Kocluk_a

founaoart
Bulighe 3 Shoex of Ide

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETAE By AT WrEY (Fam )
mremen KOS/ O8I | 07.08. I
WNESAPRLCAT:  TARANT DALY e
;nv%'ﬂ:o::n NAME : JH'T' N DALUI

i

PRESENT RESIDENCE ADDRESS WitWH

M

PERMANENT RESIDENCE ADDRESS : =it SUraTg ot

fie

Medical Reports/Prescriptions
s s 8 ol 3 o wie gl s
DIBGINUIIS - @ZEBEE:I: Eé

—— S BIROVE —
o e UM PMPLOYIE
TOTAL ANNUAL INCOME : (Aftach Proof of Incame)
w3 wits == NIL- (=W w1 W )
PAN No. Tt W wW
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applizabin): Y"/'?
W 39 A ST o R (W W W OIR W ER W A Sl
FAMILY DETAILS it frmm
Sr No. Name of Family Member Age (Years) Gender Relation with Applicant
% Ten qftan & el WA 24 (ml) finil LR R )
L THRIENI - =T el k-
T SNTFHE
ey T 7 . ' } SOIN
2 ANTTE DL L] Rk DEUGHITER
BASIS for REGUES 7 15 ASSISTANGE (Tick whichever ts applicable) >
T % fa faal sem
BPL Card EWS Certificate Ration Card
|Attach Card Copy) (Attach Certificate Copy) (Attach Copy) Wmm
Wit ® 99 ywm T = w3 o g wE = = an
(55 w1 9 wem o ey (W T S o S s (v T W e v W e
PURPOSE " for REQUESTING ASSISTANCE:
w6 et W feal W oade:
Se. No. Attached
w9 Wew

e

SURGTI FE 7

Vi N
KE (SCN T 100 )

ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES

8 IR % 0 w0 5 wewa fen &= v @ fw o w2

Sr. No.
R W

NAME of OTHER SOURCE
= WM w1 AW

mmaammcemm

wf wemem o




DECLARATION by APPLICANT: 3o T @iwey 9:
1)mmua¢“nuFamnrmnnmdmwm.mu-m-lmwwwamm
rejection/canceliation. -

2) | solemnly confirm that assistance, (f received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assiste.

was reguested by me.
3) | heraby confirm that | have not & will not in future, avall of reimbursement, in part or in full, from any other sourcelemployeriinsurance company, of the amoum
for which this assistance is requested

1) ¥ wew v o w4 el ot el e 38wl ¥ s e ol ol oo S e o wes s we e € o 30 o B W el b
2) o v W ot s il e b am s sl e i e i s win dwmem Ao b
))i*w(hhwuwﬂditu*u*tmhﬂn“ﬁiwih!*iﬁﬁi@

AGREEMENT by APPLICANT (sts @0 S0

1) By affiing my signature or thumb impression on this Form | (Applicant) hereby agree & authonse Koshika Foundation and It's Trustees to
use/publishVput-up/ireproduce my name, address, photo & details of the “purpose”, for which such assistance is requested/grantad, through any
medium, including but not limited to verbal, print, electronic, for soliciling donation: v Koshika Foundation and/or disseminating information about it's
activibes/achievernents. Such use of my photo & details can be made by Koshika oundation before or after my treatment or fulfilment of the “purpose”
for which assistance i3 being requested.

2) | (Appiicant) further agree that any such usa of my name, address, photo & details of the “purpose”, for which such assistance is requested/granted,
will not automatically entitie me for receiving or continuing the sald assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable 1o me.

1) W T W ae e w e ¥ e e, § (aview) wed syl ) ghe s o o Csifve et el suRt il t oW s e e de W,
v, i ale W foww w v F wifen £, o Cwifow” v s, on, weww gt wtee @ ol il sl avefed @ el el o W e

® vty il ¥ fiwy afege b @ eer W v @ g ¥ Wl w oW o @ ey Cvifew wsder” w sl sfeg b

2) A (awiew) o @ s S S0, v, Wi el fewn W e awee ¥ seted @ wile § 58 e see W v W oW o

“wifre” v v e W felu sfm ol woeed v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
wite ¥ vaw w #g W fam

AGREEMENT by HOSPITAL (vt W %U7)

wmmwdumwumumuwmmmwn

i the matter
vt adepe, Ve W sit @ s W Cwife st @ Sl e by fewfte ¥l £, Pl v (v fer e e w wher vl b

1) w 0% 3@ whe ot 3 wftew F il e Pl A wrell e w el s e 9 e s 7@ w A o § 38 e e Ceiiee et
W fewfrafvl v ¥ waw 4 “wifow et oo W g s o R Csifve wrmt g woe el afeoess iy e W few e b A s
o e i wowd Wew w fedl s T @ wewn W W sfeer gove v 1w g § we wn e § e s e s se e iy el
ol wew w el w8 aed

2 *wifvm wrbr” § ¥ of soen S fdfe sl W 6 B w v gu 9 o e w R Tveeiee W o W .

% W w e § o Csifow st oo el wer w ow oo 9 it e 4 90 % v e ol st wd W Wl edol 39 of e
@ v b wife W W e @ fesiol o d e ‘

RECOMMENDED For (Tick or Rejection as appficabie) ACCEPTANCE REJECTION
Hegh ( w from @) b bt |
Date of Surgery O Ak A vala _ &
s« wt MBBS, MS. P D(E pu FLINE LenE o §7Sankar Bagehy
- - Reg No 337 ' Eve Foundalion B Resesrch CLiiue
09.08.17 0% Susrut Eye Foundation § | (Name, Designation & Stamp of Authorised Signatory
(Name of De. & Regn. No. with Stamp) on behalf of Hospital)
TRIE WA R | AR O v S

FOR INTERNAL USE of KOSHIKA FOUNDATION s 3wl ¥

SIGRATURE T TRUSTEET SIGRATURE of TRUSTEE 1
i P | = TR 2
e - <M e —-




