MO — ¢ — PH—0 [~ A0t
APPLICATION FORM FOR ASSISTANCE (Healthcare) ]{c’s'hlka
wETAM ¥ SEES urEy (e Tae) foundation
Mmuuu Hfﬂl?ﬂ‘}l]é}'g ml.:mmﬁ?a,] > J.,’... Buiiting hisck of Iy
mﬂmﬂm AGE-YEARS a'h -mi | sex fim
Hﬂlf Kb ga. 63 A4

FATHER'SAEPOUSE'S NAME

fmwp= W am

Tivar! Lal

Qela Ao

PRESENT RESIDENCE ADDREES o A A
KEHOY MAUNE o F dﬂll‘;ll!l’.‘!l.ﬂfﬂ‘ﬂ'lllhi ]
e Gl ! latl. . Malc

o En.m MARRIED (P | UNMARRIED (i)
TOTAL ANNUAL INCOME - = {Attach Proof of Incams)
HA Wi s 351 r-nn:fx Lo (5T % He He)

PAN Mo. THE TR HE

]

ARE YOU AN INCOME TAX ABSESSEE [Tich wm-nrh spplicable). Yes | No
W =N S wm € (W w0 W W B s CTE

FAMILY DETAILS wHam famm

8¢ No. Name of Family Member Age (Yoars) Gender Relation with Applicant
BE T, i ) W (=) fiin FATE ¥ wu Ty
) L"‘Tn;ﬂ:} 4 AN Nea
BASIS for REQUESTING ASSISTANGE (Tick whichever is applicable)
e % fidl faf s
L G EWS Certlficate Ration Card Any Ottoar
{Attach Card Capy) {Anach Certificate Copy) {Attach Copy) e s
g o w §re g vy WS wre wd gum Wy Todiw wE e Gl
AT o R e Wi e T v T e uiE e (W T W e e
“PURPOSE" for REQUESTING ASSISTANCE:
wr 1 et fied = o
Sr. Mo. Medical Reportu/Prescriptions Attached
W W | f serryvEe § Wil ) nf ufie g e
m@mu i8 Aart
‘ 28| SN\ VIR Zadarart
1]
YN 2 i QA TRTE! E}mq [ETL] Z&mF
ASEISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURGES
7 iy % T Wit s e fes w= e @ fen o w7
5. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Y e __¥ il W WS ot vl weron o
(9] V! 1}‘"” P




DECLARATION by APPLICANT. SITiFee o0 Som 1.
1] | husrastey conlinm: ihat ol oelads in @iy Form ane Troe Io the best of iy loowiedge. Any filse stulament wil rnder my Appleation & ongaing assisiance, if any,
bl for rectiondcancsiintion

2) I sedwenly confirm thal sssisisnce. I recaives irom Koshika Foundssion. will be wsed anly for the *purpose”, s eiaied in s Form, for which such sssisiance
was raglastod by me i

) | herety confiem thal | have Aol & will nol in futute, avall of resmbursernend. in part or i il from ey ofhet souce/amployed/insurince company, of Tha armdunl)
for which this essisiance is requesied
1) & v wm f e ow wen F fod o el e S weed ® s v o @ b ot e feee o e e e wm b A 4w e ot m el |
2) #t gm W wer ) “wifee wst @ ol o oit b, e i i vt W gl o B e e, @ g e F o B

1) # i wm f T fas oem dy) oo wi owl B o ofn w wifes w oaes B Sl s enfsaeodie weelt @ 3w feee ol 3 wfies F S

AGREEMENT by APPLICANT | saTs g7 #19)

1] By aftwng my signatune of Mumd impression on tis Form, | (Appiicant] hemsby sgree & suthorise Koshiks Foundation and s Trustees fo
usepubish/put-uplreprotuce my name, sddress, photo & detads of the “purpese”, for which such assintunce s reguesied'yranded, through any
maedium, inciuding bul not limEed (o verbal, prnt, electronic, Tor solcliing donations lor Koshika Foundation andlor gisseminating information about s
activies‘achievements, Such use of my photo & details can bo made by Mowhka Foundation bafors or afar my treatmont or fufliimant of the “purposa”
for mhich assisance m beng requesed,

