APPLICATION FORM FOR ASSISTANCE (Healthcars) Kavshdza

wETI WY, ST Wy (v tw) foundation
mmmuum B[Haﬁ QUi mmm E{(«l’-&_{;‘ [T ——T
NAME of APPLICANT . H!E-‘I'Hlilﬂ,li
s w1 W?‘”‘T" &q M
TR ™ 80 atademotol

PRESENT RESIDENCE ADDHESS m mﬂu o
'-M-"L-'mmmmt- "
dolull o 200

PERMANENT RESIDENCE ADDRESS  T01 S7eTs w7
—f—

,..l-t.‘ of Fadﬂ’

NOE LR ﬂ.-l'hl_j.l.
SERURATION Cevlie mw | UNMARRIED { siferfin)
TOTAL ANNUAL INCOME |Astach Proof of ncome)
@ s s tﬂltﬂ'nf- (ara W W v
PAN No. 3 =W SwW -
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever s applicabie]. Yos | N
W= s wr o € (o s ot 3w ow wft B mdy m':_i/
FAMILY DETAILS wftam fiprry
Sr, No. Wartre of Family Member Age (Tears) Gandar Retation with Appiicant
W T i % W A W (ml) fivf TS § T Ty
b
o
B
Mg
e
T "‘H\_
BASTS for REQUESTING ASSISTANCE [Tick whichevar I appiicabie)
wrom % B e am —
BFL Card EWS
(Attach Card Eopy) (Attach Certificate Copy) Copy) gmlﬂﬁ;
i bl | = W o TWw R S o .
{ e T % Wl WE wh (vum g1 W owe v e W {" I 7% %) Wy ai oW

“PURPOSE™ for REQUESTING ASSISTANCE:

B Mo, Medical Reporta/Prescriptions Attached
W e | Wi w5 o il gd e
Ofageng  TE Celaoa:d
IZ Calaaagd
Z oo
Attt esind T L
—

mummrm E “PURPOSE" from OTHER SOURCES
Vi IRET ® W w0 s e Tt mim @ fam vy

St Mo NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w5 W 55 T W 9w Wit e




DECLARATION by APPLICANT. smies o1 uiwey 7w
HmmmﬂmmnmmmTMNHdem.wmwawmwlmm.lm.

2] | solemnly corfiren that assistance, if received from Koshika Foundation, will be usec only for the “purpose”, a8 sinbed in this Farm, for which SUth assstance
wis reguosied by me

‘.HlhmwlmmImmiﬂlnuﬂm.muﬂmmmum.mmumm from any ciher sosrcafemployed/indUrance company, of the smount
for which this assiotange iF Fequetied

11 A viwm o f f T we & ook o e 36wl W mmﬁﬂhmﬁmuwmwmtiﬂmmﬂﬁtw‘h
2 iﬂtpnimuﬁw'uﬁmmﬂn',iﬂimrfrl.mmhﬂstndnﬂimhm,iwmimwi:

3) 4 e wam f & fie oo i v wnkn i of & o oW wifee w wen e el s P reets vt § 1 8 B b b 3 ff whies o

AGAEEMENT by APPLICANT | secw @ W)

uﬂyHumgm:.-Wuruur'Ehl.mbimprnmunMWiFm.IIWIlemmmemﬂ'ﬂmu
ussipUblishipul-upireproduse my mame, address. photo & detalls of the “purpose” for which such pesistance |4 requesiad/granted. iheough any
medium, inciuding bul not limited to vertial, print, electronic, for salieiing denations fo: KosHika Fouhdation and/or disseminating informaton about s
actirtlesfechigvements. smd-lunulwpnmnumhmummwmmmmwmwmmwﬂummdlmwww
foe which assistance ls beind reguested.
2;Illl,-lmim:lmrmqmmwmhmdmm.m.muﬂidh'W.hw%ﬂuﬁml-mﬂm,
will nal miomaticelly entide me for receiving o cardinuing the sac assistance The decision for granting andier continuing the assistance will rest sole
MMWdWme.MMMMEMrWMIIHMNM!ﬂﬂ.

1) TR T W S pemar o i ot e wner, & (o) MMﬁﬂmtﬂ'ﬁmvﬂm#m&W'ﬂMm{hwm.
W, Wi s fee g e d wier e e e s gut Tghe @ 6 i s T % fed el v e
iﬂﬁimﬂluﬁmwmﬁmiﬂn-imih‘ﬂ-wﬂﬂ'lﬂwh
::i{-!iw:nmim{k#ﬂm.w,wﬂmmihmiwtﬁiyq;mwmﬂmnmi

g o) To% i W frdy o sy s v

APPLICANT'S SIGWATURE OR LEFT THUMS IMPRESSION
v Fg m o

)

AGREEMENT by HOSPITAL (T==% g7 %)

ayuﬁxmmm.mmdwmmmmmmmwwwmmmmmﬂm.u
[Hersoital) hersby affiem & acoept following
'I]l‘.l'lilwMiﬁur“mﬂjwwﬂinhﬁ#‘mﬂﬂmmmmmﬁﬁﬂmmmm.hhmw.nmw
rmmmlnnﬂmmﬂhhunﬂnm.mhunmlmmmmuwmwﬁﬂmem.1fmmdlmumlmmﬁ
wmrm.lnmuhm,mﬂmmrrmmnwhmhwm:mrﬂﬂﬂwmﬂﬂﬂwmrmmm.m
confirmation mmmiﬂmmlnﬂ:mhnydumuunmmmmpﬁmumhmwmﬂﬁﬁuwmm
!:TmmhumKmmanMIHmilWymummmu.MMdhmmm'memwmh
nmhb—-dmm“rwmﬂmhmﬂnMImw.w-hmmmﬂmwﬂmhw.Humt.h‘uhuphluiﬂ
mﬂtma:mpﬁmrumiblilrulmrmhnman‘:wmammmmmumrwnhumﬁlmummﬂmww
in the matter
mm.m**#mii'ﬂhm'immﬁmdﬂthnlm}ﬁnmtmt-hnw!h
n-'In&uhqlh'-r'ﬁMiﬁwwM#MM1ﬂntinﬂtﬁiﬁ-iil.ﬁkwﬁ'mm
imnimi‘mm'wmnkhm'mm'mmﬁMﬂﬂlﬂh—iﬂm
Mntmmwﬁmanmi“#nmwﬂlhnWim-wnikmmmwﬁHﬂhM -
& wrerf dew W fes o T O dmE)
;_'mm'ﬂ-tdmmmﬂmlﬂt-m‘wmnﬁﬂmnmnﬂmﬂwﬁﬂm
iuhnhi#'mm'mﬁmwﬁmﬂhﬂﬁmiﬂimw#mﬂﬂmmﬂdm

o ol ol “wfrw” W W e o faeeoh W owes o el

I RECOMMENDED FOR ACCEFTENCE 7 ,
i w fen def !
/ T

Cate of
il e b LAKSHMIPATHEN
| L : e of Authorised Signatory
13[1—5’&5 [Name of D¢. & Regn. No. with Stamp) OUITEAGHS of Haspit
LR L Wl TR R e
 SORMTAL S HamiA FOUMIATION ufifeey ha Eye Care Trug))
STGRATURE of TRUSTEE 1 VISTTTSRNMTRE oRUGTERA o5

= T | o T 2

7 jr

20 -03 - 2025



