C-2b-02-pblo

APPLICATION FORM FOR ASSISTANCE (Healthcare) K&hd{g
HETET B9 3MEST WiEY { Ty iuﬂml ) —Lﬂm
APPLICATION No. © PPLICATEON DATE :
e v A /n22¢ jqjh"\ e S
s i ADE-YEARS W-m | gEx fn
W (eku]l Ram Dadroe | 68 M
FATHER'SISPOUSE'S NAME -
g w1 W

m;m{m

OCCUPATION
ki) %’H‘r‘lff
TOTAL BRIAL CDME {Aftach Proof of Income)
e wiitE wm \S'_S"m}-— (| WIR W ) ;jﬂ
PAN Wo. Pf v Hww
ARE YOU AN INCOME TAX EE (Tick whichever Is applicatiie - Yes
A W W ow € (W e W as v e W e e T
FAMILY DETAILS wftam femmm
5¢ No. Name of Famity Mermser | Age (Years) Gendar Relation with Applicant
wn ﬁ.:l':wﬂ[::m | I (=) fam = TN HE
D _%ﬁm i AT
)] [A 3] a5 Sen

gl

AU

4
L8]
1

M

—m———m;@; [

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicabis)
werom % fi i s

BPL Card
[Attach Card Copy)
wirdt ten % Srd we

(v T e T e Wl

EWS Cortificat Rathon Cand Any Other
{Attach Cenificate Copy) {Amach Copy) BasisProof
s e wd g T W s ¥ @

(TEE U W W w8 (wm T = e i v

“PURPOSE™ for REQUESTING ASSISTANCE:
W i e e W et

Sr. No. Medical Reportw/Prescriptions Attached
-!L
= P
ASSISTANCE BEING AVAILED for SAME “PURPDSE™ from OTHER SOURCES
W v ® By 8 s wem fedl sen wim @ feem e W)
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
w5 HEn & TR Wl 0y it o e oyt

Attt

-



DECLARATION by APPLICANT: smicee =0 s 71

|}mwg'mrhmmnllm in this Form are Trus to the best of my knowledga. Ary false staternent will render my Application & ongoing assistance., if sy,
rapectionicanceliation

2) 1 malemaly confirm Mat sssistance, @ recelved from Koshika Foundation, wil be used only for the "purpose’”, as stated In this Fom, for which such assistance
was reguesied by me.

1I1Mubrwimhi1thuwmﬁwﬂmh Futiure, avall of reimbursement, in part or kn full, from asy other sourcelemployerinsurance company, of the amouni
for which this assistance 5 requesied.

SRR R R e L Il I rr e

1) % go W s e s, d o ow oot §, e awin l viee o off & fel few e, @ e F voomm b

3) & yfe wom { e fr men v o ok W o 3, 5 ofe o e w e e Rt s e friedm w1 0 B & sby T @ wia A
AGREEMENT by APPLICANT (amies g =)

1} By affixing my signature or Bhumb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundatkon and I's Trusieos to
use/publish/pul-upireproduce my name, sddress, photo & details of the “purpasa’, for which such assistance is requestedigranted, through any
medium, including but not fimited Lo verbal, print, slectranic, for soliciing donations for Koshika Foundation andior disseminating information about If's

activition/achivverments. Such uio of my photo & details can bo made by Koshiks Foundation before or afier my treatment or fuMlimant of the "purposs”
for which assistance s being regquestad,

2} | {Appiicant) further agrae that any such use of my name, address, photo & deinils of the “purpose™. o which such assistance |s requestedigranted,
will nol automascally entitie me for receiving or continuing the said assietance. The decision for granting and/or conlinulng the assistance wil rest splaly
with tha Trusless of Koshia Feundation, and thair declslon |s this regard will be final and scceplable to me.

1) ¥ U T e W e W w8 () aned mvsi wb e s o o “sitfew it aby ol il wd s wm o S m,
. WA ak o Fern o wife 8, S s o i, TR, s o agte @ ol el sl e o et feh o o

# ety wrt ® for sfege b St v e 4t w8 TR w e e € P e wedeT @ el afas b

2) & (abew) w8 W wen o fe duowe, v, wikd sl e o) T ame € agted o st § R v e e west T v o d

"wifren” e s ufied w1 Peln ol sl el o

APPLUICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (wwnmm §m won)
By affixing hareundar, signature of our Authorised Signatory for recommending this case/patinnt for Bnancial assislance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:
1} thaat we rialthar are presantly nor will in future avall of Bnanclal sssistance from another NGO or any other source, fde the same patientcase, 0% we are
requesting (o gel from Koshika Foundation, to the extant thal such assistancs is granted by Koshiks Foundation. If the requested assistsnce is nol granted
by Koshika Foundation, in part or In full, than the Hosplial reserves it's right io make up the shorifall from another NGO or any other sourcs., This
confirmation essantially states that the Hospitat will not avall any duplicate assistance for the same patient/case from any other NGO or any ofher source
2) The assistance from Koshika Foundation ks only financial in nalure. The choice of the imatmentiprocedurs advisediconducied by the Hospital on the
patient, is based on he srangement batwesn the patient & tha Hospilsl, and i in no way influsnced by Koshiks Foundation. Hance, the Hospial will
assumo sola & complets respons|bility of the treatment & ' cutoome & safoty of the patienl, snd Koshika Foundation will have no ol or responsibiity

in the: matter,
vert e, weft ) o A SR w0 " wifen vt d fufm awen 8y fesdlin o ol |, el s (se) Pe vsn d T e e

1) %% & 3 0 wier s 3 f wfes F fafee s fedlt & woel sEm e e e d ve Tl F W w R o E e e TR ST
W it feds s % wan d it st oo wedg e b o s wetet oo s fiel s by vep o fe w8 s
ot s A vl e w fed aen e @ wres o ow s e v b v e F v we e | T s ol woc e A iy ekt
b wowrt v m fed = wer 8w el

2. “wiftm st A o 0 weom s fan gl w69 o v om @ v e w R v Tvwfee W e R o e

® e b o sk go el v s i v aft b el wesee F d) o yeee e sbe serd wed o il ool B8 o v
i il #“ﬂm'ﬂﬂwnrﬂnﬂ Tt it

RECOMMENDED FOR ACCEPTENCE 7
qa}f e m@%m
mw or. Mohg, Rameez Reza Assistent Administrator
"y )Jﬂ M.8.8.8. 1.8 Ophthaimotogy O rolfesy Canty v bwotatsaed Signatary
(Name of De. & Regn. NolGith($ik)p) Al o Hospital)
“Reg N8 MBI 2536 2 P e
FOR INTERNAL USE of KOSHIKA FOUNDATION st 3w 17
p , SIGNATURE of TRUSTEE 2
mﬂ'“ﬁm'ml o =] T 2

ol SAE

20-08-2025



