C-26-01-0423F

APPLICATION FORM FOR ASSISTANCE (Healthcare) th{ka
HETAA B HEEA WrEY *mmh T detion

APPLICATION Mo. : APPLICATION DATE : T"Lf m
w0124 1 o8N s firl 1310l
HAME of APPLICANT ; AGE-YEARS am;_ﬂ SEX fan
el Santodn el 63 E
FATHER"SSPOUSE'S NAME :
fmw w1

'1." - = 3 1 d X . * i
I st | {&Hmw\ ~333CTk
PERMANENT ADDRESS - i sy wm

peesy fPos TP
S abovre
W" W - WARRIED (i) | UNMARRIED (Sieiva]
TOTAL ANNUAL INCOME : {Arach Proof of Incoma)
w93 000 /- (Family ) (w1 ) AR
PAN No. TaIr} T Wa e
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicabie) Yes
T WG WY S GE T OF W W oIW W o A wm ﬁ@
FAMILY DETALS wian B
¢, No. Narnie ol Family Momber {Yuars Gender Relation with Applicant
w4 Rew ﬂ:t = T ‘%Hﬂ]} i EETE ¥ WY TaE
- Hnﬁmnm [5) | 1A) Hulhond
9 . Rﬁdkﬂﬂ T Y\ Sbin
7.
BASIS for REQUESTING ASS14 TANCE [Tick whichireer Is applicable)
weram W fonl fodn soam
BPL Card EWS Cortificate Ratien Card Any Other
(Aitneh Card Copy) {Altach Certflcats Copy) (Attach Copy| BasisProof
it # I wam T s am vl W Evy ol s i e
(v Ty e wi e (VW T H W W A (v v W W

~PURPOSE" for REQUESTING ASBISTANCE:
wer ¥ e m el W agd:

Sr. No Medical Repona/Prescriptions Aftsched
W W s ate § Wil Wt wimiey W W
It miaJFmsﬁ FE - Sorili eolmungl
LE — scyiin colguacl
2] a‘ujeﬁ — (- =TS SOW PmmA
ASSISTANCE BEING AVAILED tor SAME “PURPOSE" from OTHER
W oagtn % iy W s v fed s vl d w2
Br, Na NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Eakies e ot W

1) o111




DECLARATION by APPLICANT. Sow [ W wy;

Ulmmi;umﬁmﬂtﬂdmmhm Form are True Lo the bosl of my knowledge. Any falss stalament wil render my Application & ongoing assistance, i any,
i :

?Hmlmmrmﬁmwnﬂmhu.ltmmmwmmmuw will b used paly for the “purpose”, as siated in this Form, for which such sssistance
was roquesied by ms

3) | horaby conflem thal | hava ol & will nol In Rt syl of rembumiement, i pan of In i, from any other sourcalsmployer/insurance company, of the
o which this sssistance = requasied |
et b

1) ¥ e o f B g e 4 fol o o fer S0 wed & s e u Wl B ot e e o] wen s o e £ o 90 e e W) w
2) % g W e of s W, 4 @ w wh § e wedn wl sk W ol o find feom s, 9 ve s o wn oo b

3) 8 e e { % s s v e e o d §, ot e afew @ wes fes el or it e @ 1 A five & abe 5 @ e F o
AGREEMENT by APPLICANT ( sndow g %7)

1} By affixlng my ssgrature or ihumb impression on tie Form, | (Applicent) hereby agree & authoriss Moshiks Foundation and Vs Trustess to
use/publishiput-upeproduce my name, address, pholo & detalls of the “purpose”, for which such assistance is requastedigranted, through any
medium, including but not imided to vertsal, print, slacironic, for soliciling donations lor Koshika Foundation and/or disseminating information about il's
notivities/achievements. Such use of my pholo & datai's can be made by Kostika Faundation before or after my treatment or lulliimant of the “purpose”
foi which assitance is being requesiad

nmppmmmmuwun:mmnuuurmmimm,mnmmumwnhmm—m-ww.
will not sutomatically entitie me for receiving or continuing the said assistance. The dodision for granling andior continuing the assistance will rest solety
with the Trustess of Koshika Foundation. and their dacision ia this regard will be final and acceptable io me.

1) W W R A W w v, § (i) aed vl o wow o “sifee ity she ok sid < %) sfg won f e o
. A sl = T v uw d i §, o S ey s, o1, wem et age 9 gd i s e © fiv el o wmoaem

W wrfty wrd & for sfieg b 5o e fr 8o R W W @ w8 P wfre Wl v = shegn

2) & Comdow) w0 w o s o T dn e, wie e fieren o S e o Tctvdl @ mide § 8 e s W wwor T wmn v wse

“wE" o e sl iy s sl e v

AGREEMENT by HOSPITAL (v g0 Wi )

By affixing hirounder, signature of our Authensed Signatory for recommaending Ihis case/palient for financial assistance from Koshika Foundation. we
{Hospita!) herety affrm & accep! following:

1) thal we neither are presantly nor will in future svall of inancial asslstance from another NGO or any other source, for fhe same patient/cass, a8 we are
reguasling (o et from Koshika Foundation, to the extent ihal such sssistance is granted by Koshika Foundation, if the requesiod assistance is not granted
by Koshika Foundation, in part or In full, then the Hospital reserves it's right to make up the shorttall from ancther NGO or any other source. This
confirmation essentiilly states that the Hospital will not avall any duplicale sssistance for ihe same patenticase from any other NGO or any other source.
2) Tha sdistance from Koshika Foundation is only financial in nature. The choloe of the treatment/procedure advisediconduciod by the Hospital on the
patiant, i bassd on the arangement betwesn the patient & ihe Hospltal, and is in no way influsnced by Koshika Foundation. Hence, the Hospital wil
assuma sole & completes maponsibility of the treatment & I1's outcome & sefety of the pationt. and Koshikn Foundation will have no role or responasitility

in the mstiar.

vt sfienn, wendl =1 abt @ speadl W el st @ el s i fewifon o sl €, Bt en Crerm) e e @ we o wler w0

1) W% f6 3 A i ol T 0 wfre d fafw s fen v s el e w A e i d S w Ao E, e v e e
# firprfmfrefh 7w % wan f “wifow vt o e iy e ool < sifow st oo v fed sfoeee dy v W few we § W s
fodtt ovn v wowrd won w felt s e @ ween W W afw g e o gfe o v wn wm § A s e o e it by fed
el dow w fel sen we W ) Sy

L “wifs st 8 S o wpen s faf wein w0 w0 e g ) o e o Pl ot Treveiem W e il o v

W e e fon & ol S ket gn Pedt wen w o o ol & phed e A Ol o wre g sby st wd Wt il Pesiol ol o wew
v it o “wifet W W P ow w == 4 i v

S I RECOMMENDED FOR ACCEPTENCE
i % forg_stegy =
Duts of Surgery Dr. Mohd. Reza v
"'“"-"21’“ 1.8.8.5. M.5. Ophthalmology YOGESH/YADA —
W28 | B0 o o Cho e
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ &=it%
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

! T | T

Sfer? s




