c:25-1]- o[ 2%

APPLICATION FORM FOR ASSISTANCE (Healthcare) hlka
HETHW ¥ EET e Y { v dEraTe ) KomT—u—nSdmun
S Alozar [ 0283 [ o 03~ 0725 ___emm=en
HAME of APPLICANT ' / AGE-YEARS W79-T9 | sex fein
HWTE w1 0 pﬂhpl-.; B.T F
FATHER S/EPOUSE'S MNAME -
fom T kﬁllu Reum
7 u:ntmmnm
NI E?"‘Echumh D AR D
- \
1 PE:HMHT“EHHW: um
s _aleve Pyeop "Pu_\;}ﬂp

- ey MARRIED tﬁiﬂ] ¢ UNMARRIED |winsiie)

wen  Myme mg
o T B Y e b
PAN No. T W wEm N

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yas [ No
o A e w1 oow § (9 arn N T a ) W e Em #@

QCCUPATION - |

FAMILY DETAILS i fismm

¥ o Hama of Family Member Age (Yoars) Gander Relation with Applicant
W W it § W W AW !1{?} fin FETE § AW A
1 KalllU n A% Hiddaod
T ' ' AT
e -8 60 = O,
7 ALzl =3 E daugihesinter

BASIS for REQUESTING ASSISTANCE (Tick whichaver Is applicabla)

wowm % feed faefs s
BPL Card oriificats

{Amach Card Copy) mmhmpﬂ mm: atl:rm
witll tan W N wam T Wy wm Wl W Freren Wil _ mnﬂm:
(T v W e W (w9 =t wrm wfh weee Wl (w73 W e o wee owh

"PURPOSE" for REQUESTING ASSISTANCE:
wrem ¥e fed e ferh W avE
Sr. Na, Mudical Repona/Prescriptions Altached
w4 T eyt | Wit % e gl dE

L LT KRR ) S A Y

[E = Senle oAtk
" e — [E- SIS LD PmmHA

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
T T ¥ By w9 wem el e v W e e w9

No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BETNG AVAILED
w9 T == i W T ot e ol
i

NTTT




DECLARATION by APPLICANT: ST &0 WMo ¥a:

nmmmmmu In this Feem are Tree 1o the best of my knowledge. Any lilse staterment wil ronder my Application & ongoing aseistance. il any
repaction/cancellaton,

2) | solemnly confirm thit assistance, If received from Koshika Foundition, will be used only for ihe “purpose”, s staled in this Farm, lor which such assislance

Was mguestod by me

3) | hereby confirm that | have not & witl ned in future, avad of fembursemant, iy part o in full, from any other sourse/employerinsurance company, of the amount
for which this assistance i regquested

1) & v wem g umen @ fod o ol feen 90 weed o g e v m bt fere o e s we we b @ 30 e Boe W oW el B
1) % gm o woen ofn “wife et @ o o §, o T vl gt o 9 ¥ Bl e win. i moasy d s b

1) # ofe wm { fv Fm e by o wdn 93 ol &, 0w ofet w wfew w e frem fed e wn sl w8 3 few ook @ i o i
AGREEMENT by APPLICANT (apies g %)

1} By affbang my signature or thumb impresalon on this Farm, | (Applicant) heraby agres & suthorise Koshika Foundation snd iU's Trustess 1o
upe/publnh/put-upfreproduce my nama, sddress, photo & delads of the “purpose”, for which such assistance s requested/granied, through amy
medium, including bul not lmited 1o verbal, print, slectronic, for soliciting donations for Koshika Foundation andlor disseminating information about s

activities/achisvements. Such une of my photo & detalls can be mbda by Koshiks Foundation balose or wfer my treatment or fulfiiment of the “purpose”
for which assistance s being reguesied.

2} 1 (Applicant) further agres ihat sny such use of my name, addess, phato & dotails of the "purpose”, tor which such assistance li requested/granted,
will not sutomaticslly antite me for recoiving or continuing the said assistance. The decision for granting andfor continuing the assietance will rest solaly
wiih he Trusiees of Koshika Foundalion, and tholr decision b this regard will be final and acceptabie to me

1) W W W o wemer st e, A Cope) sl medh W) g e f o “wife st oy T e w1 s wo e o,
wa, wid bt o fown oo d i, “wifee” v s, o, we gt Tt A ol il s e @ frd Sl o w aes

# waftn wel % Ty sy §1 %t v = fre At e ® et w o @ v ¥ B Cwinw wete” ¥ ek sfeep b

2) A (svbre) oo & mem f fi dn o, v, wd ol fawen o w6 wgbvdl @ wfde § R v ween W s W e T w9

*wifie” vy T fted e Pede s e el B

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
sy % oA W At W e

AGREEMENT by HOSPITAL (wrem o0 %01)

By affixing hereunder, sgnalure of our Authorsed Signatory for recommending this case/patient for financial assistance from Koshika Foundation. we
[Hospitsl) hersby affirm & sccept foflowing:

1} that we nelihor am presently not will in future svall of finenclal asaistance from another NGO or any olher scurce, lor the sams patientionss, s we are
requesting 1o get from Koshiks Foundation, jo the sxlent that such assistance is granted by Koshisa Foundation. If the requesied sssistance is nod granted
mem.mmmhl@.mmwmrlmummeﬂMMMmem.mu =
corfirmation essentially siates that the Hospital will not @vail any dupbcate assistance for the same patisnt/case from any other NGO o any other source
2) The assistance from Koulvka Foundatian & only financial in nature. The cholcn of the treatmentiprocedure advisadiconducted by the Hospital on the
patient, is basad on the arrangement between the patient & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, tha Hospital will
assume sols & complaie responsibility of the troatment & IU's outcome & safaty of tha patient, and Koshikn Foundation will hanee 1o role of responsitility
in the matier

Ft g, et ¥ s sl ot Csifre st | ot seem i fewlin o ol § Bl e (wemmer) Tos e @ w0 st wed b

1) W e @ i dbe v f wive o ffin e feel o woerd W @ felt e v @ e DRt F @ wm R o £ &R e e S et
# Tl TR # wEy d wie st g W i e b AR Cwiem we=Rt g ween fee sineese )y T e a A s
fesht wx n wwd wea W ) s wwe @ wown 92w st o e & W e d we wn w § T s fipf T e dfat by fed

in woagh view m fesft s v @ o dmad

1 “wifes wrsten® £ 9 o oo S fem et @t 8 AR o e o A of e w el rveTieT B e i o E
% s w1 e | sl “wifrs wrbm g fard e s o cam ) b v veme o O 2w g show w o il el B0 o e
o wih sk “wifm” w o gftre @ Peth g0 e 4 ol o)

wigt W feg s
]

mm Dr. Mohd. Rameez Reza

\ng_ M.B.B.5. M5 Ophifiamology

A\*S (Name of Dr. & Regn. Nof Wik ka)

Y\ e BN OWOIRI J5G

i FOR INTERNAL USE of KOSHIKA FOUNDATION  sifis 3 1

TURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A TR | )

&7 ST

20 - 03 - 2025



