C26-0d-0065

APPLICATION FORM FOR ASSISTANCE (Healthcare) th[ka
wETAM B AT 9rEy (TP T ) foundation
APPLICATION Mo, APPLICATYON DATE : fhroibzing becch of Libe
mecvon . A lnaoe o922 s e h log i3
ey s AGE-YEARS =% | sEX fofm |
SRw W B la o =
FATHER'S(SPOUSE'S NAME : ba ®
frm g 1 VA
— m%mm F0H T
: - sf£ . Blunds

L4

__L%ﬁs&gu a6\Ao}
PERMANENT RESIDENCE ADDRESS : 7 agwrdiin 7
e

OCCUPATION - | ﬁém‘rm{m

i ii )
TﬂﬂLMIHm (Anach Proof of iIncoma)

_Em_ﬂvf /A:mnllﬂ (31 %1 Wy ) oA

mmnﬁmﬂn

ARE YOU AN INCOME TAX (Tich whichever Is apphicatile). Yes
T WM S w1 gE (W w6 oIw e W e e ﬂ@

FAMILY DETAILS witam famm

&¢. No. Name of Family Memos Age (Tears) Gondar Fulathon with Applicant
¥4 wem mtm mm; u{ﬂrj: fm WHE ® T T
1 Pshkhok ) [aa) e
b 1 sepba AN = Daudtber [ lond
5 T"'Tnﬁudr I M Lovind Soe
BASIS for REQUESTING ASSISTANGE (Tick whichever is applicabie)
e % fer fmfa smem
BPL Card Certificats
(Attsch Card Copy) uﬁgﬂmm: (Rl Gary) Lo dr il
witdl T W R v ™ s wm ot W IOV S
(o vy R Wi e ) (w9 ) wen iy e =t (o o et wrw ufly wers wh)
“PURPOSE” for REQUESTING ASSISTANCE:
mﬁﬁﬂkﬂnm-
Sr. No. Reporta/Proscriptions Attached
9w mamﬁﬂmwm
SSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ I ¥ W W 3w e w= e W oo
St No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wu He U v W it vf wwwm it




DECLARATION by APPLICANT: /i=s 20 =i Wi

1) | haraby confirm that 88 datalls in this Form ase True | the best of Any lslne stalomant will rendar & asslglanco, if any,
ReIY oo my knawledge. Any iy Application & ongong wry,
2) | solemnly confirm that ssalstance. ! recelved from Koshike Foundation, wil be used enly for the *purposs”, as stated n thiy Form, for which sach assistance
WwWas regquasied by me

3) 1 haretyy confiem fat | have not & will not in fturs. aved of resnbursament, in part of in hull, from any other sourcslemployer/insurance company, of the
for which fhis sssistance = requesiad |
e

1) & e wom o fe g w4 fot e adt w50 sl 8 s we ud ot ot i Pev o wa s e § 8 90 anes e W w
2) #t g W e ot iy ot 8 o woof § e ek abee o) i fed fen win, W v o 3 e e b
3) & g waw 5 fom e oy we w0 of 8, 7w ofn W wies @ ww frow fiel s s feiedn el @ o e b obe T @ ofes A o

AGREEMENT by APPLICANT (3w g wir)

1) By affuing my signature or thumb impression on this Form, | {Applicant) hereby agres & authorse Koshika Foundation and I's Trustess 1o
use/publishipul-up/reproduce my name, sddress, pholo & detalls of the “purpose”, for which such asaistance is requensted/granted, thiough any
medium, inciuding but not limited 1o vertal, prnt, electronic, for solictling danatlons for Keshlka Foundation andlor disseminating information about Il's

actvities/achievements. Such use of my photo & details can bo made by Koshika Foundalion before or after my treatment of fulflimant of the “purposs”
for which assistance is being requesied |

2) | (Apphcant) further agroe that any such use of my namae, sddress, photo & detalls of the “purposs”, for which such assistance is requesied/granted,
will not sutomatically antide me for receiving or continuing the said aesistsnoe. The decision for granling andior continuing the assistance will rest solely
with the Trustess of Koshika Foundation, and thelr decision Is this regand will be final and acceptable to me,

1) v T W s et m e W) w e, @ antex) sl v o g wae o wd i wrtbe ol sk sl w) sfegy we e o
v, WA sl W fawre v v o odfer §, wd st o e, o, wevn gt gt il el sl soefeed @ R S o e e
7 vy w™ % Fm sfemn §) 9 v W fee e ¥ e @ W E o ¥ ot wife sl @ St s

2) & (smiew) v wm @ s o e dn o, e, wi ol feme o i wemm S st @ wive & 98 T weR W vETT W v Es
"witfrn ™ v wRe sfeed wa Fede i ok e W

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
sATE % Tme w R w B

.

By affixing hiweunder, signiture of our Authoresd Signatory for recammending this gase/patient for Ninanclal asslsiance from Koshika Foundallon, we
(Hospital) herety affirm & accept following:

1) that we neithar wne presantly nor will in lulure avell of Frinncial sssistance from anolher NGO or any other solimoa, for the same pallent/case, ns we are
requesding to gat from Koshika Foundation, 1o the extent that such assistance is granied by Koshika Foundation. if the requested assistance is noi granted
by Koshika Foundation, in pant ar in full, then the Hosplial ressrves It's right o maka up the shartfsll from anathar NGO or any ofher source. This
confirmation essentially states that the Hospital will not avall any duplicate assisiance for ihe same palisnticase from any other NGO or any other source.
2) Th asulstance from Kouhika Feundadian ls only financinl in nature. The cholos of the ireatmentiprocedure advised/iconduciad by the Hospital on the
patant, is based on the arrangament between the patiant & the Hospltal, and s in no way Influenced by Koshika Foundation. Hence, the Hospital wil

nssump sole & complete respenalbility of the restmend & I's cutcome & sadety of tha patienl, and Koshika Foundation will have no rols or responaibility
In the mattar,

vt sife, el W) s @ el W e s 4 i e oy feedin o it 8, fe e () P e W ows sl e b

1) 9 s 2 o wde she 3 o s F Ffrg o fak f ool e w felt s onde @ T loeet @ ow o w F e oo oo Tt
% fewim i 78 % v § Wi e T v vy i R i e g e fel sfeeese 81wy W few o § d seem
fasll orn Ay wrard e w Sl o e @ T oW st e Tem o e F e o owen € e s e wee e it iy el
e wwrlt wio w faed) sem w @ ) st

1 "= wwm” 2 o o wren v il gt @ S oo v oo § o wew o el Tveonien = e il o e

% W W fevn o e s oo fed v w ol oee ) 8 i v o O @ e e o s S = Pl B o e
w ol o “wifrw” wh Wil it o Feind o o W

(’ RECOMMENDED FOR ACCEPTENCE

Datoof Surgery | D, Mohd. Ra
“uE | MBBS MS Reza Ascistant Adminiztrator
ol S. Ophihaimoiogy D8ROl Daoh A Sy P Ruivrised Signator
A ey W,

FOR INTERNAL USE of KOSHIKA FOUNDATION  @ift® 2wam #q

SIGNATURE of TRUSTEE 1 SIGMATURE of TRUSTEE 2
= T | el e 2

S NP

20-06-2025



