NAN- c- ab-e[~ .03

) .
N APPLICATION Z?IH;F“E;‘ ASSISTANCE o) E&Shltllzﬁ
srrueanone: Vloa 2f[ <318 e Y P Sty bk
e e o o
R s B a3 4l

PRESENT | CEADDRESS SHWI ST W1

fre Gf; F@:}*}t‘f;

VP, 631 dY
PERMANENT RESIDENCE ADORESS . = #raia Wl

LA E oy ALV e

OCCUPATION : N owe ma. ke wmﬁ{hﬂh}amrm{m
TOTAL ANNUAL INCOME : 3 {Attach Proof of Income)
o aTE T Gaee|— (fanmdy? (5 1w ) ]
PAN No. T3 i s
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicablo): Yesd No
0 A S (A T WA R P W/ i
FAMILY DETAILS wftam s
5r. No, Name of Family Memiber Ago (Yours) Gendar Relation with Applicant
wH HE gftsm % neEl w1 9w 7w (i) i FETE W WY
L Eamehh Chomd 2 1 /al I3 (VON 277
g JEL dm 19 i R 24}
3 T dan R F _fmujm e R LV
BASIS for HEQUESTING ASSISTANGE (Tick whichever Is applicabi)
wprm & o fsf smn
BPL Card
{Attach Card Copy) |mmfnm‘%ml lmcggl ;.'Eﬁm
il T W A Y T o 9 = g O T W 7 v e
(W T3 W Oen o e W (s o1 wi o se s (o ) w5 s s

“PURPOSE" for REQUESTING ASSISTANCE:
w1 fen m Rl = et
Medical Reports/Prescriptions Attached
srEpEEtE | wa w1 winia g dee
RE - C afernif

S, No. -7
w4 Ha

TF = o L

T entd —  (REJ — X903 T PManA
- o e

-

ASSISTANCE BEING AVAILED for SAME “PURFOSE" from OTHER SOURCES
o I W wq w1 = gEw e o= wm # e oma g
5¢. No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w4 T = e e i
£ LBECS Pl L




h-‘

DECLARATION by APPLICANT: STHTS D WU 73
11| herenoy confiem il all detaits n this Form ae Tree to the best of my knowledge, Any Tatse statamant will rende my Application & ongoing
[bales feor reljaictiordcanceliplon.

2 | solemnly confirm thnt asilsEsece, if recaived from Koshika Foundation, will be Lsed only foor the “purpose”, as stated In this Form, for which
was requested by mi :

3] | hieteby confirm trast 1 han not & will nat in future; avai of rembursemand; [ part of if il from any other sourcalemployerfinsurance company,
for which ihis assmstonoe is requested
1:iﬂmmr{.ﬁwwwﬂ#ﬁiﬂ&wm-H'ramﬂiﬂmmqidltrﬁ.ﬂfhmﬂmmmmtﬁﬂmﬁmﬂm
N pupep—— . . L LR e R R R R R R R
;]iqﬁzmgﬁrf-mmqnmﬂﬂrtﬁi.maﬁwﬂﬂMwmmmmﬁmfﬂmMﬁnﬂmiaﬂwﬂﬂWﬂﬁmr

AGREEMENT by APPLICANT ( sm=s [l %10)

11 By nlMing my signoture-or humb impressian on s Form, | [Applicant) herebry agres & authorlse Moshika Foundatlon and s Trustees lo
use/publishiput-upireproduce my name, sddress. photo & eetails of the “purpose”. far which such assistance s requesied/granted. through-any
meditm. (neluding but nat imited 1n verbal, prnt, slecironkc, for soliciting donations for Kashika Foundation-andior disseminating infarmation about it's
acuyilies/achimvemaris. Such use of my photo & dotafs car be mads by Koshika Foundation befare or afler my trestment of fulfilment of the "purpose”
for which assastance & bang requeshed

211 (Appiicant) luriner agree ihat any such use of ny name. address, pholo & details of the “purpose”. for which such assislance i reglestadigranted,
will net automalicaly enlitls me for recalving or conlinuing the said assistance. The dacision for granting andior continuing the assistance will rest solely
with the Trustees af Koshika Foundation; and (k=i decision fa thig regard will be final and acceplable g me:

\) T T W e W R W o e, 8 () st s o) gfe e o o i wsgee ol sk i " ) s s o o,
Y T mam—— e e e R e LR LR R R R

& vaftn Wi € fiv s B S AT W T Ot g R w e 3w W fen wifow S s wfiog

2y % (w0 WW W T 16 A T, T, FE sty fewn of fE wwme % agied o wien § i e e W ewon T v e o

it e Tw e frelu s s sromed i

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
ST R W S W

AGREEMENT by HOSPITAL [(w=mR gm &)

By affixing hersunder, sgrature of our Authoneed Sgnatory for recomimanding this case/pabignt for financial assistance from Koshika Foundation, we
{Hospltal) hevely afirm &accept lallowing:

1] thal we netiner an presenty par will in uture avail of firsncial assistance from 2nother NGO of any other source, for the samn palient'case, as we arm
requasting to get fram Koshika Foundation, to the extant that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Faundation, in pait or in full then the Hospital reserves it's right to make up the shartfall from another NGO or any other source. This
confirmation essentially statas that the Hospital will not avail any duplicate assistance for the sama patient/case from any other NGO or any other source
2} This assistancs from Kokhika Faundation is only financial in nalure. The choice of the reatmenlprocedure advisediconducied by the Hospilal on the
patient, is based on the armngemsnt batwean the patient & the Hospltal, and s fnno way influenced by Koshlka Foundation. Hence, the Hospital wil
assuime sols & compiete responeibility of the treatmant & iCs oulcome & safety of the patient, and Koshika Foundation will hive no role of responsibiity

in tha maiter

Tt anfor, T & st @ s s e Tl v g fln w5 wd §, fe e (revmen) frer e R aee w s #

|y o s 1 1 s fifm T sl fe woer e w e s w9 v e § O WA w3, 36 e e e s
# forsoufrafy 2o o we F s s wmhhhﬂ"ﬂ&mmﬂm“mmﬁﬂaﬂwmiuwﬂﬁmmi#w
fierdt s wr S TR o EEE | B A W sfem i T 1 ve g F we ww W # 6 s f we e il i el
vt ste o Pt s e @ A AT

3 ‘i wEETR § = e s T wmtn w1 § S o v g A v e ow R T e
& adte o o s S wEs g fa wen o W i b gt e 8 Ol S e gow s s 0N
o Wit s ot =) o s om fed wm e et

by
. GMMENDED FOR ACCEPTENCE =
MBBS, M.D, Ophthalmeosy wiredt = fory s \ k'

Date of Surgery W
HiTE A i '
- {Mame, Desina T ':..:..
13k 236 (Naimio of Dr. & Regn. No. with Stamgp) on behatf of Hospital)
R R ER R T RO e S
FOR INTERNAL USE of KOSHIKA FOUNDATION  #fta: 3w 7
SIGNATURE of TRUSTEE { SIGNATURE of TRUSTEE 2
=Tl E | - | FEE

- JeAE

- pf

418-08-2024



