwm
_ el fory sy
Date of Surgery Tlni mtM

g W

Dr. Dharm Singh

e 1S (OPHTHAL) ]
\c} / l {Name of Dr. 8 Ragn Ko Wit Samp) m&Wna

ot 51 9= U e S TR R =y R r e ShEE

FOR INTERNAL USE of KOSHIKA FOUNDATION 5l AP
[— SIGNATURE of TRUSTEE ¢ SIGNATURE of TRUSTEE2
l : v 4

r

=l e )

l __L_ i




