Mo - C- 951 1—29492

APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
HETEW ¥7 SEET Uy (e ) foundation
APPLICATION Ho. -
s T N/”ZSJUSTE;G m’“?‘%‘hdm . ——
NAME of APPLICANT . m" o

suiballs achisp - E2 M
FATHER S/POUSES

S P

G| mmsmums TR ST O
ﬂﬂ.ﬂlﬁm
] melﬁ"lil ity « '

PERMANENT RESIDENCE ADDRESS = spells 9
SOme ad  ObOVE

P op PEF_P

DCCUPATION s mmW:m{M
TOTAL ANNUAL ATEseh Proof of Income)
T mits s = rnenl .~ (3 w7 wen e
PN Tl T oS
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever s applicable): Yes | No
nmmmmtmmﬁnmﬁruﬁ;ﬁml t?a#ﬁ
FANILY DETALS TiTam T
8¢ No. Mame of F Mambet Age (Tears) Gondai Relation with Applicant
w9 HE ﬁmﬁ%mw W () ot HAHTE % W
ﬂf:_ﬁft*t'&«l- =7 izl LA

BABIS for REQUESTING ASSISTANCE (Tich whichevar s applicable)

wEam W e fedn s
BPL Card EWS Certificatn Ration Card
{Attach Card Copy) {Attsch Certificats Copy) (Attach Cogy) Ny -
it Ten o e S T o amw el wEe T W i
(oo o W i EE W (v = W W W g s (7= T W we i S

“PURPOSE" for REQUESTING ASSISTANCE:
wwam fy fed v feadt W gt

kil wemmeien @ il W nf v g
AV TRV ) 48 WY T Y & 4 71 LT S
Ld
\QIH}JD&? I RITTVEG (elavac ¥

f;;._ﬂrg meq ol & {?

ASSISTANCE BEING AVAILED for SAME “PURPOSE™ fram OTHER BOURCES
W6 TEIN W T W O W (eE s s W fe o W
St. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVALED
FH T = 5w W e B |
!_1 IACS 2000 [




DECLARATION by APPLICANT: W 7 Wi 7%:
1) | hsrelry corfim thal sl dotislls i s Foem are True In the best of my knowiedge, Any faise stolement witl render my Applcalion & ongalrg sssistance, I sny,
Eabie for reEchionicancellation,

2] | solemaly confirm hat sssistance, ¥ recelved from Koshiks Feundation. will be used pnly fof the "purposs”. a8 sinled in Iy Form, for which such assistanee
WS roquestod by me

3] | harotyy comfirm (hal | bave not & will not in fubui, avall of isémburssmand, in par of in (ull, from any other sourealemployerinaurmnts company. of the smeun)
for which this assisance 5 requesten
1) ¥ vy wm f i v e & s ow el e S el € s e oo wit o ol wid feon w0 W sme we w8 G0 wee B ) w oweil
1)t we W wpy o Cwifee wstet, 4 oo owm of v wwim el b o g 8 S feom i, o o f w0 b

1) ¥ gfie wam f e fam werem W v owndm 9l R, w0 ofn ow afes @ wen o Bl we e ieaeem el @ w0 fom € e o o wfes F S

AGREEMENT by APPLICANT (saes 37 =71)

1] By affuing my signatere or iumb mpression on this Form, | (Apphcant) hersty agres & suthorise Koshika Foundation and it's Trustess o
unepublish/pul-up/repioduce my name, address, phole & detalls of the “purpose”, for which such assistance s requested/grantad, rough any
medium. including but het Imited 1o verbal, print, electronke, for soliciting donations far Keshika Foundation andior disseminafing information atiout e
acivition/achimvamants, Such use of my pholo & detalls can be moade by Kohilis Foundation before o afer iy Ireatment of Wulllimant of the “purpose”
for which assstante is bsing requested

2) | (Applicant) furthor agtea that iny such use of my name, address. pholo- & detalls of the ‘purpose”, for which such aassinnce ks requestedigranied,
will nol srtomatically entitte ma for receiving or continuing the said essistance. The decision for granting srdier conlinuing the assistance will resl solaly
withh ine Trustees of Koshika Foundallem, and their decision s this regard will be final and acceplatie 1o me.

1) 90 9w e m s wh e vemer, 1) (st sl s ot it wee o oo el ety obe med i wt atesy won o e o
v, ai @ fe mown o wife 4, S s v el o, s g Tgtve O o i o Tl ¥ B el o v wee

@ s Wt % fi sfem 9w = e 0w W W W oW R F fie e i W s s

2) # (ovdew) weowe W wew € T S0 W, wm o feem o) fe e % axied @ wlils g3 e o w resr o T @ we

"wifEw” U Tow =l W el sl ol e W)

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
s ® TR W SR W e

AGREEMENT by HOSPITAL (¥esm® §m ®=)

By aftixing heteunder, signature of our Authorised Signatory for recommending ihis case/palient for financial assistance from Koshika Foundation, we
{Haspiiz) hersby affirm & accept following:

1} thal we nedher ate prosently noe will in fulurs avall of financisl assistance from another NGO or sny oiher source, for the sama pallent'case, b we ore
reguasting to get from Koshiks Foundation, to the extent that such 2ssistance i granted by Koshite Foundation. If e requestad assistance is not gramtad
by Kostika Foundabion, in part or in full, Shen the Hoapital nessrves I's right to make up the shorfall from sncther NGO o any other soures, This
confirmation essentally stales that the Hospitsl will not @vailany duplicate assistance for the same patent/cass from sy olher NGO or sny other source
2} The assislance lom Koshike Foundation is only inancial in nalure, The chalca of the reatmentprocedure nivised/conducted by the Hospital on he
pafient, ik hasad on the srangement between the patient & the Hospital, and is in no way infiesnced by Koshika Foundation. Hence, Ihe Hoapital wil
essme sols & complele tesponaibiity of the reatmant & I's oultome & safety of the patent. and Koshlks Foundaton wil hive no role or respansibility
im the matiar.

vt sl vt = s R eddrh W sl sl @ fafes ween dy Sl o o &, fi v (e fom TR @ e mi s D

1) W 5 o wime ol o o oftre o i e fad b el s w fes o e o wen Oitemet o o ot oF £ 9 fe et *wifow wrrstm
A fewimiel 7m % w9 s v o ows i W b ok Csitre s oo sy fel sfeeoess 81w o ewowe § o s
Tl 5= v wewT Wi W e s T A T o W e er reE § W g 4 e ww we | e e Sl e e iR iy el
o wowrlt wee m Gl s e W ) v

L “wife w0 o of mem fun S ogi e B 9 e g S of T @ fel T T W o o o e
¥ @ W frww § ok Ceifre e o e v o i v ) f s s 0l S e e ob ot ot R w el T v T
wi wrft o "wifere” ot o gfiom w fachoh ot A i wh

RECOMMENDED FOR ACCEPTENCE
: vt W ferg whefy B N
Mdm \p Y Aﬂ tﬂ.r" ~
m‘ﬁ? \Desh ilifnar Dr. Shroff's-Charity Eye
W\ A arg 45 - BE, K& Jefh Stamp) Moha
\5)\/ 20 A1 A Fete 4t % T 9 W W s st
- FOR INTERNAL USE of KOSHIKA FOUNDATION s v ¢
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=il p | W P 2

11-04-2024




