AWR- C-25- 0. 035 F
APPLICATION FORM FOR ASSISTANCE (Healthcare) Kovsh[ka
HETI ®q STEATT WY (=rem TEngE)

o ﬂ]g_y_r/ [o )72 o || ~03- 2025
NAME of APPLICANT . AGE-YEARS S19-1 | sex foin |
ke Sl B)EW 11 £ o
FATHER SBPOUSE™S NAME :

foundation
— - — - -3
Builrieng bincy of il

OCCUPATION H o el MARRIED i) | UNMARRIED | #fveien)
TOTAL ANNUAL INCOME {&#=ach Proof of Income|

9 i s 280 - f farmly) (37 = e v A

PAN Mo, BT T S W P

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicabie)
Wi am oo T wm & (W owEn W T W Wl W e e

o)

FAMILY DETAILS Ui fasm

7y Name of Family Member Genanr Relation with
rqq‘"; wftaw & = T :T:;' fiin mi-’é"ﬁ"
o] EshquUuha ROm| % m HOSEOhd
) bg.mg.q TE 1) @
(37 [ SUMEy 22 E (1B V21 [ L0
Ly) EQLhH-"_: e I1)
BASIS for REQUESTING ASSISTANCE [Tick whichever is snplicatin]
wgrm % ford foefn smam
8P Card EWS Contificats Ration Card Any Other
(Attach Card Copy) (Attach Certificate Copy) [Attach Copy) BaslaProc!
T T ® T T sy am el Tyepen w0 o
T TR #E mre R we ow (T g wew R wE {wars WY Wi wW wE WS W
“PURPOSE" for REQUESTING ASSISTANCE
W iy et e W e
St No. Medical Reports!Prescriptions Altached
wu Wee sepmeygter § wd w nf it i s
‘LG‘skhai;i? RE = FrIoC
[E = SENIFE CATARACT |
SUHY = =
LJ
ASSISTANCE BEING AVAILED for SAME “PURPOSE- from OTHER SOURCES
v Tt ¥ ¥y Wi sm werem fed sy i o few e w?
. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
3 HE 4 N w6 = nf T ot




DECLARATION by APPLICANT: SFZ® B WIWW Wi:

111mmm-mmwanmmmbunﬂmm.mwuwmnﬂmmmamm.ler,
st For

2) | soiemnly confirm sl sasstance. f received from Koshika Foundaton. will ba used only for the "purposs”, as stated in this Form_ for which such sssistancs
was maquesind by me

3) 1 Peirr ety confrm thad | nave nat & will nol o future, avail of resmburssmenst, i part o in full, from any other sourcalempliyeriinsurance company, of the amount
for which this assistsnoe = requested

1) & urem e f b oym wen A fird ol adt e 46wl f s weood w b ol el e o s s g w4 @ SR Seen S ot W et b
2) @ gt e o Cetfre gresten, A o m ol B, mee owedn b wive ot o 9 B faen ol @ e wen 4 o o

y) & e wm f i P s o w ook ot of b an ofn w0 el w e e el e Pl st @ 3 7 e @ st o i F dm
AGREEMENT by APPLICANT (sivs gn %1%)

1} By aMung my signature or thumb impeession on this Form, | 1Applicant) herety agree & authorise Koshika Foundation and it's Trustees 1
usd/publiah/pul-upireproduce my nama, sddrees, pholo & delads of the ‘purposs”, lor which such assisinnce ks requasisdigranied, through any

midum, inciudng bul not limited (o verbal, prnt, electromec, for solicling donatons for Koshika Foundation andior disseminating irformation aboul it's

acivitiesachievomants. Such use of my phole & details can ba made by Konshiza Foundation belors or after my reatmant or Tulfidment af the "purpose”
lor which assistance i3 bamg requestad

21 1 {Appiicant) furthar sgres el any Such use of my name, sddress, photo & details of I “purpose”, Tor which such assalance (s reguested/grnied,
will ol aulomatically eniite me for receiving o confinuing the sald assistance. The decision for granting andior cantinulng the asskstance will rest solaly
with the Trusless of Koshika Foundation, and thair decision is this moard will ba final and scooptabile o ms

1) wm www w s penen o sind o o v, 8 (smlew) wrl el o e won €l “wifn st o st it sl afegn won i 4o am,
v, WA wle W fm o owe F i §, o Cwifee® e sl o, wewen gt Rt § ol ofidiliod st o o St fedt o wa o

A wfts w0 % fom sfeg i # vm W e A e € T W ow @ W ¥ f Cwifee et 1 s e

1) 4 (swiow) v oon 4w § e 40w, v, w2 ol e W fe oo o gl o wivde £ 0 s e W ver W v Ty o

*wiferen® wmy o sl w0 fede affm st el v

APPLICANT'S SIGNATURE
Y ® wowe W e

AGREEMENT by HOSPITAL (weomm mm wim)

By affiing herrunder, signature of our Auhonmed Signatory for recommending this caseipationt for fnancsl assistance from Hoshika Foundation, we
(Hosglial) herety alfirm & acoepl following.

1) it we reisither Bre presantly nos will in future sesdl of fnancial pesistance from snother NGO or any ofhar source, for e same patientcase, &8 We ire
reguesting to gat fom Keshicl Foundation, 1o the extent that such sssisiance s granted by Koahila Foundation. I the requested assilance |s nol granted
by Koshika Foundstion, in part or in Lill, then the Hoopitel reserves it's fight to make up the shortell rom another NGO or any other source, This
confirmation essenislly states thal the Hospitsl will nol avail any duplicats assstance for the same patienticase from any other NGO or any olher source.
Z) Tha anaistance from Koshika Foundation is only financial in nalune. The choiog of the reaimentfprocedurs adyvisedconducied by the Hospital on the
pafieil, 5 based oa the arrangament batween tha patient & the Hospilal and & in no way Influenced by Koshiiea Foundation. Hence. the Hospital will

assumae sple & complate meponsibility of the reatment & it's oulcome & salety of the patient, and Koshike Foundation will hive no fole of reaponaibity
in tha matler

wzh wfien, wnud oft sdr @ wodaR wd Cwife smekee” 0 i e @y firefn o andl @, Red e (remem) Fro wenc @ wen o ol el

|} T f 7w e ah o W o F el w4 et e w el o wim ¥ T i F R om @ o £, 4 P ot e s
W fewimvieds g9 & = 4 Veifew wn” g vee g 5 ook s st g e el st i v W e e § A s
fosht w= & wowll dfem w fd s wmne @ we W oW el i e b gfe F e e we | i s e o we et feh
#r wowelt sheeg o el oem ey 0 ) Al

2. “wifim W W = s wee e o e b O W oeees o & o e ow e areeiEe W o o o v

w ww W e & v “wifm et g et wen s wif oam e b weted w4 Al W g e sl d wd ot Wl fasiol R o e
wh weh b~ A e Pl e o A

a)
OMMENDED FOR ACCEPTENCE
fm%mm
Date of Surgery - A
JP Dr. Mohd. Ramee” Reza YQGE ADAY
REEN M.B.8.S. M.S. Ophihaimoiogy e, ponSRG EBRAG T RIAL
! (Name of Dr. & Regn. No fGH ) g i
CDMICTR 2598 v feN R S
FOR INTERNAL USE of KOSHIKA FOUNDATION  siFaftss 7w iy \
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i | it P 2

7 Al

30-11-2024



