APPLICATION FORM FOR ASSISTANCE {Huithpam} Kg h [ka
HErTAr ¥y AETT W ¢ il J, ' foundation
s DA H Al L]
v Blosdg [eysy  [wpucamomone 97]o5]% —TTY
NAME of APPLICANT | C : AGE-YEARS ST§-TN | sex fisn
mmm'm‘:u::rsmszl 3[0_ A fetd abiaby .
'Ff'n:h. [150]1 Y, PRESENT RESIDENCE ADDRESS S Sy
! . -]
d Al ) oddlo #
J L
PERMANENT RESIDENCE ADDRESS : vt summamy um)
-a-'—"f ir — qu EF mfaﬂ .
& 5T tﬂfﬂ-'u}tfﬂ g
OCCUPATION : [{'_Mm#g%_‘l MARRIED. (R} 7 URMARRIED (i) N
TOTAL ANNUAL INCOME - . — [Attach Proof of Incoms)
e Wit e (5% %] W e )
PAN No. #41¢ 1% wad
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever ia applicable): Yes | No
(P A S ST # (F O § IE W we W A S M
FAMILY DETAILS wfram e
51 Ho. Nama of Family Member Age [Yours) Gendar Felatien with Applicant
B TER THATL ® e W W (=) T HFEE W Y e
= ~—
1-'“"""-‘._ \"\
“H“"-‘._ .-""'1.._
\\\\
|
BASIS for REGUESTING ASSISTANGE [Tich whichuver /s appiicable]
wEm € o e s
BPL Card Certificats
(Attueh Card Copy) |m.§nw§.m Copy) /W BM? Other
Wi T ® A siE e W v T ___,i-ﬂj"::;—
R ool N e | (W e ol s e 5 WY weE A e owh
“PURPOSE" for REQUESTING ASSISTANCE:
W 8y R M fet W et
5. No. Medical Reports/Prescriptions Attached
wH HE HETERETR ¥ W W W g e
n{'ﬂ_jlﬁﬂﬂ B CalocinsF
= ik Ala rrark
dm.c_}}ffi.? rfLI:- Calazeioct  FPIOZ
= #
ASSISTANCE BEING AVAILED for SAME *PURPOSE™ from OTHER SOURCES
I W W e wwwe e s omie A fe w6
Sr No. MAME of OTHER SOURCE AMDUNT of ASSISTANCE BEING AVAILED
wE AW T = Gl




DECLARATION by APPLICANT: 3w 50 Stwen Tw:
1) | hereby confinm that all details in this Form are True o the best of my knowletige. Any taist stsiament will rende Eatan aEsiEANCG

liabie for resection/canceliation. ay vy Apph & ongoing . any,
2) | solumnly confirm that assismnce, | moeved fom Rostke Foundation, will be usad only for the “putposs’, as stated in this Form, for which such assistahce
was equesiad by me

3) | heretyy confirm that | have ot & will nol in future avall of reimburserment, in past or in fufl; from any ather rourcslemplayenlinsurancs company, of e afont)
o which this assistaricn ik requesied

ni-inmtﬁwmﬁﬁwiﬂmmmrﬁ*mmﬂiﬂh*ﬂMﬂmmnmtdﬂWMﬂHMh

11t'llm#lmm'ﬂﬁmm'.*d’lmtﬁ!,mwmmﬂﬂtmmm.iwmfmmiu

}:'ﬂghm{ﬁﬁnmuiqﬂrm#r'dl,wnﬁiﬁahamhﬂﬂstﬂmﬁndﬂtﬂﬂ?!ﬂhill!"lﬂ‘lﬁ'lﬂ,?ﬁm
AGREEMENT by APPLICANT | siies 5 WiF)

11 By affng my sgratuds o umb impression on this Foom, | [Apoficant) pereby lw&wmuuﬁmmFuumhnmu'l Truslees io

uReipublshipat-upirapioduce my nums, adifresy, phaln & detads of he “purpose”. for which such geestnnce is requested/granted. theough any
mitdaum, inciuding but not lkmited 1o verbal, prnk @eECrome, for songimg donalions for Koshika Foundation andloe disnemirating information atmul ITs

acttitiesiachigverments. Suth use of my photo & detas can be made by Koshike Foutdation before ar aher my troatment of fufiment of the “purpose”
lnr which assistance is being requested

