VAN €= Ab-0Q~ [sfTF

APPLICATION FORM FOR ASSISTANCE (Healthcare) K{?Shlka
i ( ) foundation
Hﬂn@;r: Moo Vo) 26| ~x e mma&m oate: fafod (2§ Buading block af lifs

NAME of APPLICANT : x . AGE-YEARS MMG-wd | sEx féfn
AT WA ey Qe S+ =

EﬁTI’LE.H'ﬁiiﬂ;::E'E NAME : L—-"L.‘ﬂ R .ﬁr"}",-“]
PRESENT RESIDENCE ADDRESS WIS a1
EO gnitpiy  agneng T end , Jhandels , Jha dauly o

u [
- Aia ok U7 26733
PERMANENT RESIDENCE ADDRESS : TO7 Sp=mM 1)

Tanc - ah b €

DCCUPATION | Hewe M als €77 L_wsﬁiz’f (Feifirer) 1 UNMARRIED (rmfi)
TOTAL ANNUAL INCOME : S . {Attach Proof of Income)
o = Yyorw [~ CFapuAd) (3 =1 s ww) A A
PAN No. THTE =FAT TEA
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes [No
A T S5 € (R TR W 3 W = W P e ® /
FAMILY DETAILS wTem T
r. Mo Name of Family Member Age |Years) Gandar Relation with Applicant
EE;[;E:II ﬁr;':ti';%mm 'ﬂ{ﬁj T T O L |

[P Ealyvcey E:G‘u;‘lh g o L] LD Tl

Ar V. Eal 73 L] T

7 Fa— ok e B r— PRI V2% B e X 71

BABIE for REQUESTING ASSISTANGE [Tich whichever Is applicable)

06 e 0 e L
HPL Card EWS Certificate Ratlon Card Any Other
{Atlach Card Copy) (Attach Certificate Copyl [Attach Copy| BaslsiProof
P e e L R A ST W W VR ELL DI L = W W
(s T ) w uh s (W T WG W (o e o
"PURPOSE" for REQUESTING ASSISTANCE:
w1 e W I
Sr. No. - Medical Reports/Prescriptions Attached
#4 s \ sremmaETe & Wl %1 6 vivhe e He
FE - (" adan (-
. LE - C afea( 4
T —— J' r
— L g ey — SRE/- Sl o .",_A-"l.rv?ﬂ
gt/ e :

ASSISTANGE BEING AVAILED for SAME "PURFOSE" from OTHER SOURCES
T agEre % £ Wi s e R S wm A o e
NAME of OTHER SOURCE AMDUHT of ASSISTANCE BEING AVAILED
= i werw wi

Sr, No J
Y HE = = w98

[ 4AC¢C gipenf




DECLARATION by APPLICANT. Wees B =90 w3:

1) | harabsy condirm tat all details in this Fam ane True 1o the best of my knowiedge. Any false statement will render my Applicalion & angolng assistance, Il any
Jimbia for rEpechionicanceliation

2} | salemmly confinm ihat assisiance, I raceived from Koshika Foundation. will be seed only for the "purpese”. pe stated in thiz Fomm, for which sech assistance

wis reuesied by me

3} | heraby confirm that | have not & will sat indulure, sveil of rmimbusemant, in pasd or infull, rom sny offer sourceiemaloy éinsurancs company, af the amount

Tor whigh this azsmtance is requested

1) F wwm wem f % TR W 9 R W W T S0 S S S W = w61 R 50w vE e s T v § 4 e B owm s B

2) H g W dem ol sl wERTE T, 6w W W, T A a6 S S g = e e e, =W wen § 50 TR

1) & fe wow £ fi Bt g 8 e onim oW R TR o wowirs w o fem T S= e A e w3 @ ol 10 i d o
AGREEMENT by APPLICANT {7 2 577)

