Qr')af"jj - ng-l

APPLICATION FORM FOR ASSISTANCE lHH"h‘GIrI] K{%hika
ke ﬂﬂlﬂﬁ - ( ﬂ‘lj foundation
APPLICATION No. - APPUICATIONDATE : B (-0 4- 2§ g biech o She.
ST ﬂ]o‘{ll{} O=R)S |swies it 7
NAME of APPLICANT i ! AGE-YEARS #05-T4 | sex fen
o sl keghank - | F
FATHERBIBPOUSES NAME : Hess
%« AN ST

2 ;
R T8han- Shhol

PERMANENT RESIDENCE ADDRESS ﬂ W T
| Pyeop  Pasiep

-
i Heme  mukey MARRIED (PIW) | UNMARRIED (o)
TOTAL ANNUAL INCOME : TABach Prodt of oome]
T its e SEml* pﬁmif‘i’] (s w1 e wem) A f
PAN No. T wwm NA -
ARE TOU AN INCOME TAX ASSESSEE (Tick whichever s applicable): Yes | Mo
NMMEWﬁﬂ“ﬁlﬁﬂﬂﬁmmﬂl I
FAMILY DETAILS wiwr fimmm
Sr. No. Name of Family Member [Yenra) Gender Relation with Applicant
w9 W qﬂ.:inﬂm“ ?ﬂﬂ} i % WM we
71 Hag Sk {5 = v e
9. 1T "Toka ¢ i 273 gAY K Voaa)
e PN . i
= TFowan 2< E P/ N ST Y.
g ViinKe (=3 = grand= Com
BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicable)
wgram % ford frafy sam
S, S EWS Cartificate Ration Card oy Qo
(Astach Card Copy) (Astach Certificate Copy) (artach Capy) Basis/Prool
Wit & ¥rd v ™ == wm W T W TTIE FTE B onel
(v T W ww Wi e W (v v ¥ wem o de ) (oo ) wen wiE e W
“PURPOSE" for REQUESTING ASSISTANCE:
e i R e W e
Sr. Mo, Medical Reporta/Prescriptions Aftachad
w9 HE sy aiee & ol wh o wfeiees il e

| ‘Hfgﬁﬁ- S RE t:nﬁ:l_'E—Tﬂ-fr:lmr +

a O \\ B 4 £ 100 €00

" g ;u}.ﬁ—ﬂ:r TITC oY PriH
F.

ASSISTANCE BEING AVAILED for SAME “PURPOBE™ from OTHER SOURCES
™ gt % ¥ W s weww Tl s vl # few e W
NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED

No,
R e WS ™ W TN o wf weam it
1 AT




DECLARATION by APPLICANT: STETW B0 WWW WF:

111 hiareby confirm mat & details in Mis Form are Truo 1o the best of my snowiedge Any false statement will render my Agplication & ongoing assistance. ¥ arvy
Fable for repection/cancnllaton.

2} 1 salemnly confirm that assistance. |f received from Kostike Foundation, will be used only for the “purpose”. & stated in this Form, for which such assistance
was requesied by me

3} | horeby confirm that | have not & will ot in future, ave of rembursament, in part of in R, from ey other sourcefamployerfirsurance company, of e amount
far which this aasistance & reguasisd

1) 4 e wom of fe ve o 4 fod nE wd S 20 sl o s e od et ik w feoem o we s T we & o 50w e o W el )
1) dt g W e ofe *wifesr sarstes®, @ o w ot oee i ek stes @ g Tl fa i, o) e  wo o

1) 4 e wrs f e frm aen iy o ok W nf 7w ol w s @ wen frew fet o ghfeteede w A i Rt sh o f e i
AGREEMENT by APPLICANT ( sptes 271 %)

