APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETIN #7 STEET Wiy { T dwrvee)

ot Bl 00508 [ememe 18] 3]

BASE for REQUESTING ASSIETANCE (Tick whichever n spplicabils|

e 5

& wE % fid firaf sy
Canl —
bt o L fGimcs s
i ey 8 St oy oy = g o gam gy T FTE Briia Proal
[ wy W W s W (= =l ow Wil R wh (o wt ww i ey s = w wmg
i "PURPOSE" for REQUESTING ASBISTANCE:
¥ e m fesdt W o
N Mudical Regorts ®rescripbans Aftachod
¥4 W s 3 Wi ¥ i )
i i j_
t2 ,L.'LE?HQ'M- Bl falali
. IT —&*}%ﬁ

=]
II.
k'
3
et

ASSISTANCE BEWG AVAILED for SAME -PURPOSE" from DTHER SOURCES
T8 ITIN ¥ ¥y W I e et w e o o e
~ NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEWG AVAILED
W ol e o

fe
E} 4%

DE Tt




DECLARATION by APPLECANT: FTeE gTE s T
1]rrmm£mimmﬂm in his Form are True io (P besl of my knowiedge Any false sindement will render my Application & ongoing sssstano, if amy,
7} 1 sciennly cordem St arssiance, # reoaived from Kosnia Foundason, will be used only for ®o “purpose”, 55 siated in ths Form, for which Such sssistance

was requasimd by mo

3} 1 hsroby contirm thist | have rot & wif nat in futune, svsd of rembursmern, m pan o @ ull, om eny other source/employerirsusance company, of the amount
for wihich th assianoe s ieguEiied

114 b wry ¥ B o owen € fed ok e e ) aEet ® weet e v e it faare o wwe s w A et o oo
1) ¥ g W e v " wifoe wedee®, o oW ot § e T wit vt W o« fen e i, W o o wy
31 4 e wom f T fom o 4y b wt owi &, W ofn e e w en e Sl et weel 8 3 W e b sl 3 o wilew o o

2 GREEMENT by APPLICANT | siits gm %)
1) By #fftaing my signature o thumb impression an ihis Form, | Applicant) heveby sgres B authoriss Koshika Foundation and I['s Tratises o
usaipubtatpul-upineproduce my name, addness, pholo & dotails of he "pumess”, for which such messiancs is isguasiedigranied, hrough any
mesdium, ipciliding tul nat imited b vesbal, print, elpctron, for salicfing donations for Koshika Foundation andlor dsseminating imformalion adoul if's

petibasiacheevamants. Such uee of my phola & detnils can be mads by Hoshika Foundation bafore or after my tresment or Riffiiment of the “purpase’
[ev wihich msmbance is beng regumisd

21 i (Apphcant) furiher agres thal any such use of my name, address. phola & ditai of iy “purpose”, for ehich sich assistance & foquashedigranied,
will e itpmatically eivite me for recaiving of conbinuing e sakd assistence. The deciion for granting andior contiruing the azpisianog will resi solaly
with i Trusiees of Kok Foursiaton, Bod fheir decsion m this regard =ill ba final pnd accepiabie o me

() P T e e weme W sind w1 Wiy v, 3 (abow) sred e w e wen f " wifion vt sty = =mind " w sl wem o Ao,
W i v @ fre gr o o sifer B v Cwife” o e, o, wena et wgtrs @ e ofifided st e o il Pl o e wem

& v et o P ae ) S T W Tyl w e et W B i s v sl e

33 & [ awies) T w8 = o e By S, wm, wi o e o T e o Tt @ wfde b e e W e o e T o o "
wifven~ v el | W Ty afem i et W

APPLICANT'S SIMATURE OF LEFT THUME IMPSESSION :
sl ol W W @ W

AGREEMENT by HOSPITAL [wemm o= W)

By ifung horoundar, signatre of our Authonsed Signatory for recommendng Bhis cesalpation! for inancal AssEncs from Hoshéa Foandsbon, we
[Hespital) heraty sffirm & accept folloaing
!||uu.t“r-ﬂharmumyrnmﬂlnﬂ.|'|,|,n||'-quﬁ:-u:i.-lﬂlﬂmmmﬂﬂlrmﬂlﬁﬂmmm.fﬁﬂmm.-“ﬂ
mmmmlmmmemhmmlmmmﬂmwbyﬁudﬂume il e requested assielanos (8 not granied
ﬁ.:!v;wnl.lFwnmhn.hpmwlnu.mﬂ-HmHmnnﬂ‘rrum-uphlrmrﬂ'iﬁmn-ﬂn!NMnrﬂuﬁ-m.ml
mummmmmwwm:ﬁlmymmhhmm-mmymmﬂwnyw-mm
#) The asssstance from Foshike Foundalion s only fmancial in nalure This chisics &f th treatmentiprocedurs atvisadiconducted by e Hospital on the
mﬂ_huuﬁmmmwmhmﬂaﬂlw.mhhm-ﬂmwﬂmﬂle Haence, iHe Hospial will
mmmamm.-umul:h.mmﬁﬂ.mﬂ-&nwmhpﬁm_ﬂmmdnmmrﬁ-wmﬂﬂw
n e matine

wet e, woma) 1 61 3 e w1 e et o ff ey Rewdn o W #, Pt wn (wvemm) e ven # wem W wien s h
TR A EEE sy 3 7 o & fuls wyen S &1 wrerd v m faalt s v o W it € oM w T §, N e el e e
B e aap—— k. Bk B R RCR R R R R LRt R ot fom wm ¥ A s—
St s A vl s w Fe e s e o w s i e o e v we w e s e e e i iy sk
ty wtt s w Pl S T R e vl

A ene————— e et L LR AR R R T R R R Rl b

o i s fovs b~ we wirdn® g fed e o v ot & g e 4 dd v e ohe o w el fa
o Fi i “wifren” W w ofom m T o s o

il
.

RECOMMENDED FOR ACCEPTENCE M Lakshmipathl &
w fom el Manager 4
Diate of Surgery r.m. ; wnh of Shaddha Eye Care T
e MS Consultant ﬂphﬂlllml:lllﬂilﬂ . m.'i.ﬁ Thirmmaiah n;-n.in’-'-r T-t':u}»eJ-
Banga iabetes iE‘F (Name Desigration & Stamp of Authorised Signatory
rUBPe | e e Ease s o
m‘ﬁ1 SIGNATURE of TRUSTEE 2
= T | 5 v 1

i TAE

30-11-2024