2} | (Applicant) further agres that any such use of my nume, atdress, pholo & detalis of the “putpose”, foc winth sugh assiftance s requestod/granied,
will ot mutomaicalty entitie me for recening or conlinuing he said assistance. The docision for granting andlor continuing the assistance will rest moluly
wilh the Trustoes of Koshika Foundatian, and thelr decsion is this regard will ta final and accepfable to me

1) T W A pe W s W e e, 3 () mmﬂwm(ﬁ'ﬂmm#mﬁmﬂ'ﬂﬂﬂlm{thm.
w,:n“a’Jh:l!ﬁﬁmumﬂﬁhi.ﬂ'mﬁﬁm'mﬂ_m.m‘ﬁnﬂnﬁqﬂmﬁamimfﬂﬂﬁmm

& wafn wed & S s &R w0 v A e ¥ e e T i e @ st b

1) & (spee) 18 wn @ wvn s Su e, W, W@ *h«witmi#ﬂﬂnﬂntﬂm;mwmﬂmnvﬁﬂ

~ o T TR e W Frels s s e e

APPLICANT'S SIGHATURE DR LEFT THUMB IMPRESSION :
w4 T i T

AGREEMENT by HOSPITAL (wondm g %)

By alfiing hemundor, sgnature of oor Authorised Sgnatory lor mcommending his case/patient fur Minancal assitance from Koshika Foundatian, we
{Hospital) haretry affrm & accept following

1) that we neithar are presently not will in R sval ol linancial assistance from anoiher NGO or any other source, for (Mo fams palent/case, A8 we ane
regubsling 1o get fram Koshikn Foundation; fo the exdint thitl such assistance iy granted by Koshika Foundatin Il the requested assistance i nol grantad
wmﬁumm.mmﬂmhluu.ﬂmmHmuulruwafrnigm|nmnhuupm|mrmlfrmmmnmurnn1unwtm This
confirmation essantially states that the Hospital will nol avail sny duplicate assistance for Ing same patient/case from any othar NGO or.any othar source.
2] The assistance from Koshika Foundation is anfy fmancial in naure Tha cholce of the trestmentiprocedure advisediconducted by Ihe Hospital on the
plliu-m.rlbuudunIhawmhmhmmmiwﬂuwﬂm.mdiﬂnmww influbnced by Koshika Foundation. Hence, the Hospital will
assume sole & complete rexponsitility of the treatnent & i¥'s oulcome & safety of the patient. and Koshika Foundation will havss na toke or responsibllity

in the misiter,

niuﬁqu.mﬂﬂmimw‘mm"immﬂmiﬂﬂthﬁn(m fo= wwm ® W s W
nw_kw#rqmlhwﬂwﬂmmf-ﬂhmeﬁnmﬂmW#ﬁnﬂﬁt.#htﬂmm'
B fawfonteh v 4 m#'mm'wmﬁﬁhﬁ‘mm'mmmmqwﬂ#‘utim
ﬁ#nﬂemmuﬂnﬂmmﬂmﬂqwmaﬂhmhmfeimwmttmmwmm-ﬂhﬂ Y
v wowid W w R e W W OW EER
:.“mmﬂm'ﬂﬂrdmmﬁﬁwﬂﬁlﬁhﬂrﬁwmmadmniﬂmwmwmqum
thmmtﬁr‘m’ﬂmm'mfﬂ&mnﬂimaﬁhwﬁmﬂM#mﬁmﬁﬁmﬂwﬁmﬂﬁm
o yiit st Swifet W) W e @ fasied e d 0w

Fad e
RECOMMENDED FOR ACCEFTENCE /
it % T T éﬁzﬁ
e PRV THL DS b
owvaisugny T Dr PREETC fods Mr. LAKSHMIPATHI N

T

SpocaElial aAararnl g Fod :
B -

FOR INTERNAL USE of KOSHIKA FOUNDATIQN il Eye Care Tiust

SIGNATURE of TRUSTEE | Va5 a T SGNATURE N TRUSTEET 0
v | ! W 2

&g’ Fn®

17.141.2025



