APPLICATION FORM FOR ASSISTANCE

HEMGH €9 Wy

{Healthcare)
[ TR )

K&hika

foundation

APPLICATION No. .
WA T

R

032 o Uy

ww&l .

L6

MHWHH.I-&IH-

NAME of APPLICANT
Er e o Tl

DM*HL;,{G’-;F&W\%W F

AUGE-TEARS EH'!]-

SEX fafn

g

FATHER BIBFOHISE'S NAME -

Wlo i

Ao anne g wcﬂ

‘ | 2 mmm% Eﬂ?,ﬁ
~ s/

g

¥ ot

PERMANENT RESIDENCE ADDRESS | BT T W GF
1 —
_—— v C{j-s 'E} 1)“
OCCURATION : | {in g_ F"‘Q,w uﬁﬁ{hﬁm:mmmudm
TOTAL ANNUAL INCOME : i {Attach Proof of Income)
W Aw T (75 %1 W9 o)
PAN No, 70§ 2 Fiwn e
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicatile): Y T o
mmmmmlmmﬂn{nﬂmﬁﬂ;ﬂm v
FAMILY DETARLS wirar famm
Se. No. Namm of Family Member Age (Years) Gendar Relation with Applicant
Y HE gim & e = EENE L frm HTEHCF WO W
_ Jr .l(r:
1 &0 helie ChO— AR Nt o A

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicabie)
g % i Tty s

T e

T T # S T v
LusE o W v W e wh

EWS Cartificam
(Atinch Cortificate Copy)
MEt smE W g T
(Rum 9 Wi oA Ui SEe 6

TITEN T

S
(Attath Copy)

(T 5w v o e owh

4 1 W

“PURPOSE" for REGUESTING ASSISTANCE:
wym ¥y fisdt o Tl = g

Sr. Mo, Mutical Reporta/Prescriplions Attached
WY w0 FERmEATET § Wl W o e e gem
[ r
1 NS CLR\I_FJA Ly }— [ul'e J.' &Ltu !
A- Er nﬂm_;::cx
p
af R r Fl a E- I
Z Sttt ot D
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
Vi TR % ¥ W o e frelt s i @ fe T e
5t. No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
F T = T % T Rl B




DECLARATION by APPLICANT. S (o0 Wi 1.

wias retuasiod by me.

allhmwmrﬁnﬂumllm-mladmhfumm_n:l of rebmburssment, in part or 0 M.mlwwmwmlnntmr.dmmm
for whiilch this Bssiinnos B requesied,

15 A s o f e g e @ fed st Twwewn T TR W R S T b1 i wil Tow o wa W v wmg € @ S e e et w vt
J}ﬁwﬁmﬂﬁl‘mm'_ﬂﬂimi.mmmmiﬂiﬁmm.iﬁmiﬂmh
1) A g won  f fan vwem tg W iy W o @ o v & sl W wew fres e a dSnineds weEh § 3@ fa b ol 3 e 4 o
Ao A A

AGREEMENT by APPLICANT (mmiew gm %17}
1) By atfixiniy my sijhatiing of ihumb impmssion on (nm Form, | (Apphicant) hetety agree & authoriss Kosnika Founastion and i's Trustees to
usa/publishiplt-uplraprodiica my name, address. photo & detsils of the “purpose” (e witich slich gusisiance is requestea/grimed, mrough any
miodhim, inciuging bul not limited 1o verbal, pript, electromc, for solictng donalons for Kautile Foundition andlor dessminating information about it's
acivitioainchigvemants. Sogh wee of my pholo & aetails can be moeds by Koshika Foundabon belora or alier my treatment or futliment of e “purpose”
for which assistances s being requesied,
:;umlmmmwnmwmmarmyrm,mu.pm&mamw'.mmmMamummm.
wulmmmwnktyanuﬂnmrmmﬂmurmnlmummmmmmm.mmuwlmmdwmﬂnmqﬁwmmw
mmuTmmnnfmannuﬂdnﬁm.mﬁmmlmnummﬂnhﬂmﬂlﬂdmmmmu.
1) ¥E W W W TR W S W e, & () mmnfzm{ﬁ'mm*mwﬂ'ﬂm“{khm,
m.mdwimwwiiﬁni,ﬁ'ﬂ&mﬁmwﬁ,m;mwmﬂwm s reteand & B fesd off wa s
# watfts Wl W mt:ﬁmmMﬁmtm-mimiM‘mm':ﬂufqaﬁ
11 & (wow) wowm @ wew { T IS, T, W shr forer 8 f T ¥ Ttrd & Wi & R T Swe W veor W) v o
~wifmn® vy T i Ty aff i e T

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION !
st = famr

AGREEMENT by HOSPITAL | riim g %)

By sffining hereunder, mgnature of out Aulhered Signatory Ior racominanding tnis cass/pationt for financinl assistance from Koshika Foundatian, we
{Hospital) harpby afim & accopt following:

1 {nat we niaither arg presently nor wil In future avall af financal assisinnce bom dnathet NGO or any other source, for the same pahsnl/case, as we ars
requesting fo gel from Koshika Foundation, 1o the extent that such esistunce i granted by Koshika Foundation, If the raquestid assistance is not granted
by ¥pshika Foundation, in pan orin fuil, than tha Hospital mesetven i's right to mitke up the shonfal from annibier NGO o any other source. This
confitmation essentially siates That the prnmwu'.nmavaﬂwduuumuuﬂumluﬂuwmmmmﬁwnmnﬁﬂ of any olthar source.
2 Tha sssistance from Koshiha Foundation is only firancial In nitura. The chaes of the treatmentiprocadure advsalicoatducted by (he Hospital on the
palieni, is based on the arrangement betwaen the patient & the Hospial, and s in no way influenced by Hoshika Foundison. Hence, the Houpitnl will

HEsUm soie & comphale responmibiity of the treatnmat & i's sulcome & safely of the pationt, snd Koshika Foundalion will hiave no role or responsibility
in the matter

n#w,mﬂﬁﬁﬁMd*ﬁHW'ﬂmmnmtththaﬁnmiwuﬂm-ﬂtn

1) g B 5 e sl s 0w f Sefir e e A et s w el s win @ 3w i A 1w A T b WS e s e
iﬁmﬁnﬂnﬁmiwf‘ﬂﬁmm'mmhﬁhﬁ*ﬂmwﬂm'mwmmnwihmiﬁm
mmhmaﬁ-n:mharqmimﬁm:ﬁmwﬂiuwﬁimmmih“mmnﬂﬂhm
i wrsrt wow w el w= W @ W EEh ¥|~
J.'mwm'ﬂﬂnimmmmwﬁrﬂlrmﬂvmwﬂ#muﬁﬂmmwmﬂm
iﬂqﬂmta&‘mm’mﬁﬁmmﬁmmilmmﬂﬁimw#nﬁﬂ#wﬂmﬂvm
mmt-m*a:ﬁwwwmtmﬂﬂm

N 2
RECOMMENDED FOR ACCEPTENCE J T
| wEnght & feg weg =
Date of Surgery D N
st T Mr. LAKSHMIPATH! N
| e | i
£ TR T 1 L DIABEFESTEYE HOSPITAL
FOR INTERNAL USE of KOSHIKAFOUNDATION  (AveinizetSiraddha Eye Care Trusl)
STGNATURE of TRUSTEE | v

S A 2

ﬁjﬁr" e

17.11.2028



