PR —25-0% -0%00

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kovshl.ka
wEEa ¥ HEET WEY (vmer dure) foundation
APPLICATION No. nmmmumre-”} ;J«-r- #usding black = iife
s 0 log aclaiy S 8 T
NAME of APPLICANT | AGE-YEARS 574 | sex fofn
Rl Naw P £ -
PERMANENT RESIDENCE ADDRESS : wyf simaeitn vl
= [/}
s Eﬁuﬂ Preop e
OCCUPATION :
A H“ﬂF HKFF W};mtm
TOTAL ANNUAL INCOME - [Attach Proof of Income)
7 s s Ehmf- (quwl (3w wme wte) ) f)
| PAN No. wmﬂn
mmmmmrummmm apphicable}. Yeos |
W A s w0 o # (W w0 EE oW P w/
FAMILY DETAILS wita foamm
St e, Name of Family Member Age [Years) Gendar Relation with Applicant
Y W oftam & A 3y (=) iyl T % WY ey
[ PIT miohorradd =5 i Hikhaad
LS| T A ad 10 ) Zon
0 SORLAT J6 F "oy i ZelT
Tal Mohin N has o H teand fan
BASIS for REQUESTING ASSIS TANCE (Tick whichever Is applicable)
wEew % i fiaf smen
BPL Card
{Attach Card Copy) mﬂ',“ :-Hﬁ%: lmﬁ E::'I u..hm.” .
il tam it b g gy e e wil g vy TYAw T il
(v v W v v we W (v W e v e s (v w9 w wewm i Hem st
“PURPOSE" for REQUESTING ASSISTANCE.
T By fa T T W g
&r, No. Medical Reparts/Prescriptions Attached
w wE st @ ol o o v gl dem
LN @i?ﬁgmm Ry — DTS,
lk = &s]
e = ST W PR
l“ﬁ 5y 19,8,
- ASSISTANCE BEING AVAILED for SAME “FURPOSE" from OTHER SOURCES S
¥ I W o W s wew fel o e R fe o 62 \
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE mnm&b»
WY W == i A et myram o
(SR




DECLARATION by APPLICANT: = 57 wWew w1

nﬁﬁwmuwﬁmmhm-ﬂmhmmﬂm knowledge. Any false statemant will rendar my Application & ongoing assistance, If any,
]

rejectionicancellation,
2} | solemnly confirm that susistance. If received from Koshika Foundation, will be used only for the “purpose”, as stated In this Form, for which such sssistance
was requesled by ma

3 horedy confirm that | have nat & will not kn Ruture, avadl of melmburseinent, in part or in kil from oiher sourcahmmployerinsurance ! amount
for which this assistance s requested il SO

1) & v wm f Feogm wen o fod wd ot e 90 el & s v w o i ot e of e s wn w58 e fee 9w e b
1) #t g ot w of sifoe s, & o owm ol e aeln ol ke Wl il o ford S i, ot e wew f o e

1) &y wow { T fom s w0 ek oo 8, v ofin w0 sfew @ v frem el s sindviesolin word @ v e § ol s @ s o om
AGREEMENT by APPLICANT ( swes g1 1)

1) By affixing my signature or thumb impression on this Form, | (Apalivant) hereby agree & suthoriss Koshiks Foungation and it's Trustees lo
use/plblish/pul-upimproduce my name, address, pholo & details of the “purpose”, far which such assistance s requested/granted, through any

medium, including bul not limited o verbal, print, elactronic, for soliciting donations for Keshika Foundation andlor dissaminating informalion about It's

activiies/achievemenis. Such use of my photo & details can b made by Koshike Foundallon before or afler my treatment or fulflimant of the “purptie”
for which assistance is being requesiad,

2) | (Applicant) further sgron thal Bry suth use of my namo, addroes, shoto & detsils of the *purposs”, ko which such seslstance s requesied/granied,
will not automaticalty entithe me for receiving or continuing the sald assistance. The decision for granting andior cenlinuing the nssistance will res! solely
with the Trustees of Koshiks Foundation, and thelr doctsion bs this regard will be final and acceptable o me.

1) W0 W W e s o e e, f (owhew) sl wenit ot g won f o * s o sl ek i " wh e o of e o
wa, i s W fe w v o i s e i, o, rew gt gt o @ iR st avefe @ fie el o e e

F vl w3 % fom sy b 3w = fem 8 oo ¥ w9 W 8 w9 % e Cwifee R v sl s h

2) 4 (i) W own @ wew e du wm, v, i ol e o e owen % okl 9 wive § g T T W veon 0 v s wee

“wifnen " yun T i W Probe s shy e v :

APPLICANT'S BIGNATURE OR LEFT THUMB IMPRESSION :
Wity ¥ v W BT W

AGREZMENT by HOSPITAL (vwem g0 ®u0)

By affixing heteunder, signaturs of our Authorised Signatary for recom manding this case/patient lor linsncial sssistancs from Koshika Foundation, we
(Hospita!} hersby affirm & accap! lellowing:

1) thast we nelther are presently not will in future owall of finenclal sssistance from anolher HGO or any othsr source, for the sams patisnt/cass, Bs we &'e
requesting to gat from Keshika Foundstion, to the extent thet such asaistance is granted by Koshika Foundation. If the requesied assistance |s nol granted
by Koshika Foundation, in part of In Tull, then the Heapital renarviss I fight 1o make up the shorfall frem another NGO or any olher source. This
confirmation essenfially states thal the Haspital will not avell any duplcate essistance for the sams peflent/case from any ofher NGO or any other source.
2) The msalstance from Koshika Foundatian is only linancial in neture The chalos of the trebtmentiprocedure advisedicondutiod by the Hospital on the
patisnt, is bassd on the arrangement befween the patient & fhe Hospital, and Is In no way influsnced by Koshika Foundation. Henca, the Hospital will
ansums solg & compiote rosponsibiity of the reaimant & (s oulcome & safety of the poallent, and Koshiks Foundation will have no role or responsibility

in tha matiai.

vt mfiege, wenwd w) e @ o W Cwife st o e sweem by Tewifte o w8, o e T veit 9 o w e we

1) f o o e abe 3 o ofies o fii e feed A wnl ses o el e vl o s ot o w4 B et Cwifen e
# fwfmfad 70 v 4 “wifrw s gn s v o owlt Cwiien st oo e el sfrseea b s o e e b @ s
fort o wewrh dee W e sy T @ w A W siawn e v v e F e wn owe § e s ol e o dfeed oy fes
e st wiem w foll s wwr @ ol s

2. “wiftm wrva” | o o merem e el v o & B wene g o of e @ Rl awssien W g O o e

5 W W fi § & Cwe wedve” oo Rl ven w wil oo o b e we F o e e sl s ) wl feod i of v
W ok st e W W gt @ festob # wh wrh

RECOMMENDED FOR ACCEPTENCE
e % o ‘ g‘fr
. Rameez Reza YOGESH YADAV

_M.S. Ophthalmoiogy (Naméy Sesilpalid b X8t 6 Alithorised Signatory
of Dr. & Regri(ME YUIKStmp Dr. Shroff's Ot pitall

Date of Surgery
st %1 e

tfabhy- e i

AR
FOR INTERNAL USE of KOSHIKA FOUNDATION  sifte awan i

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=l wEm | A R 1

/__%__m/?#

20-06-2025




