Mo~ o~ 23 —i~ NbL2
APPLICATION FORM FOR ASSISTANCE (Healthcare) KDUShlka
waTam “ HETA WrEY (ware Sae) foundation
APPLICATION No. - APPLICATION "B blockof e
WA W H “2—4—!053{ mm'[ii |”¢J?_ S
NAME of APPLICANT - mml“!'ﬂ
WrTE 1 9 =
[Ur\{'l mell 39 2
FATHER'S/SPOUSE'S NAME -
v w we @%ﬂm
L!lﬁ!fﬁl'lm e I ; =ax. D] [ Sdo
24 7Tep]
RESIDENCE ADDRESS : Tepf smwtd M
_{:dﬂl_c oLl alb0 a0
m‘rﬁn: MARRIED (T | UNMARRIED | wieFsivn)
TOTAL ANNUAL INCOME (Antach Proof of income)
| PAN No. TT =l HERD [ J = ]
ARE YOU AN INCOME TAX ASSESSEE (Tick whichover in applicable): Yes I Na
| S W W 2 (W A W I W W e e W/ W
| FAMILY DETAILS ftam fammm
5f. No, Hame of F Member Age (Years) Gander Raiation with Applicant
| 1 g _ftan % Tl © AW T () i wRE ® W w
) L~ ol —
oAl Uam anoyg 25 I a0
‘\."-\'__}' - \_-II' = -F
) =T 7] i
| 2
3, = A_:FMJ o S S
BASIS for REQUESTING ASSISTANCE (Tich whichever is applicable)
e % ol fefy sam
BPL Card Cartificats
iAnsch Card Copy |mm-!ﬂl¢ﬂ¢wn Im m} ::’m
Wi e ¥ W mm Ty sy =y owd ymm AU w0 PR it
[Py y—— (A T W w W e W (W Y W wm o we Wi
“PURPOSE" for REQUESTING ASSISTANCE.
weem iy fed m fed w i
5 No Medical Ruports/Prescriptions Attached
F T : < e § Wi w o afe 1 Ee
[Haguon, 4 e &.ﬂ.l.‘.l’.,,: COda>as b
x: F a z :ZI'*aI E"‘E: N3 i T vl
V
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
I TR % ¥ W oeu meed el &= we W TR o @7
S No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
oY o) o




DECLARATION by APPLICANT; ST=® T ST998 T¥;
1§ 1 nsrety confiem mat 8l detals in this Form ane True to e best of my knowledge. Any false statement will render my Applcation & orgoing assistance, il any,
kabla for reechonicancailation.

2) | solermaly confirm that sssistsnce, if recaived from Koshiis Foundation, wil be used only for the "purpose”. os stiied in this Fom, tor which such assistance
wis reguesied by ma

3) 1 heraby confiom thal | Reve not & will rot in future. avell of rembumement, in par o in Ll from any other source/employedinsurance company. of the smount
tar which this assisiance = raquesied
1) & v wm f % R owey @ ol wg wl few o vl W seEm we o el §ooie il fee o we s ww oo @ 0 o we fem o ow ool §
1) po W wenm oy s s, @ @ ow oo B, wes ek ol vt ) o ® B e wim, W mowen F oo

1 # ffe o f & R v @ o omis ¥ v B o w o o Sew e eh oo evrewedi =l g wm e ol 1 o e o A

AGREEMENT by APPLICANT | wiazs g0 %)

1) By affining my sigriafune or thumb impression on this Farm, | (Applicant) hereby agred 5 authorise Koshike Foundalion and &'s Trutioes 1o
usspubbshiput-upreproduce my name, address, pholo & detaids of the “purpose”, for which such assistance is requested/grantad, through ary
maedum, inchsding but not imided 12 vertal, prnt, elecironie, for solicting donations for Koshika Foundalion and/or disseminaling information aboul il's
activitiesfachiovoments Such use of my pholo & details can be made by Koshika Foundation bafore of after my treatment or fulfliment of the “purposa”
for which assistance = beng requested

21 1 [Appboant) furthes ngred that any such use of my name, sddrss, phaio & detalls of the “purpose”, for which such assistance is requesiadigranied,
will nol milomatically enbitte me for recefving of continuing the said assisiance The decksion for granting andior continuing the assistance will /esi soialy
with the Trustees of Moshika Foundation, and thair daclson is this regard will be final pnd scceptable to me

1) T e s W s 6t e e, f (svies) s w8t e e o w0 st wE ol e amie! T s sl won o e,
TR W H W e w7, 39 Cwiive” o = o, e gt ke @ 38 il st Tenfed ¥ B e @ e e

@ wafn s % fo sl & & wow W Fe 9 e o R W o § o ¥ e e weder” oo st b

1) & (emdow) e 0w f fe g oam e e sl feere o fe e 8 ot 0 i §ogn e werew W peer s ey

“ufyr” o o i w Boda alfes sby et g
@A«H%
AGREEMENT by - (Ul 18

APPLICANT'S SIGHATURE OR LEFT THUMS IMPRESSIDN -
HEFw 3 T O R W e

By sffxing hemunder, Lonature of dur Authorised Signalony for recomimending this caselpationt lor hnancinl assistance from Koshika Foundation, we
(Hospital) heratry affirm & accepl following:

1) thal we nelttmr are presently o will in future owall of Snancial assistance FFom anothes NGO of any other source, fof the same patientcass, on we are
redussting 16 get from Koahiks Foundabon, 1o the extent tha! such assistance s granted Dy Roshika Foundation, If the requestsd sssislance is nol granted
by Koshia Foundstion, n part or in full, then the Hospital ressrves it's right 1o make up the shortfall from anciher NGO or any olhet source. This
confirmuton essentally states that e Haspital wil not vl eny duplicate assistance for the same patlent/case from any other NGO or any other source.
2) The gssigiance from Moshiks Foundation s only financial in nature. The choice of the treatmenlprocedure advised/conducied by the Hospdal on the
patient, s based on the arrangemaent betwean the patient & the Hospital, and s in no way infleenced by Koshika Foundation. Hence, the Hospital wil

sslme 5oia & complete respongibiity of the treatment & if's oulcome & safety of the patienl. and Koshiks Foundston will hisve no role of responsibiity
in e maitar

et afegn, w5 SR o W s weshe” 8 fafie o By fewfor oF el §, Fe oo (o) Bre ven @ we w sl s b

1) i W wher sfe 3 o el o el W el SeE ow el sw o @ T Tieerm W om R W e o S st
A ferfmtiedy s ¥ way F ot st gn we iy e booft S witie st g e feh sfesoass d o T few own £ 0 s
fost s wewrh e w et o e @ s A W afesn g Tem b PR F e w w4 e s fpim T T i el
i w wew W e W= A @ S S

2w e A v e vl vty w0 kO v wenen g 6 of wEw @ fed e Tvesten W o bR oo g

% s fw o "o sl g fesh ves wow v o b pofied e d i 8 e e s s wl o i Pesiol de) v voree
w1 et s “=fmw s s s @ faod we et F i s

RECOMMENDED FOR ACCEPTENCE
wiisd) 5 forg Ay ~
Date of Surgery A
i ME/ | TSS‘N Dr, Shroffe-Charity Eye
9 —an11 m-m’.-uwm

‘\\‘tﬂ 1&%} T A Wy weg

FOR INTERNAL USE of KOSHIKA FOUNDATION ~ #1=f% 3% #

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

el e

7 TAE

18-08-2024