2) 1| [Appicant) hurther agres that any such use of my Rime, Bddress. photo & catalls ol the *purpoue’. lor which such sasklence |s requested/granied,
will not automaticaily anfitie mo for recoiving or continuing [he said assistance The decision for granting andior continuing the assisiance will resl soisly
with the Trustess of Koshika Foundation, and Iheir decison is this regard wiil be final and acceplable (o me

1) T WS W W e W e s @ (o) el s o qfe wos o o " wien st o ve sl T owd e wrn s o,
g, W i @ feaem @osn e B, s el ues s o, e @ T 2 90 il s el € B Tl o wm qran

# vt v ® fim sfe ) 5t v w e R TR S W T W § W N W Cww wEes § e s &

2) 4 (ovw) oW R e £ dm s, i ol e of s w3 wcte @ wfids # o@ e w91 e i e wi ©
™ v sad s oo fede s site sl g

APPLICANT'S SIGNATURE OR LEFT THUMBE IMPRESSION ;
sTs ¥ T W FR W fem

) TelfT

AGREEMENT by HOSPITAL | ¥ B Wt
By affuing noseunde: signatuwe of our Authonsed Signalory lor recommending thia casalpalwn! lor inancial assistsnce from Koghika Foundation, wa
(Hespitat] heveby #firm & acospt foliowng:
1] tml we nedfnor ore presantly nor will in filiste avall of inancial aisislence kom anolher NGO or any olfhnd sourca. lor e samn patlenl/case, os we ore
reguesting o get from Keshlka Foundaton, to the =xtent that such sssisance = granied by Koshiks Foundation. f the requesied asststance is not gramed
by Koshia Foundation, in part or in full, then the Hospital resarves '8 fght (o mioke up ths shortisil from another NGO or any other sourea. This
confinnaton esseniimlly staies that the Hospizl will nol avall any duplicate assmtonce for the sarme patient/tass from any other NGO or any other source
1 The assistance from Koahika Fourdistion is only inancial in nature, The choic of ihe irestmentiprocedure sdvised/conducied by the Hospital on the
patent. ki basad oo the smangement between the patient 4 the Hespital, and = in ro way infiusnced by Koshika Foundation. Hence, the Hospital will

uxnnmﬁwm respormibity 'of the realmant & it's ouloome & salety of the patient. and Kodhikn Foundation will hewe no role or respanaibiliity
1n maitar

vt wfegy, pemud W) s W el W el wordee @ faf woen v fmedn o) wiel §, Bl s (emem) B s @ e wier w4

1) m e 8 whe o 7 @ ofiee & fafi aveen Sl ool wem w el e e W) ge Dlemet A R m & £ A% B v el STt
7 e TR % s d s waEw o T 9 T ) W Cwife e o aven e aee s o oy 90 e oww # A s
feel s e wowrl) wen st o= s @ T 94w sfer gen T b e F e wn w e s ol W TR S i e
f wwwlt s @ el e e A o A

L “wiftw Wt @ R w e Ve ffie o w6 SR W o g @ o e o e TreaEEr 51 R 00 o v

W W T # ol i wrs g feRt we e e o b e e d a6 pesa e ol ST ant S e e Bl d e
wit vl e “wifron” wh Wi ofow st Puecierd g ud F wft e

RECOMMENDED FOR ACCEPTENCE

W w iy doegfs i Nagns \ .
Date of r ﬁ_.ﬂ._W' B
st ) e PO\ U . Dr.r:r -Charity Eye
\E“\ Name of DR No. withStamp AN dune

s e g, =5 8w e g s
FOR INTERNAL USE of KOSHIKA FOUNDATION =i, wiiy iy
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
! = e

pe ST AE

18-08-2024




