(-25-oB— 0346

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kﬂvshlka
WA B STEET Wy (vamEgn ST ) T ] £
mr{h. A ] E [ : anm: W-of- 28§ Buikding besck of be.
AGE-YEARS #1%-m fain
m w I’m«lwhlﬂ rtﬂ 'Rmmrl 11 ™M
FATHER'S/SPOUSES
fomwges w1

wJ

e TR

—_—
RaRSiED (efim) | UNMARRIED (stvie)

OCCUPATION :
=3 ey
TOTAL ANNUAL INCOME : {AfacH Proofl of inaoms)
W Wits AW me’r (ST F W W) (914!
PAN No. 2% Wi o= A
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever in applicable): Yea |
w1 W = W T 4 (A e @ 78w w W e e . ﬂr@‘ﬁ)
FAMILY DETAILS witam firre
BN Harme of Family Mombar (Yoars) Genda Relation with Agplicant
mn‘:ur wft:;:t e * ) ‘rl-mIr HETE § W FAN
[ Mukanda Kam '1 [an] ol
2= Ehavaxt Doyl 20 - _ P
“BASIS for REQUESTING ASSIBTANCE [Tick whichever s spplicabie)
o W fod feft s
BPL Card EWS Certificate Ration Card Ay Other
(Attach Card cml mmm} (mttach Copy) Basis/Prool
it T W N wEm Ty sieg wr wl wom T T W == o W
(v v W) o ufy HemE Wl (v v w v o s (v v i wrw wf W et
“PURPOSE" for REQUESTING ASSISTANCE:
wow ¥y el el w gk
e, N, Medical ReportaPrescriplions Attached
¥ FEmevEe 8 Wil ¥ o shee al e .
i " |
. =, = Y QLA
- Lk = _NeIl m
¥ K _AUEEFFTF — =3
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHMER SOURCES
v T % i el s o e e i @ e o o
Br. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wH T 59 TR W AW oft i werem Tt

Fit




DECLARATION by APPLICANT: S090% 20 W Wi

1jmmﬂmtuuﬂﬂlanmmm1mwmmdmwm.Myhhqmmntﬁl render my Application & ongoing assistance, if any,
resection/cancefiation

2} | nolemnly confirm that assistance. If recolvid from Koshika Foundation, will be used only for the *purpose*, as stisted in this Form, for which such assistance
was requesiad by me

JJlmrnmrm*mhlIuwmawlﬁmhm_lmmmMquhpmwlnu.mlmuhmmmmmmul'l-mrt
for which this assistance & roguested

1) & wivew wow o fe g wwn & el ond ol e S wel € s we o e b ok ol e o e s s e § 8 a0 wees P o e §
2) % g o s ofn “sife w4 W oo 3 s e ol oktes w il ot e i, W e we F o v b
1) # g v { f B s ag o ek W g E, o w e w e fe e s oivieiesde worl @ o fea # ol @ o d

AGREEMENT by APPLICANT (w0 %07)

1} By affuing my signalure o humb Impression on this Form, | (Applican) heraby agres A suthorise Koshika Foundation and Ifs Trustees o
usa/publish/put-up/reproduce my name, address, pholo & delalls of the “purpese”, for which such assistance is requastedigranied, through any
mesdium, inclading but not limited 1o verbal, print, slectronic, for soliching Jonations for Keshika Foundation and/or disseminating information about it's

Activities/achiovoments. Such use of my pholo 8 details can bo made by Koshika Foundation before or after my treatment or Rilfilmant of the “purpose
for which assisiance s baing requesied.

2) | {Apphcant) further agrae that any such use of my name, sddress, pholo & dotails of the “purpose’, lor which such assistance is reque
will not automatically entie me for recetving or continuing the said assistance. The dedision for granting and/or continuing the assistance will rest sclely
with the Truslees of Koshika Foundation, and thelr declsion is this regire witl ba final and acoeptable to ma.

1) W W W A W W s W e e, (o) sl sl ol e won f o “wlfos st ol o sl " ) sl o f e B
v, W S W fewe vm o d wie § 9 s wm mh, T, weww gt agdve ol oo st aoefedl & ford el o e smem

# warfin Wt & fov sfieqn 1 5 v w e O e 8 v w4 W % e it et @ s e b

2) & (owbew) w0 e & s f T do wm, e, ok ol vt e e % kv @ wite § T T e W Teor W v v e o

“wifw” g T il W Pl offie s wersd

APPLICANT'S BIGNATURE OR LEFT THUMB IMPRESSION :
mt&nwwm

425 7 JUT

AGREEMENT by HOSPITAL (¥vme D1 W)
By affixing hareundsr, ture of our Authorised Signatory for recommaending this casa/patient for linancial anslsiance from Koshika Foundalion, we
{Hospital) heraby affirm & acceplt following:
1) ot we neither are presantly nor will in future avall of financinl assistance from anciher NGO or any other source, for the same palient/case, ms we are
requesting to gel from Koshika Foundation, to the sxtent that such assstance ts granted by Koshika Foundation. If ihe requested assistance is not granied
by Koshika Foundation, in part or in full, then the Hospital reserves it's tight 1o make up the shortiall from ancthsr NGO or any olher sourcs. Thie
confirmation essentially siates that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The sssistance from Koshike Foundation is only financial in nature, Tha choice of the trostmentprocedure advisediconducing by the Hospital on the
patient, is based on the amangement between the palient A tha Hospltsl, and s in no way Influenced by Koshika Foundation. Hence, the Hospital wil

nssume sole & complote respongibility of the treatmant & i's outcome L salsty of the pationt. and Koshike Foundation will have mio role or responasibility
In ihe mastler

vt e, vemel W) aie @ weeel w Csiw st | el aan i feefon o sl 3, el o (veme) P e @ e o sl v
1) W% e v @ i s 3 o i A Pl s el ot s o fesl s e @ ww Dl F W w A o f, W e oo e Tt
A femimdtei s wa d “wife st oo W by e b ool Cwifen e oo we el sftwoen B e 0 few o 4 o e

felt o e wwd sfewm w el o T O T W ow st g e &) oy F e wm o § s Tl e e devennl dy e
t wewlt wew W Tl W= o o e

1 “wifere wresbea® @ o nf W wwe fifirg = h woween g @ of war w v aeeien W e Oh o geme
W i w fave § ol i ate " o fedt e s i o o B efied s F od @ e gon oy sed wd o s Pectol 3 of v
w it sl “wiftrn” W o of w ke gl s F a9

- i R A
YOGESH YADAY

Date of Surgery

Rameez Reza : istratof
sivim %) wim Assistant Administra
8.5 M.S. Ophihalmology _— , ﬂ’mﬁwv
1m\°%\'1.§ of Dr. & Regn /NG Wikt Bang) ’
Ry NE-DMOIRN 1551 N st
FOR INTERNAL USE of KOSHIKA FOUNDATION  safts 3w 1]
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 1

=l T |

7 /53“1;5’_,

/]

20-06-2025



