C19 |oZeY0%

APPLICATION FORM FOR ASSISTANCE (Healthcare) K& hlka
“ ( ) foundation
APPLICATION Mo, - - APPLICATION DATS : ——
S WO v /e3{q/i25] e 1o 3fel9 T
NAME of APPLICANT : § 4 AGEYEARS S5-W | sex fen ‘
yeE o .
* _ Kamoshvax Pyosadl ¢z [ M |
NAME - -
== n
0 \Py" D, \
O Yorto
PERMANENT RESIDENCE ADORESS ) /a ”
T L) 125} ) Kameihval
: = Propad
gl MAREED (RPPT) | UNMARRIED (sdivi)
TOTAL ANNUAL INCOME : (Atiach ncome)
i wits wn pr (RMM) i
PAN No. T0f Wi WO
W—WFMMbM Yes
n;nw:uu (% w7 W B w R e m"-& ad
FAMILY DETALS ftam ferce
. No. Nerme of Momber (Years) Gender Relation wih Appacant
L m ":('l) i STE & WU T
=8 . £0 o UWE
t7) lnepl ERah 20 i} o0
e amnia 73z = TR
BASIS for REQUESTING ASSISTANCE (Tick whichever Is appiicable)
uprn ¥ fd Sl sewr
8P, Card EWS Cortificats Ravon Card Arry Othee
{Attach Card Copy) (Attach Certificate Copy) (Attach Copy) BasalProod
nid tam % 9N yam Ty o= e vl yue Ty v 7 o v
(w= o1 ¥ wa o ey wh (v v %) ww ol e sl (waw w1 %) wu o ey sh
“PURPOSE" for REQUESTING ASSISTANCE:
worm 4y At vl el W gt
Se. Mo, Wedical ReportuPrascrptions Alisched
¥R Wou s ¥ wh ) nf wivhey ot e
BT === A MS C
e — j]ﬁ_;[;\
MO o O 4 2 Y R A ]
ASSISTANGE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
& Ttve ¥ S W e vy fed s vl @ fen w2
B¢ No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w5 woe TR W W @ of wewn ot
T EH




DECLARATION by APPUCANT. totee B v o1 3
1) 1 hereby confirm that afl detalls in this Foem aro True 10 the best of my knowiedge Ary(dumhmiwlr«m«myﬁmwamm
Sable for refection/canceliation.

2) | solemnly conffiemn that assistance, ¥ received from Koshika Foundation, will be used only for the "purpose”, s stated in this Form, for which such
was reQuested by me,

3) | hatoby confirm that | have not & wil not in future, svell of reimbunserment, in pant of in ull, from any other sourcedeenployarinsurance company, of he
for which thig assistance is roquested.

1) ¥ e won { 6 @ werd fd ol v e 38wl @ s we o o §1 o ol feron v W e wa R 8 e e W w
2) %t o @ s o “difre st it e b sm T Al i e i v ey A wuss 4
3) ¥ e won { I fm e by w owde o8 of 33 o W s w v v fed v sl Pndends w9 3 @ e € ol e 4 ofm

AGREEMENT by APPLICANT (sstuw DU wu1)

1) By affiding my signature of thumb impression on this Form, | {Appliicant) hereby agree & authorise Koshika Foundation and if'e Trusiess 1o
use/publisipulupfrepeoduce my name, address, photo & detalls of $he “purpose”, for which such assistance is roquesiod/grantod, through any
medum, Including but not Tetled 0 varbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about i's
sctiviles/achigvemants. Such ute of my pholo & detals can bo made by Koahika Foundation belore or after my troalmant or fullienant of the “purpose”
for which assislance & D0ing requostad

2) | (Applicant) further agroe that any such use of my name, address, photo & detalls of the “purpoes”, for which such aesistance Is roguested/granted,
will not sutomaltically satitie me for receiving or confinuing the sald assistance, The decision for graniing ahdior continaing the assistance will rest sclely
with the Trustees of Koshika Foundation, and thelr decision is this regard will bo final and acceplable o me.

1) ¥ TN W s weoet @ ol @ wn s, @ (amiew) ad el o g e { o “efes sedie ol aae cndd T Sh sfeqe wun  f 4wy,
o, o sb o fewrm qu wer 4 S §, T “wfre T T, OF, e (et wete @ o v sl yestied o ok fut & woe e

W ywfon wed & B wfogr §1 8t wer W T Ot g ¥ wpd w ax @ wrd F i e st w sl sl §)

) % (sotew) W @ wew § W do TR, e, w2 el fewew @ s W @ vl o wits SR T e W v 0 o 9R wEe W

“wifw” T T afid w el sl bt wad v

APPUCANT'S SIGNATURE OR LEFT THUMS IMPRESSION :

wivs & voow u W W B s
(PRI

AGREEMENT by HOSPITAL (vesmm U w13)

By affiing herounder, signature of our Autharised Signatary for recommending this casadpaliont for financial essistance from Koshita Foundation, we
(Mosptal) horoby affim & accepd f 8

1) that wo nefther are presently nor will in future svail of financial essistance from another NGO o acty other scurce. for e same potenticase, 89 wo &
requosting % got from Koshikan Foundation, 10 the extent that such assistance is granted by Koshika Foundation. I the requesiod assislance is not granied
by Koshika Foundation, In part or in A, then the Hospitel resorves it's right 1o make up the shortiall from another NGO or sy other source. This
confirmation esacntialy states that the Hospital will not avall any duplicale assistance for the sama pationt/case from any other NGO or any othee source.
2) The sssatance from Koahika Foundation is ondy fnancial ia nature. The choice of the Wealmentprocedure advised/conducied by the Hospital on the
poatient, is based on the srangement Dotween the pationt A the Hosplal, and Is In no way Influenced by Koahis Foundation. Hence, the Hospital wit
Essuma solo & complala responsdiity of the reatmont & i's oculcoms & safely of the patient, and Koahila Foundation will have no role of responability
m the matter

st witpy, wemel ) st @ iR wl Cefee wrester® B A T By Moot ot et 3, B s (po) R vt e s siwa s

1) ue s 3w boy o show o Sy opee fed B wet des w fel s vl o v Sl €0 5 o o 1 82 e vl tifon sy
@ frwdtefedh so o asee o “wifie st pu wex i A SR s vty oo oees el sfreen By TR @ e en § 8 e

st ar & v v W el o v o weee A w e e v o e v v |y aveow S oee v Sda iy el
& wrwlh vea w fol o wve B dwdd

“wiftrn wistr” & o of e wen A e @ H W ween g 9 nf oy w e Tvoiee W oy e

S
sdumfmt " aRte o A e dim R et e d sy hr v W
w! vt ol “wiften™ W) WY e W Petod voooed 2w oy & ﬁ
RECOMMENDED FOR ACCEPTENCE \inistrator ¥ 4
Br-ABL ¢ HANDA wfigh w forg dogf 2 %Adn ) S
Date of Surgery £ ( y Z e . .-y
stm ¥ wia A VLA / i
a {Name, Designation & Stamp '
01’%’20]3 (§eéne of Dr. & Regn. No. with Stamp) o1 behalf of
TR wRIvER TR T VW TR Ay afed
FOR INTERNAL USE of KOSHIKA FOUNDATION tafwzvhq
SIGNATURE of TRUSTEE SIGRATURE of TRUSTEE 2

T G |

% TN

-/

-

09.08.2018




