NRN- €2 35- |8 ~ 213

APPLICATION FORM FOR ASSISTANCE (Healthcare) ' K{ghlka
HETH] ®q, AEET WET (=Y TEE) foundation
e VEA24] 0555 i e L e
MAME of APPLICANT : R ! HES YENREI TS N | Sk ete
s ¥ W ﬂ—’}mBﬂ,b 85 E Y
FnTHER-g.ﬁm_.l:E-s NAME : [Rﬁ"}ﬁ I) [[g Q,EI n i e X

PRESENT RESIDENCE ADDRESS =wT Sardia. Tl
dheerpuwna , Nheeathivig . . grabad

AP 28326y
PERMAMENT RESIDENCE ADDRESS ; w01 3[HmEM

[FL"'! 2a | P s < rﬂij

SUme T at iy e

THIM : F
OCCUPA Nowe m ket \MM} | UNMARRIED {siniea)
TOTAL ANNUAL INCOME ; {Attach Preaf of Incoma)
T A S Ui [— (5 &1 T Fe) Al
PAN Mo, 7=1¢ 13 TET
AHE YOU AN INCOME TAX ASSESSEE (Tick whichever (s applicable): Yeu/ Ko =
50 S 9 FOOA E (M WA W IR W w1 e s _ woa A\
EAMILY DETAILS oitem fammm
5r. Na. Name of Family Membar Age |Years) Gender Relation with Applicant
Ll TET F TIE A 3 () fem FATH ® HY T=Y
| Mumau Lal ¥ | n s homd
2. A UFeondn ZX I STh
57 (e =T = L = 7 L]
BASIS for REQUESTING ASSISTANGE (Tick whichaver |s applicabis)
wEEm % fir fefa smm
BPL Card EWS Certifica Aation ©
[Attach Card Copy) [Attagh Euﬁﬂﬂnml%mﬂ tmﬁ; G:;:'I a‘;ﬂm
TR T F S T a =1 F T T T T TR ot wka
{5 5w o o =t L9 W W v A {5 71 F 9 5 5w w5
"PURPOSE" for REQUESTING ASSISTANCE:
W B f T T w e
5r. No. Medical Reporis/Prescriptions Atisched
W wEEEEiER 2 Wl 5w v g Tem
HE - Catanacr+
L-E - CotanaC
[ S
SWwng eqy - (PEJ- SJFCT f PAAAE
[/ b =i _
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
T IS F v w0 o o el S w8 e o wg
Br. No NAME of GTHER SOURGE AMOUNT of ASSISTANCE BEING AVAILED
w0 T H= T W # mf meE TE

I~ TR Thee]




DECLARATION by APPLICANT: L - e
11| heseny cantom (e all detalls in this Form are Trile 1o the best of my knowledis. Any false stalamant will renider my Application & ongaing assisiance, if any,
ligbie for rejeclon/canceliation,

2) i solemnly confirm thet assistance, if received from Keshika Foundption, will be usid only for the "punposs’, s sigied in this Form, for which euch assistance
Jwas reguesled by me

31 | haraby confim that | have not & will not in fulure, svail ef relmbursement, in pan or |n full, frem any other sourcalemployerlineurance company, of the smount
for wihish (s assistanee 15 requesiad.

1) # s s f B g e @ P ome wdt fese ) weed % e w e & ol W feam o W e o W 9w P oW e |
S # E o wwE Tt R, A ehw v & see wwd w wov =1 g % G fea om0 wm e A o #)
5) 4 ofz wom € T T e vy W W o R, 5S o W S e e e s st sl @ f d sh s o whes F o

