RWR- ¢-2.5-0)-038

APPLICATION FORM FOR ASSISTANCE (Heaithcare) K(J.S’hlka
ki “ l A ,'1_ foundation
o WO | g4 wrcamonort T[S [l | e
HAME of ARFPLICANT ' AGE-YEARS W-w1 | sex fefy
=T
A, th Yam b & M
FATHER'SUSPOUSE'S MAME
famegn Wi Ma
. P RESIDENCE ADDRESS  ¥4um st wm
willate- Aleeml o 1CH "~ T\3oo A%~ Rier

AL § e T
PERMANENT RESIDENCE ADDRESS ; w1t =ieiy 9

AY __QObout
— | o — MARNIED (Farfin) | UNMARRIED (s
TOTAL ANNUAL INCOME - (Attach Prool of Incoma)
w5 wiitw s Clpob|— (3 w1 = wem) gy

PAMNo. Dari w WEn pup)

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is appiicabla); Yew
S A W o R (W W T w e W P e ;f'rx,.
FAMILY DETAILS wftam famm
S M Name of Family Member (Years) Gonder Relation with Applicant
nw";n wfan % wee W oA ?I{l\‘} fam [ STE ® W EmEy
W) PHem [ E i Fe

BASIS for REQUESTING ASSISTANCE (Tick whichever i appiicabia]
aeram & ford fiafy s

BPL Card Conificate Ration
{Attach Card Copy) thgmlﬂﬂhlﬂ'wﬂ (Attach Ec:;:l lm
nivd ben o S0 s o s smn w| ymm Ty ITu w1 =3 %1 W
(T =t e uf W wh (W T8 W W e W (T T W e wf W
“PURPOSE" for REQUESTING ASSISTANCE
we ¥y e T fe = e
Sr. Mo Medical Reporta/Prescriptions Attached
w9 e srpwevEie @ wl o of divie it e
- 4 = L
I DTITAETS RE = SPRlF T 05iTE
[E—Zenle 72E91F
] SAYGEYY — RE— CI7C  IOB[Y PR
ASSISTANCE BEING AVAILED for SAME -PURPOSE™ from OTHER SOURCES
i Iivn W ¥ W s o et sen wn @ fern ne W)
50 No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥ 5 7 W W= =it wEwm i

AL




e s T e e e R ...
i 4

A

DECLARATION by ABPLICANT. wies gm wiwe w1 L

111 Ry confirm Bl all detsls in this Form are True (o the best of my knowledge, Any feise statement will render my Appliestion & ongoing aesistance. I amy,
linbim for ngectionicanceliabion

2) | solemnty confirm the! sssistence. i recened from Koshika Foundation, will be used only for the *purpose”. as siated in this Form, for which such assistance
wiits requesiog by me

3) | nerety cordiern Bt | nave rol & will not in future, avail of rembursement, in pan or n full, frem any other sourcalemployatinsurancs company, of the amoun
for which this sasistEnce m requanted

1) & e v f 5o e @ R w ool few o s ® s wn o T booRk ol feem o W s ow o € @ 30 o S W w ol b
1) = g W e o st e, ® o W b, e Tl ol wdee o il @ fed T e, o e ey F o wa
1) & gfte wom f e e e iy ow o oo & Tooofn ow e w o feom Sl e stwfemodion weel @ 3 o e ol 3 wiine o o

AGREEMENT by APPLICANT ( smies g Wit}

11 By affing my signature of Thumb impression on Mis Form, | (Applicant] hessby agroe & authorise Koshiks Foundation and ifs Trusiess fo
usepubleh/put-uphiepecduce mvy name, address, photlo & details of the “purpose”, for which such assistance s requesiedigranted, through any
misdiimn_ including Sut not imiled lo vorbal, prnt, slecironie, for soliciting donations for Koshiks Foundation sndior disseminating infoemation aboul if's
acwitiesachevemanis. Such use of my pholo & dotails can be made by Koshika FoundaBon before or afier my treatment or fullliment of the “purpose”
Tar which assstance & being reguestod

2) 1 (Applicant) further agree that any such use of my name, aodress, pholo & detals of the “purpose”. lor which such assistance is equesiad/granied,
will nol sutomatically enitle me lor recelving of contmuing the said sssistance. The decision jor granding andior confinuing the assstance will resl solaly
with e Trugtess of Moshika Foundation, @nd their decisson is this regard will be final and accepiabie to me

L} ¥ o O v W s W wy e, (i) sl el o ofe wen o o nifies wges ol o eied " W sfiegn = o TR oo,
wn, w1 st w fawn gs wen o i 3, R et oe sl o, g gt agtes A qd ofnfalied sl owrfeed o Bad Yl b wnn o

w wftn Wit fi afeqgn bt T W e 4 g o e m e e ® e ol sl w b sfiep b

2y & (o) T wm W e o T odm 9w, v, wad she fewm ol e oween % agtvd @ witdn 4 98 em e W e of) S o

=iy~ T Tl el w1 Pl s s el Wi

APPLICANT'S SIGHATURE OR LEFT THUMB IMPRESSIDN :
SEE % Sl 2

AGREEMENT by HOSPITAL | v §m ®ir) ‘

By affouing hereundes, signature of our Authorised Signatary lor recommending (s caseipatent for inancial assistance from Koshica Foundalion, we
{Haspitad) hareby affirm & accepl oflowing
1) trat we neither sre presantly nor will in future avadl of financial sssistance from another NGO of any Other Source. (or e Samd pElenticaEe, BS we are

to got from Kashika Foundation, 1o the extant thal such sssistance o granted by Koshika Foundation, If the requesied assistance is nol granted ‘
by Koshics Foundstion, in part or in full, en the Hospital reseeves it's right 1o make up the shontfail iram another NGO or Bny other source. This
confirmation essantally states that this Hospital will not avall sny duplicete sssstance for the same patkent/case from any other NGO o any other source
2| Tha assistance om Koshika Foundation i only financial in natura. The cheice of the restmenliprocedure advised/conducied by the Hospdal an the
pationt, is based on the arangoment batesen the patlent & the Hospital, and & |h no way influsnced by Koshia Foundation. Hence, the Hospital wil
assume sole & compleie responsibliity of the freatrsent & it's oulcome & safety of the patient. snd Koshika Foundation will have no role of respongbilily
in trhe mallat
wt sifewn, vewl w A 3 AEROER = e wte” o fufe neen fg feefe @ sed #, fR s (vem) S e @ e o e e ‘
1) W e e obe o e o fefie e el o mrel s w Pl s i we et F o @ A o 8 B B e e e
¥ ety 7o & wan § “aifw s g o g fe oo st wrmt g e fef slfesoeen iy w oW Sen oaen § o s
it s i wowi wem W el w N @ T 4w afesw g vem b oW e F e v e e fofn we e s W R
W wrwr Wom W e W= w0 W) S
1 “witfer wrsdne 0 @ v weem wen fufien gl o b B8 o weoes g o of s W et mE prafes W T aR o wRe
= i = fawn # 0 "= st g v ® o v W e e i S e e S wE W o w el oo v

w it sl “wifem" o S gfom w w wmA F il |

RECOMMENDED FOR ACCEPTENCE
5 wiydt ¥ e sefn
wm d. Rameez Kaza Assistant Administrator
B.8 S, MS. Oohthalmosogy DrrGMo i sty Syarslosgilminse Signatory
ol | 25 (Name of Dr. & Reg-Ne. Wi Stamp) Hospital)
3lot] met A P e e
FOR INTERNAL USE of KOSHIKA FOUNDATION  siifis v 8
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i e |

7 AL

18-08-2024



