APPLICATION EDRH FOR ASSISTANCE (Healthcare) ? Kg h i_ka
HETIA €Y AT e Py ; foundation
v MID 32571243 i e 4 _——
NAME of APPLICANT ) ' AGE- T SEX fein

OCCUPATION - fD. T , WARRED (Frie) | UNMARRIED ()
TOTAL ANNUAL THCOME - " |Anach Proal of Income,
7 =i am 4‘-0 f Jﬂb—}k tmmma‘m]'
PAN No. W &Ta Wi {
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable) Yes
ﬂmmnwtmmﬁwmmn;ﬁmm: Il'.l”:‘t
FAMILY DETAILS fiam faamm
1. Mo, Nama of Family Membar Ago (Years) Gende Relation with Apgiicant
#8 go % T W AN L ﬁ-hr HATE ® TN WA
A _ 1L A YW

BABIS for REQUESTING ABSISTANCE (Tick wh is applicabia}

woren % fird firafe s
BPFL Card rificate Ratign
{Anach Card Copy) i.n.m:l-l:mr.‘:;nm Copy) {Attach E::ﬂ B""""l"m'"
Wil T w99 o == 5w Yo T T T “"ﬂ'l'““'
(e 3w e oy W sh [ wY W ure il W wl) (T T = ov W wEeE E
“PURPOSE" tor REQUESTING ASSISTANCE:
wrem ¥ i fewh W oagie
51. Mo, Medical Reporta/Prescriptions Attached

: _ﬂﬂﬁmyﬁl"
FH T \ . I‘_L AR E; a;jll] ; i

O PRl 7RFUGr |

= o
SR A W CICS D [ 1 Ay N
fULf ~ T 1344 B\ |eps

ASSISTANCE BEING AVAILED for SAME -PURPOSE" from OTHER SOURCES
¥ e ® ¥ S 5 e B o Wi @ e T o

5 Mo, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
0w = TR W T o = mf woam i

DECTY ¥ |




i

DECLARATION by APPLICANT. iew o0 S w:

1} | hereby confirm that b detais in this Form are Trug to the best of my knowledge. Ay lalse stsement will render my Applicalion & ongoing assistance, ey,
kabls lor repecion/cancalintion.

2) ! solemnly confiom that assstance. If recalved from Koshike Foundation, wil b used only for the "purposs”, as stated In s Form, for which such sssistance:

was reguentsd by me,

3} | harety confivn Bhat | have rot & will not In fulure, avell of rembursement, in pan o In A, from any olher sourselemployerfinsurance company, of the
tor whilch this snistance s roguasiod. ¥ ¢

1) & o e § B v s @ Rt G A fenm S0 weed @ s e o wh oot it S e e e A s foe 9w aed d
:nﬁmimﬂ"uﬁnmﬁn',iﬂ;wmi_mmwmﬂﬂtﬁmm.inmlﬁmh
1) & v won o fe o e w6, o ol W aefw w e e el rs smfrhemeli el @ 3 @ e § ol 1 0 ofem F om

AGREEMENT by APPLICANT ( swiess @m Wi1)
1) By affixing my signisturg of thsmb impressian on this Form. | [Applicant) hereby agree & authorise Koshika Foundaticn and IUs Truslees-lo
use/publishipui-upirepmduce my name, addiess, photo & muw_wpm'.mmm-ﬂmqhwm.w-v
rmodium, Incuding but rot limited ko verbal, print, sleclronic, dr soliciting donstiors for Keoshiks Foandation and/or disssminaling information about i's

actvitien/nchigvemernite. Such use of my photo & details can ba made by Koshikn Foundstion bolore or afier my weatment or fulfilment of the “purpose”
for which assisiance i being requostod.

21 1 {Applicant) furthar sgree that any such uss of my name. adojess. phato & datpls of the “paerposs’, lor such sssisisnce is requesiedigranied, '
will ot sutamatically endilo ma (e ropeiving dr centinding the sold iwsstance. The decislon for granting andiad continuing he atsistance will rest sololy
with tha Trustess of Koshike Foundalion, anchifieir decsisen is-ihis regasd will be final and accepiabie to me
:Jﬂmuqﬂmuﬂﬂmm.nm;m&mﬂfcm{ﬂ*dﬁmm#muﬂ'dm“{hhq
wm, Wi ol W feamn g e o s &, w0 S eifew e = T, e gt etk o w0 el st ol oy mpea

W i wed o S afem b A e o # e ® e W aw  a w fw Csiime wede w S sl _
;li{ﬁw‘&ﬂmﬂmtﬂﬂnm.m,ﬂtmﬂﬁmﬂmﬂﬂﬁi“ﬁwﬁ NIRRT T e
“sifrm” v T <fhEl w feis il iy e o) i

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
TE ® TR W T W P

AGREEMENT by HOSPITAL (wewm 2 W)
By aifiing hereunder, signature of our Authotised Signatory for recorrmending this cuselpaliend lor financipl sssistance from Hoshika Foundation, we
{Hospital) hargby sffirm & sccapt following:
1) that we neither are presenily for will in futute svall of financlal assistance from another NGO or any other source, for ihe same pallenticase, as we e
taquesting ko gol from Koshika Foundation. 1o the sxtent (hst such essistance is granied by Koshiisa Foundation, If the roquestod sssiance is mot granted
by Kostilian Founsathn, i pan or in 18, than the Hospial ressrves l's right k2 moke up the shorilall from ancther NGO er any oiher spucs. This
confirmation esseatinity siatas (hat the Hospaal will not avall any dupliceto owsintance for the sams peafisaticase from any other NGO or any othar source
2} The essstance fom Hoshina Feundation s only financlal in neture. The cholze of the restment/procedure sdvisediosnductad by the Hosplal on the
patiand, is based on (s arrsngement betwesn the patient & the Hospital, and is in no way influenced by Koshia Foundalion. Hence, the Hospilal wil

amsume sole & complete tesponsbility of the treatmant & [f's outcome & astaty of the patient, and Koahike Foundation will have no roke or responeibility
i thie matier

vt s, weael W) s 4 e W et w2 fl we i et o w8, Bl e (rEem) o @ e e s b

1) or P w o whey ody ¥ @ whow o fefs wwen fent A el s o e e e T ol F O wm @ o £, 42 i o “eifre ot
& Tt v % W CwiE sEeET pu R i e b i Cwim s oo W e seen 8 v W e A e
Pt = ot viom w fiead am s B s A9 o wfesn e e i oen 3R o e wm e & T s R oxe e o el
o Wl e = et aee v A ol s

3 “wi e ) o e S falim g @ B30 s po 9 of s w fed o sveiey s e id o e

= ¥ w frwm ¢ 3 “ifem wese” o el en w o ven ol & i e d o F o g s S0 oR 6wl el B o v
o it ol o wt o fioe m ol g ek o v

{RECOMMENDED FOR ACCEPTENCE
wigl & T e >
o 2 < rirator
Mﬂm’)ﬁ N o . f-p i Charity Eye
B ' ﬂgrdﬁ mm.mmmumﬂam
nte\? ) on of Hospital]
T WA W TR Y TR % T 7 7 A i e
) FOR INTERNAL USE of KOSHIKA FOUNDATION  ssiftw e iy
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
il Fv | T T 2 -

o s

1anazoze



