C-26-0|- 006F

APPLICATION FORM FOR ASSISTANCE

eIl B SNEET WEY

(Healthcare)
(T W)

APPLICATION Mo. :
micwwn: 1) )o/26 [ e10o

APPLICATION DATE : 4 2 [ [
APLCAT 62 [o/ (26

K¥hika

Ui thock o by

—

‘R

NAME of APPLICANT : AGE-YEARS Wiy | sex fifn
- 63 M
Wum:\]m'gﬁ?ﬁk
o W -
s %ﬁutﬁammnss S FEEE W] : _
. - T
'__&%%mss.w{MW %GP Pas o
B ahave
Wa: [ i ﬂ;m;mm{m
TOTAL ANNUAL INCOME - [Attach Proof of Incoime)
w7 e 5w S¢ gom /- (s W e wer)  p) By
PAN No. i WE

ARE YOU AN INCOME TAX ASSESSEE [Tick whichever s applicable)
T AN S S TW § (9 v NI W W P e

e

FAMILY DETALS =it fipmm

B¢ Mo Name of Family Mombe ! (Yearn) Gender Relation with Apglicant
w4 /e o w T .'#':;utfn Eh ST W A
[ hhnnhnh ﬁ_ lnlh%i’
0 - KaléeSh 'yl 1Al Canh
L 1 Kamledh L) = mu{-hﬂm I Taus
q- Tiionaen & m Ciiond  Sown
BASIE for REQUESTING AfS1HTANCE [Thck whichever i appiicabis)
T % ferd firfa s
BFL Card
Atisch Card Copy) ﬂm:ml 1mm w‘m —
winit 3un & 4 v v s ol wmm T W o -
(e wy W) v ol Sem ) (o wn o w wf wEs wl (e ws o wr e o
*PURPOSE" lor REQUESTING ASSISTANCE:
wera by fed w felt W gt
Br. No, Madical Reporta/Prescriptions Altached
W st et 3 W W e el se
8 Nagnndid — RE = Sende o alaxadt
' [
[ E = Senila . “:!angl
] S0 =K L W PmnmiA
ASSISTANCE BEING AVAILED for SAME "PURPODSE" trom OTHER SOURCES
W IR % ¥ =N w3 v el s wn | e omw w2
Br, No. MAME of OTHER SOURCE AMDUNT of ASSISTANCE BEING AVAILED
wn HEn ¥ wim W wf W Tl

&

]




DECLARATION by APPLICANT: sidesw om wiem =1

mmm‘;mmuludmm this Foim afe True to the best of my knowledge. Any false stalement will render my Application & ongoing assistance, # any,
liabie for repectonicancollation

2} | solemnly confirm that umhm It received trom Koshikn Foundation, will be used only for the *purposs®, as stated |n this Form, for which such assistance
wis requastad by me

3) 1 harnby conflem Batl | Have nol Lwlrlmtnh.ﬁum.nuﬂnfmmmw.nmwmhﬂ.m-muhrwummm of the amount
for which this sssistance & requisted

1) & siwn wom 1% g w  fed g o e 30w o s we wd R §) it fee o wee s v o € 90 e B o W wed
1) % g A o wfn Cwifen W, @ o w ol b awe aein s sites Wl 8 frd S i, 9 v veen o o e b

3) & g wm { e fam oo o W e W i §, Tm o W s @ e fres fed oey i feeedn woad @ a8 e f e s @ s F W)
AGREEMENT by APPLICANT (svbem g wm)

1) By affxing my signature or thumb impression on (his Form, | (Apgiicant) heraby agree & authorse Koshika Foundalion and I's Trusises io
use/purblish!pul-upiraproduce my name, address, pholo & detalls of the “purpose”, for which such assistance i requasiedigranted, through any
midium, hmﬁmmmmmmm,ﬂt.%h”ﬂdﬁhhmmmmmmm

sctivillesdachievomants, Such use of my photo & details can ba mado by Koshike Foundation belore or after my treatment ar fultiimant of the “purposs”
for which assistance is being requested

z,‘pl[Apﬂummmurmnhlmmmamym.mm.mlumduu'wmu-'.hmmmumm.
will not sutomatically entitie mfmwwmmmmm.muﬂmvmmmmmuum
with the Truslees of Koshikn Foundation, and their decision ks this regard will b final and acceptable to me.

1) R W WO v o o i e, # (omtewn) ol el W v wen o w *wiftrer st sl e i~ W sdige wee f e d
W, WA s e e d a4 w e g s, oy, e gt sghe O g idied s goeieed @ frl fed o v e
&mmﬁthmhﬂtmwhﬂmimnﬂimih“mm'wﬂmvh

2) & (o) v owm E wr o e A, e, w ob feeen o s o o kel @ s § o v ween @ vest W e s

“wifr” v e il @ Pede s sh el v

APPLICANT'S $IGNATURE Oft LEFT THUMBS IMPRESSION :

ks

= AGREEMENT by HOSPITAL (¥ 50 %)
By affiing hoteundar, sgniture of our Authonsed Signalary for recommending this case/patent for financial assistance from Koshikae Foundation, we
{Hospital) hereby affirm & accapt following:
1] that we nelther are pressntly nos will kn futute svad of innclal asslstance from snather NGO o any other source, for the same patient/cass, as we are
requesting lo get from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. if the requested assistance is not granted
by Koshikn Foundation, In part o it full, then the Hospital reserves [t's right to make up the shortfall from anather NGO or any other source, This
confirmation essentizlly states that the Hospital will not avail any duplicate essistance for the same patienticase from any other NGO or any other source.
) The saiglance from Kashika Foundation is only financial in nature. The choloe of the trestment/procedure advisad/conducted by the Hospital on the
pafiant, is based on the armangemeant between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hespital will

assuma solo & complede responaibility of the treatmaent & I1's oulcome & salety of the patlent, and Koshika Foundallon will have no rale of responsibility
Im the mstter

wat sifea, el W o @ el o “sifim s A e e oy fewftn ot ol 8, P v o) P e @ e w wlen v

1) e 7 whs ol 3 @ ofies o ff s el e wowl s el w Wi W e Sl F W ow A o e o S wifew Tt
W iR T % sy § wifew st oo e i e h it Csifen st g wee feel sfraawe B T e e § 8 weem
fwit o A o wem w et s e 6w S W s g vem b o g d we wn w § B sme e wee T v iy el
e vl e m fedl sen waE R o el

2. “wiftw Wi A W e v Pl el s & Ooh o v g § oo v m Ped i s W g O o veme

% i = foew § ol “wifire wedn gn S s ow e o o b el vome F b o v g e s R wt il Teiod O w v
ot ol sl “wifrm” o W oo o Pedholt ol F it i

Fa !

u , RECOMMENDED FOR ACCEPTENCE
wg w forg st
o Dr. Mohd. Reza YOGESHYADAY

MBS, M. Ophtralmaiogy of Authortsed Signatory

2b S
a\ tuw-wl e

FOR INTERNAL USE of KOSHIKA FOUNDATION  swafts 3wem oY

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
il v | i e 2

Sy’ AT

20-06-2025



