it AwWR-( -25-69-01/6]

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kc?s’hlka
8 ”Ih iy ( ) foundation
APPLICATION No. - ! APPLICATION DATE gy ) =8 - ] ° Busieng bloc f be
iali X ﬂjuﬂm’fnuﬁg sren fire ; T
NAME of APPLICANT - AGE-YEARS 57-T | sex fiin
e o] (hand  Shevens 3 M
FATHER S/SPOUSE'S MAME
Fomaege wr Mghﬁgm
" PRESENT RESI 55 Al
11&6?“ yeT )
PERMANENT RESIDENCE ADDRESS : 35i% panng w1 y “’f
[
QUCHIAATION : MARRIES- (T | UNMARRIED (sifen)
ANNUAL : {Altach Proof of Incomel
W wits & Srugo b (s w we W) A
PAN No. TS W1 Wl _#A
ARE YOU AN INCOME TAX ASSESSEE (1ick whichever in applicablo): v._.m
W AN W BT T (A T N I W W e it
FAMILY DETAILS wimm firm
8¢, Ne, Marme of Family Member Gundar Relation with Appiicant
FY A A W 1 =W ‘;m' faEm e L ]
N
T
BASIS lor REQUESTING ASSISTANCE (Tick whichever ks applcabie)
e % fenl i sm
BPL Card
. . L fatencad ey Ot
ikl e % 9 v Ty s e Wi g T AU = P~
(e v s e uf wE W (e T W W W A W (v T W w %P W
“PURPOSE™ for REQUESTING ASSISTANCE:
wrem ¥ fed m faedt W gt
80 No. Medical Reporta/Prescriptions Attached
w9 HEw semEEie 2 Wil %) uf e g e
9211 47T U A T T 0% T
T — CerllF (I TTRIL
Sudeny — TE- STTT LIV Prmll
AGSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
W g W ¥ W s oo fed s el @ e oww w?
Sz No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
T HoA kL Rk e
('/-”f




DECLARATICN by APPLICANT: S8t gn whve ¥y,

1) | hatoty confirm thal all detalds in this Form are True to e best of my knowledge. An falsn staterrant will rendar my Application & ongoing assistance, i any,
l=bie for repectionicanceliation. v o

2) | solomnly confirm that saskstance, If recalved from Koahike Faundation, will b used onfy for the “purposs”, as stited |n this Form, for which such assistance
was requasted by me.

3) 1 hareby confirm that | have not & will not in future. svadl of reimbursemant, in part or kn i, from other sourca/employer/insurance company, of the amount
for which this assistance = requasiad il

1) & s wm § fe o e 4 fed o e S w8 s oo ue ol wd e o wan s s e o e P o sl &)
2) g W o o il s, @ W w o b, e vy ol vken ot o il fem i, 9 v wer o v v b
3) & yfee won { 5 Fom e g b W o v o W siew @ wen e fed s iR wor & v fem ok 3 o 3

AGREEMENT by APPLICANT ( swdes g0 ®07)

1} By affng mvy signature of thumb impression on this Form, | (Applicant) heraty agree & suthorse Koshiks Foundation and it's Trusises to
usa/publsh/pul-uprepmduce my name, address, pholo & detalls of the “purposa”, for which such assintance i requestedigranted., through any
medum, including bul not limited to verbal, print, electronic, for soliciting donations for Keshika Foundation and/or disseminating information about it's

actrvities/achigvements. Such use of my photo & details can be made by Koshika Foundatian bofore or after my treatmant or fulfimant af the “purpose”
for which assisiancs i being requesind.

2} | (Applicant) further agree that any wuch use of my name, address, pholo & datalls of ihe *purpose’, for which such sssistance s requested/grantod,
will not automatically entitie me for receiving or continuing the sald assistance. The decision for granting andior continuing the assistance will rest solsly
with tha Trustess of Koshika Feundation, and thelr dacision is this regard will be final and acceptable io me

1) W W W R e W A W e e, (o) sl wenl W g won f o “wife st ol T s * w1 afige wom  fx o =,
v, Wi sl @ e g v d e § 5 st we s, o, wreon g agive Wl el s sveieed % Tk el o T

Wyl wrh % fe sfieqe &1 3t v w frww 3 g 8w @ e % el o P it et v kst

2) & (wwbew) v o @ v e o s, e, v ol fee o f wee o wetedl @ o § ol v e w wwor R ey e o

“wif” v e swfed w Brele s sty el

APPLICANT'S SIGMATURE OR LEFT THUMB IMPRESSION :
s ¥ yoow w S = fe

AGREEMENT by HOBPITAL (wwwm pu wor)

By affixing hareunder, signature of our Authorised Signatory for rocommanding this case/patient for financial assistance rom Koshika Foundation, wie
(Hospital) herety alfim & accepl

1) Bt wa neithar sre presontly nor will in futurs sl of financial sssistance from anoilher NGO or any other sourcs, for the same pallent/case, as we a7
requesting o gel from Koshika Foundation, 1o the axtent that such assistance s granted by Koshika Foundation. If the requested asalstance is not granted
by Koshika Foundstion. in part of in full, then the Hospital reserves Il's right to make up the shorttall from ancther NGO or any other sourcs. This
confirmation essentially stales that ths Hospla) will not avall any duplicate assistance for the same patient/casa frem any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in naturs. The ohoice of the trostmentiprocadure advised/conductad by the Hospital on the
patient, s based on the srangsment betwosn the patient & the Hospital, and ia In no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complels responsibiity of the reatment & 's outcoms & safety of the pationt, and Koshika Foundation will have no role or responsibility
In fhe mistter,

T wiewy, rewd W s 8 ol w Cwifee st @ fefs ween 0 feedte o el 8, fe o (o) T uew @ w= n el ow

1) w8 & 3 & wiow ol 3 ff e F flle s el & el dem @ el s w0 T Tl W e A o £ 8 T v e ae
o fretfmfvedt vw f w4 Cwfen st o et oy e ol S st weRtve gn v el sfvwese ) v few o § 8 s
folt sen o ol v w ed s e @ T W oW s e v v e F e wn e & T s Rl e v i iy el
& wow wiew W T S W B T EE

1 “wiftvm wrsy” 9 o o werom wuw fli gl @ 8 00w ovoes po 9 of e W el oTeTiET W e O o v

o v w fiewe B ol i wrdve g P wen w w o o b gt w9 @ e o abe aod wrd o ) Mol 90 of wEme
W o e s W W o Pk e e

.

Date of Surgery hd. Rameez Reza st
[ 0 Mohd \esstant ATC e

B85 MS. Ophihaimoiogy

- (UK)
03)91°8] M s
FOR INTERNAL USE of KOSHIKA FOUNDATION  siift® 7wam
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
Tl T | gl 2

S By



