APPLICATION FORM FOR ASSISTANCE (Healthcare) thhlka
HETAm ¥y rEEe Wy { Ty v ) Youndstios
ml = e e
wer e 2 ol 15/ 3202 |mewe ™™ (Florl —
MAME of APFLICANT . AGE-YEARS W13-W4 | sex fam
i Malledody S5 H
FATHER S'EPCUSES HABE -

7™ W W

M@

RESIDENCE ADDRESS = F 2t 0 .
IE !l:'-l-'E-.E.u_h_ me' e f
— Hallasak 3202
OCCUPATION - MpRgIED R | UMMARRIED | sfvein)
TOTAL ANNUAL (NCOME : g [Atach Proof of Income)
i — L3 = e )
PAN No. Ty S TR i
TE YOU AN INCOME TAX ASSEESEE (Tich whichaver Is :
*-ﬁmmr{mhiﬂﬁwwmﬂm“m] 'l?ar:tc"'fr
FAMILY DETAILS i fuwrm
5. Na, [re—— Mambar K Gender ~ Fenlation with Appiicans
L] it e ﬁ{ } fon -lw:'i-: N
T T— R = oW
BASIS for (Tick whichsves i spplicahia)
e ¥ fin i s
EWS5 Cartificats Fstion Carg
um:-:m:mj [Atuch Copy)
R o o
1mﬂ!rﬂ—1Tm-h qm-:*#nm W T
“PURPOSE" for REGUESTING ASSISTANCE.
wws i et e W e
S¢. No. Madical Raports/Prescriptions Aftached
Y e e W Wi o v iy g e
fa) n.-m'u_E@LJ I'FE &Y AL YW
I'E "a‘mﬂ

g

]

ASBISTANCE BEINO AVAILED for SAME "FURPOBE" from GTHER BOURCES
T8 Tt Ny o e wwem s are w0 few v
5 M NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVALED
WY Huw =0 i w it mf s it
= 4
VI B W € T < L OO —




DECLARATION by APPLICANT. St F90 sieen o,
1blhu-¢zmﬁmwnﬂmhmluwmhmmhwuwm Anyy faisn stalomont wil rendsr ry Application & ongoing seststance, # any,
linbia lor resconiancelation

hlmmmm.dmmmmnﬂﬂm.ﬂmmumhhw' an studed v this Form, for which such pasistance
wWa s roquedlid by me

3§ 1 heraby confar sl | havenod & will Aol in i pval of resmibussarmard, i or @ full, o any oflies aox e prgiayarinsuranos Empany, of e amount
for ‘hich his assistancn in nequestad

nii-ltmthnmimﬁmﬂﬁmﬂrmutmun-ﬂlrﬁﬂmﬂmmn-lﬂﬂ“hi-ﬂh
1) & g o v ohn “wifve s, 4 @ w ot § T T v W g # et fem i, e o wn oy &
33 1 v woe f fw fow woon 3w b w8 o o w0 afes @ o from el == dnPiwends sk @ 4k fem b ol o3 @ wies o Fm)

FGREEMENT by APPLICANT | s G/ %01

1) By aflizing my signature or humé |mmm|Fw.an:wmumﬂMHWMth

iiae publishipul-upireproduce my nams, address, pholo & detuils of the "purposs”, for which such assisiance bs requesbedigraniod, fhroegh any
meadiim, Inciiding bul nol Fmited b verbal, prni, secireric, o solicling danations for Koshika Foundabon sndior dasamnating rfematon sboul s
activiseslachiovernaeds, Such use of my photo & details can be made by Koshika Frundation patore or ultst my Ireatmaent or hilfiimant of the *purposs”
finr which Bssinlance s boing requesiad

211 {Appiicant] lurihar ogres thal any such use of my nams. adanss, photo & details of the “purpose”, tor which such asaELENGS is requestecigranied.
will ol autpmaticaily enilte me for moesving of corinung ihoe s esistance. The decision lor gransng andior continuing the assistance will rest solsly
wilh the Trstees of Foshika Foundation, and their decision i this regand wil be final and acceptable lo me

Ep————— e R R R R R R e L LR e wfieqn wm  fis oW,
vt b T v F e #, w8 “wifol w o, wemw qut aohvn & o e s e o fird fiesh o o
ﬂmmimdmiuhmmhﬂmiﬂtmimﬂih"mm*-mmh
rlﬂ|nh=:m-ni|mtf-ﬂ'nﬂ.-u_ﬂé#mihmﬂmﬁiﬁhiﬁm:mwnmdrm|nﬂﬂ
wifiv® e gend i wn Fehy ofen sl anamst W

APPLICART'S SIGMATURE OF LEFT THUME IMPRESSION
HETY W e W w fm

AGREEMENT by HOBPTAL (rree £ Wi

By aliixing hevsundar, sgnaiue of ol Autherissd Sgnalony kar recommanding i casepatnnd for inancidl sesisiance from Koshiks Foundation, we
[riaspital} heraby affam & sccepd folicwmg:

1} thart weis neslbr mlunrmu.yhmmll|nh.hn-l-uH-;ﬂhnmlmumnmmm]ﬂunyuﬂumm.mrhumm.nnw
FisquaEling 1o get frem Koshika Foundation, io the esbend thal sich pusintance is gronied by Koshius Foundetion I e peguesing gusmiancs s not gramed
by Moshiks Fourdason, mpmurmm.mmmwlmmqﬂmm#mﬂuﬁmmmumﬁm.m
wﬁﬂmMMHHHWﬂMMWWMMHMWMIWMHMHWWM
2} The stsatance from Koshike Foundalion s only inanoal in Aakre Tha choice of the realmenprececure advisediconducted by the Hospital an the
p-ﬂ-rd.ul:-d:mmlmwhmum:lhw.mbnmmmhmmmﬂmmhwn

assume sole & complole mespansilility of the treatment & if's oulcome & safety of ihe patient, arel Koahis Foundation will have no rob of responsiiiiy
ir et ainaT

mm_mmmn—ﬂ.nH-'|‘-'rrl-m:n.:trn‘ihﬂumumﬁﬂl.fﬂﬂrmhﬁ-mﬁn-ﬂn&h
:]nh!I'-r'rmihwﬂhimmmﬂtmmnmnmémﬂmﬁiﬁuﬁﬂi,i‘nrﬂ'ﬂ#m' )
P ————— L e R e R B e R Tl
Mﬂﬂtnﬂiﬂi“ﬂm#m#mmgﬁlmllﬂﬂimm-ﬂlh smee fetn wey e R W el
tr yett g w el w war A AR
1'iﬁmm'#nhimmmmdhﬂmmm&imuhﬂm“wﬂﬂm
i:hmfmi*'ﬁmm'mmmn“mihmﬂmﬂﬂﬂmﬂﬁﬂﬂﬂuﬂmﬂﬂm
w1 e by “wm o e i w el e e

RECOMMENDED FOR ACCEPTENCE
; e B W
Dabe ol Surgery
=
Dr. i Dorennavar
3

lohs | e e v

Refractive
FON MYERAD U ARG SHA FOUNDATION =R T T
SIGNATURE of TRUSTEE 1
i W |

bl

30-11-2024



