APPLICATION FORM FOR ASSISTANCE (Healthcare) thd@a
HETEW $Y WATT WS (VR dave) foundation
prucsnonte: clozig|u1s  (USd[|g Y|rusamonears: (213 ]18 g o o e
NAME of APPLIGANT | AGE.YEARS 1§ T | sex B
WS W T \14{19\ [2'e) F

 FATmER' “‘E’M‘(Q,QGM “}

Qocuaion ! T-{iatrgenns 8
TOTAL ANRUAL IRCOME : 3 » Yol Proot of
1o T A Ry T2 e (Sw.’b ‘Mcvw\‘) “(‘:”“mg;‘)" -
PANNo, 355 T Hem
AN INCOME Ck whichever is Yes(No)
Rl R RS e o R i/
i FAMLY DETAILS ST S
St Ny Name of Family Member Ape (Yeors) Candar Helstion with Applcant
wH EE et w1 M £ (ad) b} = WY
B =25(¥ O} Z5 © RcgLior
BASIS for REQUESTING ASSISTANCE [Tick whichever 1§ sppilcatia)
— wrE = 58
BPL Carg Cand
(Amach Caed Copy) mmm cmw xr A v
o 3 AN R 3 SR T R FOTFT 5 o o
(z v = w o S = (VR T S S R v W (v = % oo 59 W=
“PURPOSE” for REQUESTING ASSISTANCE:
worre oy Pt el W agd:
T Medical ReporteProscriptions AIChed
T FERERT B =0 9 W e g w9
S‘.m?l'» WRE_ Codeneont
Tyt - RE Yhoaca 1101
ASSISTANCE BEING AVAR ED for SAME "PURPOSE " from OTHER SOURCLS
AR % vy o weram PR e ve S e @)
St No. NAME of OTHER SOURCE [~ AMOUNT of ASSISTANCL BEING AVAILED
) U T W T i o 0§ GeTE T
AN
_4\—" g




DECLARATION by APPLICANT: WS+ o0 NIWW T3:

1)1 horoty confn s all dotails  this Form a0 Truo 1 the best of my knowledge. Any falke statermant will render my Applicalion & engomg assstance, f any,
lisbis 10 rejaction'cancalision.

2) 1 sslarnly confien that sehitance, I recalved rom Koahika Foundation, wil bs usad only for e "pumse”, 25 statod i this Form, for which Such assstarco
wat requested by ma.

3} horchy canfirm 3t | have not & will not in future, avil of mmbursesonl. In e or in A8, Srom any oiher souroNemocyecingurance comoany, of e
for which this sssictence ks requassed

1) # v = 5 o we A R o ey A SeEE w S W 9A 8 i S e o we swq o9 0 @ 90 ana ek o) @ Esa
2) o0 9 wrew ofn 20 s, 1 A W 0 R, o e vl st ot i R ek few win, dtw e Fwo o

1) g a1 Tew w37 o webe 30 o ¢, o @ i ey e ol s wirfreesden wowl b 7 3 fo @ sl 3 @ i o o

AGREEMENT by APPLUCANT (S0ea T 9e%)

1] By afung my sgnature o thumb impression on this Form, | (Apghicant) hereby agree & authorise Kashika Foundalion and it's Trugtess to
vselpublstipul-upirepraduce My rame, address, phold & oetads of Ma "purpess”, for which such assisance & requestedigranted, through any
matiem, inciuding but not imied o vorhel, print, clecyonic, for saicling donations for Koshika Foundation andior dissaminasng mformaton sbout Its
acthaSenlachiovomentss. Sech upe of My pHoto & dotala can 90 made by Koshika Foundaton boforo or after my lreatment or fulfilment of the “prrposs®
for which azzislance 15 borg requesled

2) 1 (Applicant) further agree tat ary sueh use of my name, sddross, phoso & dotalls of the “purpesc”, for which zuch aszalance & requeslodigranded,
Wit not automaticaly snisie me for roccaeng oF continung the said sssistance. The deciSon fof granting andier continuing e sssistance wil rest sokly
wilhy the Truslees of Koshia Foundalion, and Beir desaion 15 this regard wil be fnal ané accoptable o ma,

1) Teow S erv w sind @ o e, @ (b)) w Tl <8 i e ) e Sl vty s et =i ¢ o sftegs i f e v wm,
o, W2 i ot fowe gw v Wi €, o “aifpont qey s, o, weww gl agten & A R s st 3§ R i o e anes

# i v R e e & v @ e AL R 3 TR T R TS S i ol wasert e s

2) % (w) ® W W wmW S W, W2 AR e s eves @ 0A @ W § Q9 TR TR W T W S v e W

Ui wrg wow =afired w fedn s ol el m
I (K&fq)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION !
AGREFMENT by HOSPITAL (vesmm D% o)

VT W TENR ¥ W W e

By sfxing harounder, signatre of our Authanised Signatory for racommending this casa'pationt for Snancial sssistance fom Koshiks Foundation, we
(Hospital) heruby affem £ accapt faliowing:

1) thet wa naithor a9 prosantly nor wikl o fulure avall of INancial Gealstonts from snothor NGO of any GENer SOLIOH, 107 1é 00M0 Cotlonticasa, 35 wo e
requesting o get from Koshika Foundstion, 10 ha oxtent thal such 2ssietance Is granted by Koshika Foundation. I ihe raquestad a2aistance is nol granted
By Keshika Foundstan, i gacl oc in (UL Dén B8 HosOMB! re58nves <5 night ta msie up Ui SHoATEl fom anoiier NGO or any ofher sousce, Ths
CONERMENon essentaly 552465 that the Hospilal will mot avall any duplicats assistance for the same pasent/case from any ofer NGO or any other source.
2) The aatittancs rom Kothike Foundaton i only firancial = naluse. The cholee of tha traatment/procedure advised/conducied by the Hosolla oo 1he
pasen, s basad on the arangement between Né patant & Mo Hospaal, 3nd (= In no way Influenced by Koshike Fovndation Hence, the Hosplisd will
BHLUMS B0 & COMOKL0 18sDonLilily of e Mealmant & it's Gulcomo & sty of the polent, a0 Koahlka Founcation will have no role o tezponsitliny
in e molle

vt #fm, vt 3 A % TR = Cwifew wee” § R W i fewte @ = e () FErmEws T sl

1) or B v o el SN 9 R e o i wram Sl A weal S e s el @ wee driteeed 9T W 8 @ E S B ool sifiow soeeee®
2 fawfonfieds 7m @ mex § "olfowt SERTA" TU WX ¥ R b o R SIS 00 W T sinsaee 3 S WS ¥ 8 s
faciit 3 e T vea v fodd sor vmee ¥ weTen 3B 0 afaner e oo 8 v e ¥ T W e @ e sae e T T SR € fdr
& Sl dnn o it = W RO el

2 “FRET SERYRT @ o 7 woen Suw ffs wgit o ) P R R 0 9 vy w e Tvvefen = T o o weemn

® e w Seer @ o "R TR o0 59 e w el o =Y 4 TR v € i o pre g 3R SR T S =R Tl 99 v v

w1 o sl “wfea® W w s el T gwE F

RECOMMENDED FOR ACCEPTENCE
=@ % e dah
Dste of Surgery
st o iy (
Q Dr. Shubha Menta Mg LEes, DL §
\3\3\' DMBabd JTA. & Regn, No. with Stamp) SHROFF EYE CENY
Shro Tde 3 A-8, Kadas TG dc?

FOR INTERNAL USE of KOSHIKA FOUNDATION

SIGNATURE of TRUSTEE 1
2l W |