AGREEMENT by APPLICANT [#95= o/ =07

1) By affixing my slanatute or thumb Impression on this Fomm, | [Agpllcant) hesaby agree & aulhorige Koshik Foundation and il's Trustess o
y=alpublishipul-upireproduce my name, address, pholo & delmiz of the “purpose”, for which such assistance Iz requesled/granied, throughany
medium, inclading bt not limited 1o werbal, prnt, electronis, for soficiting donations for Koshika Foundalion andlor disseminating Infarmation abaut it's
Solviteglashisvements. Such wsi af my photo & detslis ean be mads by Koshika Foundation before of after my freatmant of fulfiiment of the "purposs”
fmr wWhich assiziance s being requestad

2} (Applicant) hurther agree Ihat sny such uss of my aame, address, phalo & catalls of the ‘purpose”. for which such assistance is requestedigranied,
will b autematically enilile me for teceiving or continuing the said assistance. The decisian for granting andler continuing tho assistance wil rest soely
with the Trustees of Koshika Foundation, and thelr decision is {his regard will be final and acceplable 1o me

1) T W ST PR T S R w A, § (s sl neefE 5 g v € o e wrbve oft a1 st s won o T g,
0, S T gR w A Wi 1, TR T, T, e g 9 4 5 i s avefers & e e G e e
i w % T s #1 St T  ReROn A TR R TR wr W e S T e gl 8 s e

21§ (FES ) T A W HEE oA 9, T, T o e & fo T % T B wits g T ST W v R S v we

“ " = e =i % AT sfEn s S g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
FHEE F T W S W

AGREEMENT by HOSPITAL (5= g1 Wl )

By affpung hereunder, soralure of out Autharized Signalory for recommending this case/patient lor financial assistence from Koshika Foeundation, we
{Hospral ) tereby alfirn & accogt following

1) that we neither ara preeantly nos will in future gyl of finencial acsietanca from snother NGO g any other source, Tor the Same palientcase, as we are
raguesting to gal fram Koshikes Foundalion, o the ssient ihel such sssEance is granted by Koshika Foundation, If the requested assistance is not granted
by Koshike Fouhdation, in part ar i full, then the Hospiial reserves (Es right to maks up the ghartisll from snather NGO or any other source, This
confirmation sssentially stales that the Hospital will not avail any duplicste-assistance for the same patient/case ifom any other NGO ar any other source
2) The assistance from Kozhika Fourdation is anly financial in mature. The cholee of the reatment procedure sdvised/eonducted by the Hogpital on the
patiénl, is bazed on the arsngement batwsen ihe patient & fhe Hospilal, and i 0 no way influsscad by Koshiks Foundation. Hence, the Hospital will
assume sale & complate responsibilily of the reatment & it's oulcome & ssfely of the patient. and Koshiks Foundation will have no role or responsihility

in the mallef

T S, g TS R A W i e @l A i R W i #, R R (e Fre v S wee T we e

\) e s o TR S T F e A (T S S wew wea W e e e d T i o ow w b W e e
+ Srrfrviesi B S wee § i WA g e a1 Ok S R g erem R stemerne € S T few e @ o s
et s B mrE wan T e S WA A W & W seER e T 4 ga e § e w4 e e Tl v e il i e
v e W e S e A o A

2 U S F o T me e Tl w0 Th o v o v e w fed o svmie = T
+ = T & ol i s g T T w S e ) e g O o v i s s e
w1 7 S e W o0 o o e e e 3 W R

LY

ur. A COMMENDED FOR ACCEPTENCE

S, MD. OphthalmeotY ety & foru. vt
[+ ]

Date of S_urg;g Reg. ND.-UP
i F A ’ _1Time_, IO <
I:’Ifﬁ.‘g{j‘ 6 pate... = [Name, Desjgefation &-Sta .
s [Name of Dr. & Regn. No. with Stamp) on behalf of Hospital
T H TN A T S e 1 T & T FRAE A e
FOR INTERNAL USE of KOSHIKA FOUNDATION  &=iits wam ¥
SIGNATURE of TRUSTEE 1 SIGHATURE of TRUSTEE 2

=] T |

S TR 2
TN

18-08-2024