11 By aflixing my sigratens of thumb impresssn on this Form, | (Aoplicant) herehy agree & authorise Koshika Foundation and it's Trustess o
usa!publishipul-ipirepraduce my name, sddress, pholo & detalls of the “purpase’, for which sich assistance s requesied/granted, thiough any
medilm, nclilding but nat mited to verbal, print, alactronin, for sodiciting donaticns for Koshlka Faundation and/or dissaminating Infarmation abaut s
aclviiesfachievements. Such use of my photo & oetatis can be made by Koshika Foundation belare or atter my trestment o futfitment of the “purpose”™
for which assistance (s baing reguesiag

21 | (Applioenl) furiner sgree thet any such use of my nams; address. photo & dotails of the "porpose”, for which such sssistance is-reguestodigranied,

will not automatically entille ma for reseiving of confinuing the said assisiance. The decision for graniing &ndior confinuing the sssistance will rest soiely
walh the Trustees of Koshika Feundation, and thelr degision s this regard will bé final and acceptable to me

|} TR VI W S TENT W AW BN AwE, A (ST S B 1 3 T R U S WE S T e Sl st s § oo T,
wm, wiE s = P pw vey o S # w0 UwifeR wen = e, e g ate A il i ooeferd & fivd el o e e

T RHTE W W o, S B W VTR W O WG W e W W & w w fe i s e s

20 0 (sEE) TH VR W WO T O T, VE, e S e | G o % Eed | WeT § g8 = e o TR 96 #9070 AEe N

“athymm " oy TE iAW P AP sf wmed R

APPLICANT S SIGNATURE OR LEFT THUMS IMPRESSION -
WEEF F FEE W W e

AGREEMENT by HOSPITAL (¥oqHim 31 i)
By llmng horeandar, sgaature of our Suthonsed Smnatory for rmcommending (his cassipalent for lingnoal 3ssistance from Koshika Foundalion, we
(Hespizal) hereby affimn & accept following. .
11 that we neither are presently nar will in futire avall of financlal assistance from snother NGO or any other source, far the same patient’case. as we are
requesting o gel om Koshika Foundation, (o the sdent the! such assistance = granled by Koshia Foundation. ! the requested agsisiance = nol granted
by Koshike Foundstion, iy pgart orin full, then the Hoepital reserves I0s rght 1o make up e shontfall frem anather NGO or any olher source. This:
confirmation essenlaly sigles that {he Hospital will not avall any dupiicate assistance for the same paltienticaee from 2ny other NGO or any othar source.
£ The-assisance from Koshike Foundation &= only financial in nature, The choice of he treatmentiprocedure aovisediconducted by the Hoapital on e
patlent, = hased on (he srrangement betwaen the patient & the Hospital, and isin o 'way imusnced by Koshita Foundation. Hence, the Hospital will

agsume sole & complete nesponslblity of the featmiant & it's outcome & salely of the patent, and Koshika Foundation will have no role or responsibility
in the mattes,

o s, T W A R wEAa = st v 8 i mem v e = we kT o (v T v | we ' =mm o

VhomE T s o oA st = g iy 2 Tl meme T O S WeaE T e S W e § e mE T, e Ty T e
T Tt . % T A wien wmt o e w e bl Ui st o e e sinsase i T 0 e T E see
R o= T e gen W A A R | e A s e ve b o e F s e e e s finf mes o ddanst 3
Gl o i e BT e e Tl
L st v 2w e S e vl = 6 T w v o af wew w o amaenien e ol e
& v w fewn @ s “wimE T @ A ORR TS S W) 1 A SR F O F e e s s
Fi gt a7 i W W i W s w g © e

LY

& lm‘:ﬂ“ﬂ&'ﬂﬂm FOR ACCEFTENCE
or. AN . o]

MBES.M.D. Ophihalmeog
Date of Surgery Reg.Nﬂ.*UPMC* 513

SRR ¥ A0 Y
{} Dﬂtﬂ 5 -:rlme-*- -P;,.—-”" {Name,
J‘f oafxé (Name of Dr. & Regn. No. with Stamp) on behalf of Hospital)
T W 4 e F A A W & T FEm g SR
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ ®ifi 3mam 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=l T |

4

T

7 et

18-08-2024




