obo Y
C-Qb-02-

APPLICATION FORM FOR ASSISTANCE (Hoalthcare) K(%hllta
Sl hauln LU (VN e ) foundation
APPLICATION Mo. : APPLICATION DATE : Buissng bk of ide.
st s n)m}u&ﬂh e fred S
WAME of APPLICANT : ' AGE-YEARS 51374 | sex o

i el ke_g[ﬂ:[ =1 &

= 4 = ol
PERMANENT RESIDENCE ADDRESS - 701 SITAIS W
FR Jhao £
' & —
L"ﬁm""““ Hn;mr makey uﬁnﬁm:mtm
TOTAL ANNUAL INCOME - . ' {Attach Proal of incoma)
w7 Wit sm < ooed ) [ﬂrr)ﬂ*f‘) (o W EE A
PAN No. TN} W W A& [ —
ARE YOU AN INGOME TAX ASSESSEE (Tick whichever is applicably! Tew )
WM SN R TE T (F TN P I W O W e e ﬂftfﬂ‘i.«'
FAMILY DETAILS wfiam T
8. No. Name of Family Membe Age (Years) Gandar Rulation with Appllcant
w1 T qf;i;“wﬂmm; ?ﬂ(ﬂ] . fein WHTH § WN Ty
I Eurean In m T
i 4
N, JsTNEL IR 5
BASIS for REQUESTING ASSISTANCE (Tick ta applicabie]
e % g fmfe s
BPL Card
|Atiach Card Copy) uﬁ‘mmﬁ mm} Sy St
i e % R T ™ = ome Wl T ELy o Sl
{wm ¥y w3 wew uiE e ot (o oW e i e el (¥ o ww wfh wE s st

“PURPOSE" for REQUESTING ASSISTANCE:
wmm et 1 fed W It

Sr. Mo, Medical Reporta/Preacriplions Attached
T T TEEETRT | W I W Wi g wes

= =, 9
b3 (5L P —— if_mé_ﬁm

[E — (:'e,mit GlaAtE

el m

g

S ey — BF -
.Vﬁ 4

ASBISTANCE BEING AVAILED for BAME “PURPOSE™ from OTHER SOURCES
™ TR R ¥ W s e fet s ww @ feew e W7

¢, Ho. MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
®H WE 0 Wi W A ol wf s et

Va1




DECLARATION by APPLICANT: sinése 1m wiwmm w3:
1|mmm|-m-hlnmm nTmluhhmu'rmm.hyfﬂnmnmlﬂmwwamuﬂﬂm.um;

repEchondcancedation
2) 1 solamnly confirm that sasistance, If recelved from Koshiks Foundation, will be used only for the “purpose”, s stated |n this Fom, for which such assistance
was reguesied by me.

3) | hareby confirm hat | havo nol & will not in fulure, avall of relmbursament, in par of in ki, from olher soucelsmployerfinsurance company, amount
for which this assistance = requested P " .

1) & e wom o o wen @ ek ol el fewn S0 e o se o o b ot e o we s v § @ 00 wres Prow o W wed §
1) 5 gm W s ofn st weT, @ w oo §, Tee v e vtes w0 g o Rt fewm i, @ g omee F wo e
3) 3 gfe s { W f s gg W o w2, wa of e sies w o frem R s s serk e bt 3 @ ofe 4

AGREEMENT by APPLICANT ( s g0 %)

1) By atfixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authoriss Koshiks Foundation and II's Trustees to
uwmﬁwﬂmmm.M.M&Mﬂh'm'.hmthHMHm. through amy
medam, incluging bul not imied 1o verbal, print, siectronic, for soliciling donations for Keshiks Foundation and/or disseminating Information about if's
actvilles/achievements. Such use of my photo & details can bo made by Koshika Foundation bafore or after my trestment or fulfiment of the “purpose”
for which assistance ls baing requesiad.

2} | {(Applcant) furthar agrea that ary such use of my hama, sddross, photo & detalls of tha “purposs”, lor which such sssistance is requasiad/granied,
will nol autormatically eniitie me for recetving or continuing the said assistance. The decision for granting and/or continuing the assistance wil rest soiely
with the Trustees of Koshika Foundation, and thelr declskon ls this regard will be final and soceptable 1o me,

1) 9w A v s W e e, ) (i) sl s ot i won o o e e by se sl C W) sy s f e dn
w, WiE @ few o v A w8 w s T s, o, e (R gt @ g i s seefed @ i e o e

o gwftr wvd % for sfiegr b1 At wer ow firer o g 8 ot m o d wed o flr <t weds” w Tl et &

2) A (owdow) o we o P do e, e wi b e o B wene @ wetvd @ o & gR e e W weor T emm e el F
“wifT ey e it w fele ofan showonl Wi

AGREEMENT by HOSPITAL (wwmm g wot)

By affixing horeunder, signature of our Authorised Signatary for meommending Ihis case/palient fos inanclal assistance from Koshika Foundation, wa
(Hespltal} hareby afirm & acceis! fidkowing:
1] ™t we neithar are presentty nor will in futuee avall of financial asslutance from another NGO or any othal source, for the sama pallentcass, &5 we ore
requesting 0 get frem Keshika Foundation, 1o the sxtent thal such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves II's right io maka up the shartfall from another NGO or any other souros. This
confirmation essentially states thist the Hosphal will not evall any duplicate assistance for the same patient/case from any other NGO or any other source
) Tha pssistance from Koshika Foundation is only financial in nelure, The choice of the trealmentiprocedurs advised/conductad by ths Hospital on the
patient, is based on the srrangement betwaen the patlent & the Hospital, and is In no way [nfluenced by Koshika Foundation. Hence, e Hospiial will
qu.mlmim responsibility of the treatment & 's oulcome & safety of the petient, and Koshika Foundation will have no role o responsibiiity
n the matior,
= wiewy, wewh W S 8 SR w) Cwifre st @ el woen i fesdftn ) it b, fel v () B e @ e o wlew wa
1) = fo 7 s oy 1 o ot o falfo sp el foweall s @ e s v N T i O @ ow R o 4, 8 v Csiow e
1 firefimfdn vw & s  “oifow Tt on w oty I b Wi s et oo T el sl b o few o W e
fait ar e Wl wien w fesd e W @ e W afveor e T & e F e e e e srem fde e v delb dy el
W s wow w it S W W A
1 “wife wEvE " W o werom e ffes wyie W &R wovees g 9 o weor o fed T TvevsiEw W e TR e e
o w fove ol e wrrtvn g el e il o ) ) gl weem d 9 @ e o o sk ol o sl Pl S of yeeee
=7 ¥l #'ﬁw'dﬂﬁr\fbﬂuﬂwwﬂiﬁﬂ|

et |

\ RECOMMENDED FOR ACCEPTENCE
g !% g ® forq, gt &E%“
Date of Surgery LT, v

e ¥ wha MBAS. .S, Oghthalmoingy WEIE Administralor
FICaY i} ﬁm
) L —
\1'\ TR w0 W gE i afv
FOR INTERNAL USE of KOSHIKA FOUNDATION  Safis @wam 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
it v | = 2

S’ AP

20-08-2025



