APPLICATION FORM FOR ASSISTANCE (Healthcare) Kovshika
APPLICATION . % { ' foundation
mm:"u: 81 119—5} 95 3‘? mmﬁm [rcjﬂjqj" _Wuibdeng blouk of i
APPLICANY - : =
et p{.L OUO I m;‘;“
FATHER SISPOUSE 'S NAME -

fers W m

:.Dlo 8 N anogmda

ToaAnoN: 41ome_ oK e
TOTAL ANNUAL INCOME ;
wA Wits =
PAN No. surf B e
RE TOU AN INCOME TAX ASSESSEE (Tick whichever s spplicable): You | Mo
SR W W W T (W T I W W w e e LR
FAMILY DETAILE wfiws famm
8. No. Naime of F Wember Aps [Tenrs} Gandet Retation with Applicant
1 nEm witan % W T 7w (m) fisn HTE ® TN S
Fan P Lk
O Ortrrp et 25 T o LT
DABIS lor REQUESTING AESIBETANCE [Tick whichever s apphicabie)
e % fod i s ———— =
—
BPL Carg Cartificats
{Artach Card Copy) Mﬁhﬂmmm Prrsrip s ! e
wind Ty ey =g = vy FrapE R il
e S e T o T o e Wi W W Cwmm W e i e ol lbo
“PURMOSE™ for REQUESTING ASSISTANCE.
weam # e et W g
S¢. Mo,

Attached

E#ﬂ o —

Medical Reports/Prescriptions
et #owd w ool e gl 5
TE— rwit

0 S T i W
= — 4L (s =T M = 2 WAL
*PURPOSE™ from OTHER SOURCES
W Tt ¥ T W = weem e e e @ fea e
Se Mo NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEMNG AVAILED
Luk ] = T W W i i w




DECLARATION by APPLICANT: =ee g wwm w:
“fmhirﬂrhwﬂmlﬂﬂm' i this Form are True s tha best of my knewiedgn. Any false stateiment will ronider my Application & ongoing sssistance, If any.
ilfmﬁmmmw .rtmmummmrdm.ﬂnmdwylurmwpuu'.nmmmfw.hmmm_
WA by me: )
!ernmﬁmﬂlfuumluﬂrmmm mdm.mMUmmMMmmewwmmw.dmmn
tor which this asssiance is requested
nﬂi—uwtknmimﬂﬁmﬂﬁmﬁthUuﬁhﬁ#manﬂmutiﬂ“hinﬂh-
::ﬂnimﬁ‘mm'.ﬂdwmt.mm#mdﬁihthﬂu.inmiwnh
niﬁmtfrﬁmmi;-nnhﬂwll',nmmﬂnumtunhlnmmnzihitwﬂﬂﬂhl
AGREEMENT by APPLICANT [ sWes 50 %1m)
uarﬂﬁummmuﬂwmrﬂnmmmmmFm.ItwiwwlmmwﬂnﬂhTmu
use/pubiish/put-upreproduce my name, addrss. photo & details of the “purpese’, for which such sasisiance is requestad/grantad, through any
i, inchading but not limiled o verbal, prnt mw,wmmwmmmmmmemmmwwh
unuwmu.smhuuumgprmam:ﬂnmmmwmnrmmmwmummwmmdemmu‘
for which assisiince |s being reguested
IlanmmﬂmrwIhmmmhuuufmymm.ﬂm.ﬂml“ﬂﬂhm‘.mmm“mmmmm
nﬂmntmmamMMMWNMMMMuM.mmmmmmmmmﬂmm
wﬂhthmmnluuhinmeﬂmwlh-irﬂﬁlmhﬂhmﬂﬂmhﬂﬂmﬁhfam
|} ¥% WX T 9 VR W i Wt s 3 (i) mmlﬂftmtw'mmﬂrﬂmﬂ'ﬁwmtthw.
w1, o2 s = fewe oo iﬂul,ﬂ‘ﬂm'mﬂ_m.mwmﬂzﬂmﬂtﬂhiimﬂim“
inhniiﬁthﬁmwm#}miﬂqmiwﬁih‘ﬂmuﬂﬂ'unﬁMh
:}i(ﬂmwncm{hﬂn“,m.ﬁ#mﬂhmimﬂ*ﬂi?m|mnmﬂmﬂﬂi

“wifr” T R i W e s s el o )

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION -
S ¥ yooE W s w e

AGREEMENT by HOSPITAL (wwamm 30 wot)

By affcing heseunder wumumwmwuﬂummmmwmmmrmmummmm.u
[Hospial] heroty affirm & accapt foflowing: _
t:m“r-iummpru-rm;nwﬂhwomuhdwmmmmﬂmwmmm.ww»mm.-nm
whgﬂﬁmmumemmnmmthmhmmhmdwmnFm. It the roquestsd assbtanicn 1§ mot grantad
hyMMFmanmmmM.immFbupdﬂrmmnmhmﬂnupﬂnmurmmmwmmrm This
mﬂamlﬂbnmnﬂihmrhtIhllu'l-ul-loopﬂlrwiTwmlnmmmwrummmUMhum-mmﬂmwnrm-mu
?;-Thuu“m&umKw-nmeumilunhrﬂrund:lmmlm.TMM&MWWmWWHMWmH
pﬂm.uh.u-dmhwwmlmt-runmnnmlmwu_minmmurmwmﬁumﬂmﬂmﬂﬂwﬂ
um-ﬂalmmnhurnpmmmﬁfmwmm&hm:mamwdﬂmlmmmmwﬂnmmmwwW

i the mailer

it afiewn, el ®) S R SR W s wrrstya® 9 fuf vy Tewdfin o ) #, it v (v Fr we R e A el et b

1) W fe = # o s 7 0 s o i wee el i el de w fed s v e s € o w o £ W T o Cwfe e
iMmtmi'uﬁmm‘mmqnlr#‘ﬁuw&m‘nmﬂﬁmhqdhﬂtimw,
Facdt s r el v fes s T @ S w) wiwe qove T &) v e d e v b e s e e s e i e

r wwrt von = Gl w o @ o Al

5 *wifire T @ @ of e s Al vt b vees g 8w s @ el rrersfen WOy S o Rsen
imwh‘tﬂt'mm*mhﬁmﬂﬁm#ﬁhwmiﬂimwi‘tﬁﬂduﬁm#ﬂm
o ol st “wifeet sl g @ sl ot d W o

v, AR
RECOMMENDED FOR ACCEPTENCE / 3
f l_.! vl & forg s
wina ¥ Wi : S Wt

g\“\'; (Name of Dr. & Regn, No. with Stamp) m_i‘:_;""‘ esialp JRAYAYS Sl
v e T L ALk  DIABLI L St Y B0 SRt

FOR INTERNAL USE of KOSHIKA ::M Eye Care Trust)

dei :!r-__{ i -

= T |

7

/)

20-03-2025