1) By affiaing my signatute of thinh impreasion on this Farm, | (Applicant) hereby sgree 4 sulhorise Koshika Foundation and (U's Trusisss o
une/publishiput-up/ieproduce my name, addresy, photo & details of the “purpose’, for which such assisiance is requesied/granted, thiough any
medium, ncleding bul not limited 1o verbal, print, slectronic, for sslicliing donations for Koshika Foundation and/er disseminaling imformation abeul it's

actrilins/achievements. Such use of my photo & delalls can be mada by Koshlka Foundation before or after my freatmant of fulfimant of the "purpose”
for which assistance is being requesied

211 (Appieant) further agrae thal any such use of my name, address, pholo & details of the "purpose”, lor which such ssaistance is requesied/granied.
will not automatically enfitle me for recelving or conlinuing the said assistance. The decigion for granting and/or conlinuing the asststance will rest soledy
with the Trusiees of Koshika Foundation, and their decision s ihis regard will be final and acceptable o me.

1) T T 9 ek wene w shrk ot ue s, # (abew) aroh e o e e f o “wife emttve sk et it 0wl s e o fe g o,
we, WA sl o fewe v o wi §, TR Ceifew " g s, o, wem g g A i wlde s ol & el el o e s

# yafts wrd % o sy & 5 e w feeon 9 g 8 W w o d e o o “wifee wrede 1 s s

2) A (swbew) ve wn @ wese {0 du wm e, ok ol fewon o P wrm o ot @ wfs B o e weee e wee o e e

“wifyr* o T cafed] = ks s sbe s B

APPLICANT'S SIGNATURE OR LEFT THUME WMPRESSION
ﬁ;iﬂlﬂ!dﬁm farm

L
L@w%!
AGREEMENT by HOSPITAL (wwamms g W)

By affixing hereunder, signature of our Authorised Signatory for recommanding this case/patiant lor financial ansistance from Koshika Foundalion, we
[Haospital) hereby alfirm & sccep! following:

1) thial we neither are presently nar will in future svall of finenclsl assistance from another NGO o -:mmu.hhnmmnm,-muu
reguesing wﬂhmmFMun.hhammmumtmﬂhmmdwm oundation. i the requasted aessiance is not grantad
by Koshika Foundation, in part or in full, then the Hoapital reserves I's dght to make up the shortfall from another NGO or any other source. This
confirmation sssentiaiy atates that (he Mospital will not aved any duphcate assistanoe for the sama patient'case from any othar NGO o any other source
2} The assistance from Koshika Foundation is only financial in nature. The cholce of the trealmentiprocodure sdvisediconducted by the Hospital on the
Muhmmlmamlmtmﬂmmtlmmmﬂ.wItnnnﬂrmmmem.m.MWM

pssume soie & complels resgonsibility of the trestmend & iT's outcome & safety of the patient. and Koshike Foundation will have no rola of responsibility
in e matter

it s, wined) W i @ A W) < wife aretne” | fefiv s #g feefin o) sl 8, fasl e ) fren ge @ e e v b

1) W B % R Wi ok T R wiem F T W et i st s w R e e @ T Theee 6w A o § & e e s
# fwt e v o we § Cwifi Wy go e oy b o “wilm st g e ey e i st few e o swow
foel) se By miwed v wm Menl s e @ weeem o e sfvestt givm v & v e o e won o § e s ol wee e il by fesh
& gresft wom w fard son =ne o W Al

2 “wife W @ # of ween S el wain o kA w0 wem g B ol wene v fed ) avesteen w1 e SR o e

% diw w fow & ol = wfiorm wwabve ™ g fed we w i ge of &) ool goome d 4 2 e e ol )t W el Pl B od e
o wirh bt “wifew” o Wi qfem @ ol oo oh o

MENDED FOR ACCEPTENCE
% foq wegfs
8 of ungery Dr. Mehd. Ramee? Rezz
m . #
Mﬂq‘( M.B.B.S. M.S. Ophihalmoingy
Ll}j}/'l {huum.lnm.mw]

FOR INTERNAL USE of KOSHIKA FOUNDATION  #if® 3wam ]
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

7 /f,_:/n':?__,

20-03 - 2025



