_—

C-X2 -03-C

.-___‘_'_,_W_” __,__,..// L T L}

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kﬁ% hilea
HETAAl & HAERA WiET T EETE) T R
AFFLEEATH:‘.‘N No,: D/ 525, /G_‘i ;.:’_ Appu::.mr:m nal-sj 0-25 | Pulkding biock of Ife,
NAME of APPLICANT : ASE-YEARS 3131 | sex fiim | g | i
RN S0 Yhan Grebal 51 | M

ez > J0 — ha n ihijrfr

ﬁ' HtI!JL"L = ‘15-
g Samgbr o= uwm
[ PERMANEN DENCE ADDRESS : =8, W@y W

G i

MARRIED (Pl T UNMARRIED {sfrite)

TOTAL ANMNUAL INCOME :
st — |1 popo

{Attach Proof of Income)
(M WO W'-T]

PAN No. T T Hem

ARE YOU &N INCOME TAX ASSESSEE [Tick whichever Is applicable);
T N I TG (W W R IW W W e e

Yes | No
@) T —

FAMILY DETAILS wfiam e

5r. Mo, Nama of Family Membaer Ago (Yoars) Gender Relation with Applicam
W uftam & i W A Iy (=) fem F M ey
13 - ., £ L ] v A s
L A ATa e =P I L Bl
L] £‘)|
f“er?\ .['I-. k =W _FUI .r-"'
A\ TR _u_l-r""] & 1 i J(-ﬁ
m n’:_'. I~ Q -~ nna P o 1
= T = v ] oy i
HASBIS far REQI.IESTIHE- ABBISTANCE [Tick whichaver I3 lpﬁi:n.bfnf
e & fod fain s
BPL Card EWS Canificato Ration Card Any Othes
(Attach Card Copy) (Atach Cartificate Copy) {Attach Capy) Yo s
T T A e B L R R Ty i . S5 Wi
B R R e (WA T W W e (WEI 7 T w v He w5
“PURPOSE" for REQUESTING ASSISTANCE: b
wer 5 B o et W oasem:
Br. Ma. Medical Reports/Prascriptions Attached
W HE ) , segmEvErRT & wit W) v i e wee
i I N —— g — L D TR
N r-,LD{F‘k}FH i 52 J S O ¥ O L S S L.wuhw
Pl & L& WAL L i
T R o ] £ e o :
i) 9 . - P
famty |4 = 1 M 14 ] | R o en
o IR TR Lé!idr} Kl — PFHROCTYN T P OaCh, 7 ey
\J / '
ASSISTANCE BEING AVAILED for SAME "PURPOSE" lrom OTHER SDURCES
¥ SRR W W W S mere Tl s s oW e T ue
5. Na. NAME ef OTHER SOURCE AMOUNT of ASSISTANCE BEING AYAILED -
T ) W T H W w1 8 FwEm i
- i -
/i | ol B . /
L«'i WL o 1“1LL:C— ,f —




DECLARATION by APPLICANT: ST fo s

1)1 nasety canfiom that ail detalls b this Form are Trug 1o the best of my keewiedge. Any fals= ststsmant will render my Application & ongoing assistance, if any.
(imhle far rajpetion/csnnaiation. '

2} | sabamnly confirm that ass=tance, If recalved from Koshika Foundation, will be used only for the ‘murpose”, a5 staled In bl Form. forwhich such essislshce

was requested by ma.

)| heretiy confitm that | Rave not & will e in uture, avall ol reimbirssment, i pan ar in Rll, from eny other soutcefemployarinsurance company, of the amount

fir whicih this sssistance if reguesied.

1) & s o € fi gu uney @ fid o andt P A s SR o £ s T o e s e o b O s e e

:jﬂmﬂmm'mﬁmmdﬁ"‘dmwmi.wmmmﬁﬂ#mmm,ﬂmmﬁmwh

3) § g waw § s o s oy o wdn v w4, ufin e il W owee frem S sy g P W # A W o § s T o v F g

AGREEMENT by APPLICANT (siies 7m0 501)

1) By aflixing my signatufs of thumb impression on this Fomm, | (Applicant] hereby agree & autheriss Koshika Foundation and (s Trustess o
usa/mublishiput-upireproduce my name, address, photo & datalls of the *purposs’ for which such assistance ls requestadigranied, through any
e, Including bt rod Hmed to verbal, prinl, elsctronio, lor soliciting donations far Kashika Foundation andior digsaminating Infarmation sbout its
activiliealachigvemants, Buch Lrea of my photo & details can b mads by Koshiks Foundation bafore or aftar my troatment or fuifiiment of the "purpese’
for which assiziance 15 peing roquested.

