VRN~

1S -0~ Jo] 5

APPLICATION FORM FOR ASSISTANCE
HETAE & AHSA WY

(Healthcare)
{ TET TEE )

K®hika

foundation
Eaae———————— %

S Vfelas[ ¢ e {#{el]as
NAME of APPLICANT = AGE-YEARS -1 | sex fiin
meww  Mihledd 9 | F
aﬂ%ﬁﬂ — anh",il»w.-ﬂﬂgf-

ffme,q!; Peide)

T o e Arpken | MARRED TRIfF) | UNMARRIED (waife)
TOTAL ANNUAL INCOME - - |Attach Proct of ncome)
o wfis s uy aoe [~ CFaAn YD (3 w1 o) AL /]
PAN No. 3a1f = wes
AFE YOU AN INCOME TAX ASSESSEE (Tich whichever is applicable). mam
w5 s ow b (W w0 TE T W e e e
= FAMILY DETAILS mm
& No. Name of Family Member Age [Years) Gende Relation with Applicant
&0 = . oftam % ared w9y 70 (7)) _?;r HTH ® TN T
[ I b ab_{_L_(n/_g,An 77 du Sbotanal
- Hagends 20 i T o
3 ' e E #aaﬁ.wu
BASIS for REQUESTING ASSISTANCE [Tick whichever is applicable)
wem w forl ffy sman
BPL Card Cartificat asien
(Attach Carg Copy) (Attach Corioets Copy) {Attach u;c;,':l I""'I' e
W T W Ay W ey T W wx ol wa
(v = = e e s (T Oy W) W w5 (were w1 =t W sl wee wh

“PURPOSE™ for REQUESTING ASSISTANCE:
werm ¥ e o Pl W e

Medical Reports/Pro Attached

5. Mo scriptions
wepmste @ it w1 nf whehe g g

wE Hom

FE - Codadn 7

C ada7or 7

715 - TIT 1L AN aE

L ——

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ T ¥ ¥ BN 5= wwen el e wm e o @

NAME of OTHER SOURCE AMDUNT of ASSISTANCE BEING AVAILED
s W W Wy wly i wewm il

I. BT Jode/—




DECLARATION by APPLICANT. sWts I WM 3:

111 horeby confirm nal 8 cetids in this Form ane True 1o the best of my knowledge. Any false stalement will render my Application & ongoing assistance, i any
lghie lof re|ectiorycancelalion

211 mokimeaty confiren thit pssistance, | recened from Koshika Foundabion, will be used anly for thw ‘purpose”. as staled in this Fom, for which such assistince
Wikh reduiested by e

) | maretry confinm that | have not & will not m huture, avadl of rembursement. 4 part of m full, from any other scurcelemployetinsurance comparly, of the amount
far which this sesiance & requested

1) & e s f B oo @ fed g and fem 48w € s e v ot B uik s few of e s e wm & @ S0 me B W oW e b

1) @ ge @ s ofy “wifre w8 w0t B e sy T stva o o Bet few min, @ @ e o wo o b

3} & o wo § B Fa e d o i W of £, T o W e s e et e sbnfrd e weeh @ 3 o B @ o 3 @ s F A
AGREEMENT by APPLICANT ( sies 0 577

11 By affuwriy my sigrature oF thumb impiéssion on ihis Form, | (Applcant) hereby agree & authorise Koshika Foundation and I('s Trustoes 1o

use/publish/put-upireproduce my name, sddress, photo & datads of the “purpose”, for which such assistance is requesiedigranied, through any

medum, melusng tut not imted to verbal, prnt. electronic, for soliciling donations for Koshika Foundation andlor disseminating Infermation abaul it's

pelvbeslachitvements Such use of my pholo & detalls can be made by Koshika Feundation belore or aier my trastmant or hulfiiment of the "purpose’
for which assisiance = being reguesied

20 | (Apphcant] turther agree that amy such use of my name, address, photo & detalls of the "purpose”, lor which such assistance is requestied/granted
will mol sutomistically entitle me for recalving or conbnuing the sald assistance. The declsion lor granting andlor continuing the assistance will res! sclely
with the Trustees ol Koshica Foundation, snd their decision is this regard will be lingl and acceptatie (o me

1) v e g wwd pune w sPeE Y W e, § (seee) srelt e o gie won o o C e st s e it < W fesn s f e o
. Wi o fee g e 4 dfe 8, o el e A, G, TR g aTtr @ o el s Tefeed @ fed e o v o

W pai S % e w9 ogw W e G e F e W ow @ e ¥ e i wkeeT 8 S s

2) 4 (siew) = o # mee A TR, w2 ol fe W s meem € Tt @ wfvin § o e Tees W veer W) e wE. Y

“wifw " w T e W fete o ol weert o

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION |
e W pEnw W oaE W e

NGOy T
QA U

AGREEMENT by HOSPITAL (wemm §m ®0)
By aftong hereunder. sgnalune of our Authorised Sgnalory for recommending this case/palient for financasl assistance from Keshika Foundabion, we
|Hespitsl) horeby a®iom B acoapt followang:
1) thait we nedther are presantly nos wil i future ovall of fnancial pssistance from ancther NGO or any other source, lof the same palient/case, as we afe
requesting 1o get from Koshika Foundation, o the exten! that such assistance & granted by Koshiks Foundalion, If the requested assisiance is nol granted
by Mosbena Foundation, = part or i full, then the Hospltal reserves if's rght lo make up the shorfall from anolher NGO or any other sourees. This
confirmation essamially stales that the Hospital will not avail any duplicate sssistance for the same patient/cass from any other NGO or any ofher source
2) Tha pssiutance fom Koshika Foundation (s only financial in nature. The choice of the reatment/proceduro sdvised/oonducted by the Hospital on tha
palsen|, is based on the srangement between the patient & the Hospital, and & in no way influenced by Koshika Foundstion. Hence, [he Hospial will

assume sale & complele responsibddy of the treatment & d's outcoma & safely of the patient, @nd Koshiks Foundation will have no role o responsibility
In e mataT

ot e, pemeh o s d s W sl s A fefes apen fy fewdin o ol B, Pt e (v P osen @ uee w el s b

1) e o m whne sl o e d e swom et A o s fed e v e il F S8 om oA o 8 4 o S st
7 et T ¥ w4 SRR wIRwT o0 mE iy T b ok sl e g e e seeaen iy T W few e d s
fart wen W el won w fed s wEe 8 we oW i g vee b oo d we v o e e fim aew om vk i el
By svan® vie m el e woun @ o) s

1w wEvAT 4 o o mem s faf wgfe w1 b o o v gm of o ww w el sreTiee W ST O o v

w e W fawm & o Csifw wadnd " gn e pen w el oo S boieE e d Of € e ge s s w3 & W Pl a0 e
o) avfi by wife ol W ofew m Tacherd g o d ool

RECOMMENDED FOR ACCEPTENCE ~ AN
wivw % fem et Br. SUFYAN 'L»'H'I'“-.,H
Date of Surgery AT E N SRl VL.E '
sy ¥ i e HALMOLOGY
I‘E/ *1/2S 7 tName.of Dr..& Raghe No. with Stamp)
Tt W AW g v 1 fa g

FOR INTERNAL USE of KOSHIKA FOUNDATION ~ 5tafs 29am #

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
H T | ! e 2
ad /?.:0"/3_..
r/ & —

18-08-2024



