,_C_ug.}\n\m

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETAW By SEATA WEY (v )

K¥hika
foundation
Dlding Shack of M.

Ro  Elosigloge Iwae =l
NAME of APPLICANT : AGE.YEARS 31g-WY | sex fiin

m
e Stkouder Yal cH S
FATHER'S/SPOUSE'S NAME -
/AR W AR E"dk S\li IL
g. g PRESENT RESIDENCE TERH o
m.hq;i_—_l_nmi z 73 Y
0N N
“i;h'[ﬁ - hgsb %El UUHnd {ads N
RESIDENCE ADORESS : Tt eI 52

1
— A\ ANl —

Preop Postop
320 Stkander Pal

OoCON 54 . MARRIED (T0arfh) | UNMARRIED (o)
TOTAL ANNUAL INCOME : (Attach Proof of iscome)
= wits sm < o,00%|= (3 W W W) NE
PAN No. Tt o Hoa N —
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is apphcabie): INo
w3 A% e S om € (W w9 78 W oeh P ﬁﬁy
FAMILY DETAILS it Tt
S No. Name of 7 aenily Momber Age (Years) Gender Relation with Appicant
¥ H5 wftan ® weed %1 US %5 (m) fism E L R R
] i\u\gm }_E ~ RYIN
) LTV 32 = T STH
IW'( Lo 43 40
S
BASIS for REQUESTING ASSISTANCE (Tick whichewer 1§ Sppiicanie)
wmem % il famfy sman
BPL Card Centificata Razion
i b ¥ 9N M ™ s 300 ol wom Ty W flmper ke
(vam w1 6 e ¥ e W (werw v @) wrw v s el (v W ¥ v sfy den W
“PURPOSE" for REQUESTING ASSISTANCE:
T v fd T e & e
Se. Mo, Medical Repons/Prescriptions Attached
¥ WA semeveien @ Wit wt of st g e
\ i s =i
L Tr.nr}mms C { 2 YTV
1
L~ | dd

Y =
y \)(;&%g.u 5 N~ NIAENLS
{ J

ASSIST
v Ive @ ¥ W a wee el s wn @ R e w2

ANCE BEING AVAILED for BAME “PURPOSE™ from OTHER SOURCES

n'du e vy W W

$t. No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED

st =f wgwm T




DECLARATION by APPLICANT. STs 0 Whwep 1,
a)swﬁmmummmr«mmtmwwmdmywMymmuWWMAamum.am.
Eabis for repection/cancodiation.
mmq:mum.ammwr«muumwumw‘m‘.uwnmmummm
was roquested by me.

3) 1 herety confirm that | have not & will oot in future, avad of rembursement, i part o in full, from any other source/employerfinsurance comparry, of the amount|
for which thit asSHLINCA IS rOQUesied
1) hwn won S W@ wen # Rl g ool feme 48 weed @ sE e o w ol i fewce o W s we ww b 20 ween free W) 0 wet |
)R prd spm v ‘e et it T T e s S e, 2w e

1) ¥ e won { % fem e 3 oy ok W o §, 78 o W s @ e i R s sufrdanda werd @ 3 o o § o2 @ e J o

“AGREEMENT by APPLICANT (smies B0 %01)

1) 8y affing my signature or thumb impression on this Form, | (Appicant) herety agree & authonse Koshika Foundation and it's Trustoes ©
useipublishiput-upireproduce my name, address, photo & details of the “purpose”, for which such assistance &s roquestedigranted, through any
medium, including but not limited 10 verbal, phnt, electronis, for solciting donations for Koshika Foundation andior dissemnating information adbout it's
activises/achievements. Such use of my pholo & detads can be made by Koshika Foundation bafore or after my treatment or fulfilment of ihe “purpose”
foe which assastance s being recuested,

2} 1 (Apphicant) further agree that any sach use of my name, address, pholo & detads of the “purpose”, for which such assistance is requestedigranted,
will not sutomaticaly entite me for receiving of continuing the 3aid assistance. The decision for granting andior continuing the sssistance will rest solely
with the Trustees of Koshika Foundation, and thelr decision is this regard wii be final and acceptable to me.

1) TR T W o veme @ sk o wrs e, 4 (svhow) a9 weel ) g v o “wifre witve s Tee et W sfiag e { v g T,
wm, w2 s o fewm o wve 9 e §, 9@ Cee” ves o, on, wes gt Tt @ g el sin seefeed @ fist Rl ot s e

% wafts wrd ¥ ey sfoge £ 2t gy w0 Tewen Ot g € R W e W E g sl wsdR v R s b

2) 4 (srhew) w8 o @ wym 90 Tm, wn, w2 ol e @ s T ® ageed @ widn | R e oo W eeor o §E e o

“sifre” oy vod =fed w fiely e s eww) v

APPUICANT'S SIGNATURE OR LEFT THUMES IMPRESSION :
sivs € yamt @ sl W fos

ey < 2

AGREEMENT by HOSPITAL (5w DU WoX)

By affung harounder, signature of our Authorised Signatody for recommending this case/patent for financial assistance from Koshia Foundation, we
(Haspital) hereby affirm & accept following

1) that wo nolther are presently noe will In futire avall of inancial assistance from anothes NGO or any other source, for the same patient/cass, as we are
requasting % get from Koshika Foundation, 10 the extent that such nssistance is granted by Koshika Foundation. If the requested assistance is not grantad
by Koshika Foundation, in part or in full, then the Hoapital resarves it's right 10 make up the shortfall from another NGO or any other source, This
confirmation essentiady states that the Hospitsl will not avall any dupicate assistance for the same patienticase from any other NGO of any other source.
2) The assistance from Koshika Foundation is only financal in nature. The choice of the breatment/procedure advisedicondutied by the Hospital on the
patient, is based on the amangament batwean the patient & the Hespital, and is in no way influenced by Koshika Foundation. Hence, the Hospital wil
assume sole & complete responsidiity of the treatment & #'s oulcome & safety of the patient. and Koshika Foundation will havo no role or responsibility

in the matter,

vt sfogy, vroed W s @ TR Od w Cwiom wartm # fefee upen By fewfn o i 3, v (veem) f pen ¥ we v when v )

1) wr i 7 9 wis o 3 @ e F fifien ween S A el Weem @ Tl R wi @ T divat S 0 e 8 R e e Cofew et
W fawfmfed 7 ® wa  “wifive sedr” oo wee i s b ool “sifow wrm® oo wen e Sfewues B v W few o bR SEen
St s Ay wowrd e w fadlt s e W wwen oW sfeet g ew b e § we s o € fe s e see e e By feh
& vive W fasi = we @ )

1 “sfew wrdm” ¥ ¥ of weos e e v w6 PR W veee oo O of s @ el R Tveuniee W I PR o v

¥ W w fren £ b “wifrw W oo R vew w o vew o | et weme o 0D ¥ e e ol et ot = fetof B8 o s
o v oy Cwitew W WX e @ fiod o F o e

RECOMMENDED FOR ACCEPTENCE
wivgt & g el
Date of Surgery DR #R DOMA HI
ﬂﬁdlﬁ! CaSuuitant DClor
ll’-"d VENU EYE | aﬁ-’s‘s‘:mcwnﬁ (Name, M“:l:' ryady
; - Hv a1, Sneik s
3§ W TR 07 P! wd‘tmﬁ%
FOR INTERNAL USE of KOSHIKA FOUNDATION  s=fte v iy
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
= v | T 2

u s

/4