2} | tApplicznt) furlhar agree that any suih Use ol my nams, addrmsss, pholo & datafls of the *putpesa”, for which such Bssistance is requesied/granted,
will not automatica!ly enlills me for iecoiving of continuing the sakd assistance. The docision for granting andier conlinuing the assistance will rest solely
with tha Trustees of Keshika Foundation, and thair decision ia this regard will b Tinal and scosplable to me

U} ¥R wT T s weet W ST 3 9w, 8 (andeR) s el ot gfe s f o s st sl aes s ¢ W sfem s I
o, A fa s sl §, 2 it g =, o, aree gt etve el et s el f o il o wm

& T e T e ) S R AW e Wy # W w e Wil e =l i

3) 4 (swin) v AW A e e Ao, w, wE sty fomm =t fi wwram o SgivE & Wi & R wRRE wowEOE T AW

“wtfre " W, aws wiwal w faofa sl by s

APPLICANT'S SIGNATURE GR LEFT THUMB IMPRESBICN :
AR W T W W W e

— 'ILL},.,.JJA‘-\ml]\l b ’?Dive

AGREEMENT by HOSPITAL (%7 ¥ Wa1)

By affixing hemsunder, signature of our Authotlzed Signstory Tar recenmending thig case/pafisnl for linancial pssistonce from Koshika Foundalion, we
{Hospital) heraby affiem & accept following: .

1) that wa naither are presantly aor will In futurs avail of financlal aesletance from another NGO of any othar source, Ior the same palienlicase, 55 we are
ragueEiing to gel from Kashike Foundafion, to fie-axtent thal such assistance I grantad by Koshike Feundation, Il the requesled assisiance is not grankad
by Koshika Foundation, In part ar in full, then the Hospital reserves it's right Lo maks up ins shortfall fram ancther MGO o any olker source, This
confirmatinh essantially states thal the Hospital will notaveil-any duplicats sssistance for the same patlantcase from any other NGO or any other sourca,
25 Tha assistance from Koshike Foundation is only lloancal in ralurs. The cholee of they Ueaiment/prosedurn atvisodiconductzd by ke Hospital on the
pafient, Is based on thi arrangement between the patiant & the Hospital, and is In no way Influenced by Koshika Foundation. Hancs, the Hospital will
Hsslime sols & complets responsibility of the treatment & s outcams & safaty of the pallant, and Kashike Foundalion will have nd role or responsibility
i the mattet.

Tt e, PR TS A A w1 s A R e s dy e« el &, ol wm (remen) T v A e e ww

1) i e o ol g e o T e fer e e s m e s s wie S W o b R e e e
& Pty s o s A S wetwa g we gy R Wi i WeESTE T I W e S FoEe R W W T O v
Fortit s By st w1 fo St we W T 6w S e T b e § s W T s Tl wee @ e iy fed
I wreit ven o Tt S e A ) dm

2 "wlﬁmmwﬁ“%mﬂmmﬁﬁqwﬂrﬁhwﬂmmm o o T W Tt T EwaUREEn W b ol v

% s & o S wtn g e wwow = v 9 §) gl w S v o S e s W wd e T e
= ol Uwifen” W W aiesr m el w3t e,

oo lsha Chaugnatl Ds
o neullant COTERECOMMENDED FOR ACCEPTENCE oy
i i A . MD, FRCS, MSC [Public Hea
Ragd. No. 8877 ° =iyl ® foe wefy i) th for Eye Care)
Datn of Surgery [‘L g poad. Public Healt
HI R ryagan; '%@t{{mw 2 -SCEH Network
- ' (Name, Designation & Stamp orised Signatory
\3-10 25 (Name of Dr. & Regn. No. with Stamp) on behalf of Hospital)
T 1 AN A SRR G LA W F T SR S SRR
FOR INTERNAL USE of KOSHIKA FOUNDATION IRt 3Wwim
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

R T2 &

Copor? AT |




