Plop-C-25-06-003 %

APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
mi‘{alll:l W (o ) foundation
APPLICATION Na. - = APPLICATION DATE : O 38472 7 Buikding bach of b,
e losav ] elag et d
NAME of APPLICANT | o 4 AGE-YEARS 7§-"4 | sex fiin
gl Taqdigh B M
H‘I’M“PWIE'EMO ) ]
e w1 A .!?ami 9
prerP  PeSlup
ﬂS ﬂha
il ﬁ'wnmr MARRIED FFB) | UNMARRIED (stvaifen)
TOTAL ANNUAL INCOME - = {Attach Proof of Income)
| w0 < o00d (3 W W W)
PAN No. Tl =i
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable):
¥ 5 s0% w1 o £ (% sem W T W) = fee o lfz'*l'f_
FAMILY DETAILS wfimm firsmm
{Years) Gender Ralation with Applicant
am :n—u'é - ?Huil fein - ol i
I qnd'].udm U] M3 SR
N v . = . 5!
aTH Kaiwia Ao 32 E— [Dougldi 1n Taul]
iy Vgl I ™ Tusnad SEn |
BASIE for REQUESTING ASSISTANCE (Tick whichaver is applicable)
wrrom % ford faafa s
BPL Card EWS Cortificate Ration Card Ay Other
(Attach Card Copy) {Attach Csrtificate Copy) (Amach Copy) Basis/Prool
wirdt e il v W W Wi T ™ T Suagert il
(v T W e W e (W v W W wfE W W (v w5 =1 v uf S W
“PURPOSE" lor REQUESTING ASSISTANCE:
wyrem ¥y fed m feh W oo
Sr. Mo Medical Reports/Prescriptions Attached
w9 W wemw At A Wi W o W T e
i Fm T |
m%.mﬂ&l& BE_—Senlf _Cafenalt
[E —Cenip (akeary
E\HH&H — K- SLIY el rmmH
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
v wgtve ® by W = wew et e i @ fe om W7
8r. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W HE = T W A ot mf sy owh
1
WTTT




DECLARATION by APPLICANT: 3% T v i:
1) I hgreky confirmn nal & detads in Tis Form are Tree 1o the besl of my knowieage. Any talse staloment will render my Application & ongoing assstance, i ary,
liablw for repctionfcanceiiation,

211 nolemnly confirm that asaistance, il recalved from Koshika Foundation, will be used only for the "purpose”, as stated In this Fosm, for which such sssistancs
wis regquested by ms

3) | hereby confirm that | have not & will not In fulure, avad of rembursaiment, in par or in ful, from any other sourcalemployet/insurance compary, of the amount |
for which this szsisiance « reqeested
1) 4 www wow f fe g owEs | fed vl ol fewre 96 s © s o o w ol ) faeon o wae s o am § 8 00w frre o el B
1) # gm o woen ofn “wifee worsdiet, B o w ol §, o s ol vhes o) o Bvd e i, i oy F e v d

1) 4 gfe wew { fe fam v ¥ o 9 o §, T o w s w wen e fed o Sl el @ 9 @ fee § sh 9 @ ofen o

AGREEMENT by APPLICANT (spacw gm )

1) By aMixing my signature of humb impreasion on this Farm. | (Applicant) hereby agrees & suthorisa Koshika Foundation and it's Trustoes 1o
uss/pubiish/pul-upreproduce my name, address, photo & details of ihe “purpose”, for which such assisiance i requesiad/granted, through any
mediym, including bul not limited 1o verbal, print, electnonic, for soliciting donations for Koshika Foundation and/of disseminating Information about It's
activiiea/achisvements. Such use of my pholo & details can be made by Koshiks Foundation before or sfler my traatment of fulflimant of the “purpose”
for which assistance is being requesied.

211 {Applicant) further agree that any such use of my name, address, pholo & detalls ol the “purpasa”, lor Which such assistance is reguesiad/granted,
will fint sutsmatically enttle me for receiving or continuing the said assistance. The decision for granting andior continuing the assistance will rest soily
wiih ihe Trusiees of Koshika Foundation, and their dectsion is ihis regard will be final and acceptable (o me.

1) 0 wer 5t aned weme W sbvd o wen mer, @ (spbew) oreh wi ) gfte wom o o “wile wie sbe o il ¢ ot e won e do o
v, BiF i 9 ferm mwovee F st §, 3 it T s, @, we gt gt o afdided d sl € e S o s

2 vanfn W W fa sfee 3w W e 8 w8 o W owe d w8 e wifn wiade " w anl sfesn
;1#t-ﬂmw-uilllllltnlhmu,ﬁth-ik-,*miﬂhijmzm-mdm-nmi

nif e T el e frete sifim o e

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION |
T % T W AR W

AGREEMENT by HOSPTTAL (wwsme ©7 W )

By affinng hemeundar, sgnature of our Authorised Signatary for recommanding this case/patient for financlal assistance from Koshika Foundalion, we
(Hospital) hersby aflirm & accept following:

1} that wa naither ang presently nor will in future avall of inanclal assistence from snother NGO or any other source, for the same patienl/case, as we Gie
requesting to gal from Koshiks Foundation, o the extent that such assistance is granted by Koshika Foundation. If the requesied assistance i8 nol granted
by Koshika Foundation. in part or In full, then the Hospital ressrves il's right 18 make up the shorttall from another NGO or any other source. This
confirmation essentiafly states that the Hospital will not svail any duplicate essistance for the same patieni/case from any other NGO or any ofher source
2) The ass/stance from Koshika Foundation is only financial in nature. The chalce of the reatmentiprocedurs advised/eonductad by the Hospital on the
patient. ks hased on the srrangement batwesn the patient & the Hoapital, and is in no way influenced by Koshika Foundatlon. Hence, the Hosplial will
assurme sole & completa responsibility of the reatmant & (s outcoma & safety of the pationt. and Koshika Foundation will have no role or responsiblity
in the matier

vt e, pmet @) st @ aEad o) Cwife Wit A ffi s # fewdfin o) it 8, Pl v () P owe @ e e e b

1) W B 9 i ol 1 0 s A el wee fesl i we W W Al = W W e e F S w A o b AR e e Cwiem et
# foftwfed sw % w4 wle W g ey s b it st s oo wee e sfoese 6 o oo § o s
skt s Ay woerh wiee w Al e W @ W W8 W adves e Tem e g F v won we & e ammere fife e o ol e
b woeit Wew W Beel T B ) S

1 “wifew wEEe" € W vl we S faf ot st b ool ow v o @ of Tew el o TTeuiem P TR oo v

-hh-nfmilh'mmﬂm‘xMmuﬂm!ﬁhﬂdmiﬂimpﬁ#ﬁﬂﬂwﬂdm

i Wl al “wifim” % Wi ftw W w T F o

RECOMMENDED FOR ACCEPTENCE
wapdt & fe wegf

Date of Surgery . mainges 18ia
Wit % wie 8. M.S. Ophthaimoegy

i _Dﬁr-zg —_— FIC{}!UK] '

FOR INTERNAL USE of KOSHIKA FOUNDATION ~ &iifts awam 1

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
il T | T W 2

il BLE

20 - 03 - 2025



