= OHED- 53998

APPLICATION FORM FOR ASSISTANCE (Healthcare) ]{gh[ka
HETEA B AT WY (AP R ) foundation
ETErTETTTTT Tk

e L OR8E [EOED, e B 0% 24

Bikleg Block of e

"

| AODoIN SR T ol T

AGE-YEARS sT-*r | sEx (M

s i e G B o

RESENT RESIDENCE ADDRESS wHio Sgrya va ’
i -~

PERMANENT RESIDENCE ADDRESS ; vy =ATm T

DG

R

CCCUPATION m GLHW‘ QM MARRIED (R3] | UNMARRIED |ferite)

TOTAL AMNUAL IBCOME : iach Proaf of Income)
= wiE = 2 6.060 1 (578 1 HY HA)
PAN No. THT T Wem
"ARE YOU AN INCOME TAX ASSESSEE [Tick whicheves i applcatie). Yas | Na
e R el A e e el R R ] 1
FamiLy pETALS wfigm faam
Br. No, Mame of Family Member Age [Years) Gender Relation wail Appicant
N oA, % e A = {3} HEEE W W A

I &%_LLM_?L K7 SELE,
E Batfes

2 Canaty Adild | O

s fiod Lhalies | A8 F DACGELL L)

P I
Za, IR 5G EkRaliy, | T E 2 : ]
. 3 i tat s EAalyis LLLE ¥ it [ )

BASIS Tor REQUES TING ASSISTANCE [Tick whichaver |s apglicable)
e % el ffE s

BFL Card
[Attach Card Copy)

ity e & YR W o
(wm W w e wr s wmh

EWS Cortificats Hation Card
h*.‘.m‘lniﬁﬂt:ﬂ-up'ﬂ [Atach Capy) Bﬂﬁ;ml
wee A M = mmﬁ_ _ T
{wam g Wl wrn s e [WEm T W W i wEE w

"PURPOEE" for REQGUESTING ASSISTANCE;
weren By fied 7d fad W .

Sr. Mo, Wedical Reports/Prescriptions ARRchad
W s § Wl w o wie g gee
! :
2 ) F.~d =3 Sbn
o L
S
= %)
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
T TR W B W o wew e o eda A fevomm w7
5. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
WY HE A T A ol aeine
[ NE V% P4 | A ATO -




DECLARATION by APPLICANT: =9 11 WTes 73;

1] | hemnaby sonfim fat all details in this Foom are Troe 10.0ba b of my knoslodge. Ay false stalement will render my Applcatian & argaing assstance. # any
linbte Tor repecioncancellaion,

21 |- solemnly confirm that pssistance, if received from Keshice Feundation, will be used. only for the “purpose”, ag stated in thés Form, for which such assistance

Wwan redisasied by me.

3) | heraby condirm @at | have not & will not in Sitee, sl of remblrsemend, in pa of in ful, Inam any ofher soucalemployeninsurancs company. of tha amaunl]

I which s ESsisiancs = raguasisd

1) 4 wiwen o o PR g w3 Tl m ol oo S e e e i Al s e o wE s T o & W S awe o v w asdt b

3y # g o we al elfen wsiee T, ¥ = 6§ Tew Tvi o S w g % e few am, S e e d o

13 # e wen f fir Frn e dy o T W o §, 0 ofn W s v feen faod s wRweRdlm gl 6 9 @ B st A @ ot | d@m
m [ FFEE T W)

1} By atling my signaluns o thumb impression on this Famm, 1 (Applicant) heraby agres & authoriss Koshika Feundation and s Trustess bo

useipubishipitapiepratuce my name, address, pholo & details of the “purpose”, for which such assistance is requesicdigranied, fraigh ary

miadium, including but nod limibed 1o verbal, prnt, alectonc, lor salisfing donafions for Kashica Foundation andfor disseminating infermation about /'s

acliviles/achiensments. Such use of my photo & details can ba made by Koshika Foundalion before of afier my treatment of fullilmant of the “pupose”

far-which assistance is baing requesied,

23 | CApplicant} furlhar agréa that sny such use of my nama, address, photo & detalts of the “purpesa’, far which such sesistance i mequeesiedigranied,

will nod: gulomatically antitke mi for receiving of continuing the seid susistancs. The dedislen lor grenting andior continiing the assistance will vesl soialy

wilhi tha. Trusipes of Koshisa Foundabon, amd thair decisian is this regard will be final and acceplable 1o me,

{3 7 U WS v W st ) wm oo, & (sview) sl meee st i s f of “ifen bt i vt s o sfioan v of B g o,

A, Wi A W e g v | i §, T et v i e, wee et i o il s avetenl & fe fed o w s

% welt wrl o e b ) S e W Beer o pe o e w e d ot o S “wifiowr g w omeh arfiegn #)

23R (vEEE) oA # wem R Ao, 9 o Frm o owmmn # wEvE R wi R T T W v 0 e e

i v A A ) R s s e wh

APPLICANT'S SIGMATURE OR LEFT THUME IPRESSION -
s W we W M Fe

Mok b BE ‘ LAY

AGREEMENT by HOSPITAL (meeam & 9010
By aiffiaing harsymdes, signature of awr Sulthorised Signalory for recommending Bhis caseipabant for financial assisiance from Koshika Foundation, we
iHaspital) horeay aifirm & accept nflowing:
1} that we neither ae presanty nor sl in future geall of finpnosl assistance from ancdher RED or any athere saurce, for the sara patienticase, is we wm
revyuesting 1o gel from Hashika Foundation, 1o the exient that such assislance = granted by Koshike Foundation, If ihe requesied assistance is not granied
by Koshika Foundation, m parl ar in $ull, then the Hospital reserves €'s dght fo make up the shorfall nom anoifer NGD or any olfies source. Thig
confirmation essentiady siabes thal the Hospital will not avall sny dupicats assisance for the same patierdicase fram any clhar KGO oF any other source
2} Tha assistance from Foshdea Foundadion is only financial in nature, The choico of e trestment!procedurs advisedioonducied by the Hospeal on e
patient. is beead on the arangemant bawean e patiant & the Hosptal, and 8 In no way infiuenced by Koshika Foundation, Heanca, the Hospital wil

assume 20k & complete resporsibilily of the reaiment & i's culcome & safety of the patsent, and Koshike Founcation will have no-role ar responsibdity
in i mater.

rent s, wemed W) ady o wodeded W) CEdR wEEe 0 el e 47 feed w a # fe o (o) B o 9 TR A wiee T
13w fi o M e st ot e ol weren e e veelt sieam et aew e & e i O m o &, e e e R
# Frrfmfrft T % W 4 “wifrn T g e iy B o s et g0 woow el sfveaen g v e fen w4 o snom
el s W w won w Tl w0 wemE § A oE o afieen e e R W T ¥ T wn awn e s fift o it v Rt
i wrrt wea W Tl o= A W T A

2, "l w9 o e daw i gl W boh v wemem o o o e w0 FERfEm e o e

o g w1 B § o "alfew werede” o Bl van wn b o ol b pefe v o Ol F v g slnoad o ) ol fadedt v pees
R it s U W s s m fniedt ve e T e

RECOMMENDED FOR ACCEPTENCE

et % Fwg e F i = o~

i S o PINAKI RAY EYE FOUNDATION
R4 My R mmMﬁw.LWﬁwm
9 e T a4 S v o e

.17 FORINTERKAL USE BEKDBHIKA FOUNDATION  siFite 7 77

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

7 prl

Date of Surgery

sl o

a4 MA ™=mETE



