Mow, (~95-15. |803

APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
S E"ﬁq A Sl ( I ) foundation
e Ml190¢ 0617 i 17,9/ 7 e

HAME of APPLICANT :

m*reag‘ag - ? fem

(sudt; deu?
FATHER SISPOUSE'S NAME
P 1 f?ﬁm [eag i

aTagn H, mnr..m-.gzrm 2
PERMANENT RESIDENCE ADDRESS - T s/rds o PJT.E GP P&H FP
SMFE Al abale s

AE
[Re0

MARRIED (Rarfi) /| UNMARRIED ( sfii)

QCCUPATION ;
=T ﬁm{t:wu Nalkoy
TOTAL ANNUAL | : = LiAttack Proof of Income)
% it o 2y tns | ~fawly (31 w0 e wer)
PAN Mo, Ta w5 Wi (]
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicabie). Yes | No
o) @ S W T f (W TR R E W a w s L
FAMILY DETAILS ofram fammn
§r. No. Nama of Family Member Ago (Yoars) Gendar Retation with Appiicant
&0 s wfe % e W A T (=) foin SITE ® EN HE
o sy |
L F-;.'.‘.?’E’Hd.ﬁro exd A hi¥ Oy (B
X [aliand%n 30 a5 &
BAGIS for REQUESTING ASSISTANCE (Tick whichaver is applicabie)
e % fe fieafn amm
BPL Card 5 Certificats Ration Card
(Attach Card Copy) (Attach Castcete Sopy) {Attach Capy] I
T T W AT WA 0 e = o g 7y TYE wE s W

"PURPOSE" for REQUESTING ASSISTANCE:

o 4 B o R e
Sr. No, Medical Reports/Prescriptions Attached
o Hem e 8w w o sfe g e
i LA £ & i
O RaTiA PTGl b latai
ALl gece ZIT AVZOEY fafaiar 7
34 _JI
K1e—=mo P, Wi fh:-mr!:;'
ASSISTANTE BEING AVAILED for SAME “FURPOSE" from OTHER SOURCES
55 a5ava 5 ¥ S 30 mewn fen aem wm B T o R
Sr. Nu, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wh T - 5 T W A Ll s
LT € Ho00 |




DECLARATION by APPLICANT: SiHe% ZiT Sy o

{1} | hereby confinm that all detalls @ this Form are True to the best of my knowledge. Any false statement will render my Apphcation & angoing assistance, i any,
|imbia for rejsction/cEnceltation

2 | solemnly confirm that assistatics, f received from Keshiva Foundation, will be Used enly for the “purpose’, 8s stated in this Form, for which such assistance

was mequestad by me

2} | haraby corfiem that | tave ot & will nat in lulus, avail of reimburssment. i par of in full, from sny other saurca/smployerinsurance company, of the amount

for which {his assmtance is requesied

1) & s v € o W | fd w om0 wee % S W T e o S e o e e T w6 e e s w e b

2) 4 g = e T et weEws”, § o w0 B, e wmim 2 adw w) g € e B oamm, = om wes F snom

1) § ufe won f B fam e b o ek s oo 8, 30 ofn e s w e e el s S Pl e 8 o fen ol 3 ) oofEm d Em

AGREEMENT by APPLICANT | s/ o )

1] By affising my signature of fhumb mmgression on this Form, | (Applicant) kereby agree & suthonse Koshika Foundation-and IT's Trustees lo
uselpublshipul-upreprosuce my name, address; photo & detalls of the "purpose”. for which such assistance is requested/granted, theough any
madium, ingluding but mat limited to verba, print, actronic, for solioliing donations for Keshika Foundation and/or disseminating Information about s
sctivitiesiachievements. Such use of my phote & delails can be made by Koshika Foundation bafore or aftar my treatment or fulfiiment of 1he “purpose”
for whech assisiance & bang Mguasiad

2) | (Applicant] lurthvar agres thal sny such use &f my name, address, pholo A detallz of the "purpose™ for which such Bssistance is requesiad/granted,
will net automatically antithe me for recaiving or canfinuing Ihe said assistance. The deciston for granling andior continuing the asststance will restsalaly
wilh the Trustees of Koshika Foundation, and their decislon is thls regard will be final and acceptable 1o me

L) v s T e m s W w e, § (s sl i S e s f e st st o =m * s sfieg won f e oo
wn, wr sl Tawen g e d Wi # 98 i ORI, TE, wevw et agtvs 4 ol offfiel s e @ e e o e e

# i S = fow, i 9 T W R R T R T W oam W w6 f sl el w S s §)

2y & (sview) 72 W A e € B odu T, um, wi o e W oW 3 v © wida g v wem W wesn T W T v o

Vit weR TEE e w7 foin st st sy W

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -
AT W TR W S

AGREEMENT by HOSPITAL (remm 30 F00)

Ay affinng hereunda: sgaaliee of our Authorised Signalary for recommending this casepatisnt for financial sssstance from Koshika Foundation. we
[Hospital) hereby affirm & sccapl Taliowimg.

1) tnat we naifher are prosently nos will in fulure svall of inanoisl assistance from snother NGO ar any olher soufce, for the same patienticase, a5 we ars
requesting 1o get from Kostuka Foundation, 1o the extent that such assistance t5 granted by Koshika Foundation. Hf the requasted assistance is not granted
by Koshika Foundstion, in part or in Iull, then the Hospital reservas i(s right Lo maka up the sharfall from another NGO or any olher source. This
oonfirmation essenlially states that the Hospital will not svail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The asssiancs fram Koshike Foundatian |g enly financal in nalute. The choce of the teaimentiprocedure advised/conducied by the Haospital an the
palient, is based on the arrangemesl belween the patient & the Hespital, and |2 in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & compiste responsiblity of e trestmant & it's outeome & safety of tha patient, and Koshiks Foundation will have no role or responsibility
it the matiar

et sfema, wEml w mﬂamirm-ﬁﬂ"aﬁfmwrﬁm"ifhﬁﬁmiﬂﬁmﬁwﬂﬂtﬁﬁﬂ{m}ﬁ#mﬂﬂ!mﬂiu

\) W TR T 9 =R 30 7 N e § faim mEme e i s deam mfes s=owim w8 mm e § oo ow A w3 oew it st
# ettt o= % Ay 4 st weEmt oo v e b i st et o W Bl stieene 4 o o few oww b oo s
fll w= e weed W w T o wRTe @ AEEE A W STeER wen T § oW e ¥ e on T s s i e sw e i e
T wrard gem W TR Em e W AW EmE|

L Muifes s @l o e dee ffe ogfe ot @ DR wowemm gm o v e wm TRl o TR ST e a0 o e
= 59 & T # Skt s et g0 R swe w s e e b vefed e F O S were e ol s = wl Paeesd O e s
¥ writ s Cwirm” W S e m e oo F

RECOMMENDED FOR ACCEPTENCE
wimwE % faw wei ;
Date of Surgery .
o W wle Or. fkash Kutar Dr. St +Cha}?t; Eye
\ 1) RN e Mot Deggtatons Barhvuhorsed Signtory

\ & (Na - ' NE. pl V1> 12 1y om et 84T Moamiital)

A\ = W A A R o T T e s S
P FOR INTERNAL USE of KOSHIKA FOUNDATION st udm #]
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

TR |

7 AL

o A

18-08-2024




