Claliol 241

APPLICATION FORM FOR ASSISTANCE (Heaithcare) K(’S'hlka
. mnmm (v duram) foundation
wrwen 1019 0918 e T e
NAME of APPLICANT | AGE-YEARS 55-WY | sex -
T Wl s ’
e Sumiha 5% |
N L ‘
ADORESS
)'f; Moot K > T =
1 & 2104
= h REBIDENCE ADORESS : vt 3zwreey wm
¥ L W 2w
T (AL 7,0: ] MARSIED (Pfbs) | UNMARMIED (stfvesi)
ANNUAL t 4
o s b o w e ey (U0 f)

SCE T

ARE YOU AN NCOME wpolicatie).
wmmuuwiwduwwuhmu
FAMILY DETARLS wftmm

. No. Nams of Meenbar (Yeans) Cenclwr Retation with Applicant
¥ uoe Sfoam € = ¥ (wd) ﬁ% S % WY gEy

g:)s M TN (ol - :
ifl nméu %% [ %) C\ by

tor ABSISTANCE (Tick whictierer (s scplicatia)
wrm  fird e s
B Card K,

{Attach Cart Copy) (Aach Corbeats Copy) o d et Any Other
nihd tar & e T v s o3 ol oy v e x v W
(e vy = w3 se 9 (v o = owe yih seee wh (5= wr W) wmy o i s

“PURPOSE" for REQUESTING ASSISTANCE-
e gy e nd Pt w gt
S Ne Medical Ragars Prescristions Attached
= W semasaive ¥ wh o of S o we
1717 12106 Roo7.(C - Izi; 12;&
= " A
& T R XTI
‘{ {/
ASSISTANCE BEING AVALED for SAME “PURPOSE" from OTHER SOURCES
T8 IR ¥ 1y W oy mvew et s v @ S o w7
. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AYAILED
= vou 5 i W N ® i s ol
]




DECLARATION by APPLICANT. S08 o0 wiem o

"IM'O:'MMOUMhMmeYMbNdem Acry lulse sstnrrent wil rendar mry Appécation & copoing assitance, £ any,
latie for repctioncancellation

2 | solemedy confiom that assistance, If iceived Trom Kastika Foundation, will b used only 1o the “parpose’, ms stated In tas Form, for which such sssisence

was requogied By me.

3) | hawebry confirm that | have nat & will not in fusur, avalk of reimbursement, in part of in Ad, from any olher sourcsfempioyeninirance company, of the
Sor which this ansstance |s requosted. I
wen 2y

1) & v wow e o owen # ot wd e e 48 wowt & wpe e o wit & ot s Sverr o e s we om § o 8 e R @
1) &t po 2 mevon 7 Cston st A w i b s i s St i it em e fm e d e b

1) € w v { 1w B v g v owede o uf £ e o w e w e s et s wufedwcde vk o v aby @ o € o
AGREEMENT by APPLICANT (smées g% woU)

1) By affizing my sigrature of [umd enpeession o s Form, | [Applicant) heesdy sgrwe 8 svthoriss Koshis Foondation and it Trusiees lo
UsPUbISNDUL-UDreproduce miy hame, addross, pholo & detals of the "purpose”. Tor whvich such sesislance is requestedigranted, through sny
medium, incuding but nol Imited 10 yeroel, print. electionie. for salioiing donptons f Koshits Foundation sadior siaseninating information sbout ICs
actvities/nchievaments. Sush use of iy shoto & detalls 2sn be madas by Kostika Foundaton before or afler my trestmmnt or Aalimant of the “putpose’
e wivch meestance & heing requested

2) | {Applicant) furthes agres Ihat Sy such ues of my neme, add ons, photo & detats of the “purpose’, for which such astistance is requested'pranted,
will net asutomationtly sntitle ma Tor racoving of continging the seld seslstance The decision fur granting snd/or contuing the assictance will rest solsy
with ihe Truslesy of Xoshike Foundation, and ihei cadison is s regand will be final and scceptabie 10 me

L) W W W et peowt @ snd =) om wer, 4 (sobox) sl undh off g s " woritny ol wed i * w aftege W f e o,
s, it oo Toers g e o W £, st Ty i, TR, W Ot gt W g e it ol et el o) sen s

o ety Wt e afgn 8 ey e €8 e o el w o & wed o ey e e @ s e 1)

1) & (soiew) mm o o e f 75 o W, om, i s feew 6 soow o Tetvd @ o g e seom w0 e ot e e e 2

“w¥wr” vex v afid w Pty ol ot weewnl! ey

APFPLICANT'S SIONATURE OR LEFT THUME IMPRESSION |
soicx ¥y w op W )

bt AGREEMENT by HOSPITAL (yiome g i)

By aftong hersuncer, sgnature of o Authorised Signatory for recommendnyg this casa/betent for Snancial essatance tom Koshika Faundaton, we
(Mot} hersby afirm & scoapt folowing: :

1) that we nedhes s pressedy noe wil In Autles avall of financiad assistance fom snother NGO or any other sourte. for 7o same patistticise. 35 we 2w
mnwmmmbummmwuhmnmw,luwmsahmw
by Kosivka Foundadan. in part ar in full, en the Hoepial reserves (I's ngh 1o make up the shortfel fom another NGO o any ciher sowrce. This
COrSTMAton sssRntaly WS that tho Mospltal wit not svall any duplicate sssistance for the same pationttase fom any other NGO of any other sowrce
2) The aanintance fom Kostwia Epundaticn in only inancial in natire, The cheicw of the trestmentiprccedure advised/cosducing by the Hosplal on the
patiers, s bazed on the smangemant batween the patient & the Hospital, and iz in no way influenced by Kosnika Foundation. Hence, the Hospital wit
Mx&mmdhmlnmlmahmeFM‘MnMum
now

Vot AR, TeE ¥ s A skt o el el @ R weee S o w8, el en o) e e @ s i e

1) w B oo el @) S o Tfew e Swell e wond wiers Tl sew e @ e kot 4 B w A of £, W T et S wTetm”
W fewfontvde wwn % i @ “wifewr vt o Ifg e 4 Wit Cwife areto po wpes el et f7 w0 ot few w § 8 s
ot s A ol W W Pl S e W wpen W w e e e e fe F e wnowm § N asem 5 wex ren Sfaen By el
it vt won = e IS WE | T A

2 “wiften werte® 4 o0 of werenr S ey o ¥ £ 0% wopeme pu @ o e W WS 00 TTeUien W e O YT yeem

% o w fewr £ o “wifow st go fesd v w W won W & sl woee 90 @ wen o o st A o wft festol 3 v wese

o B by wifon W e w fesiolt v ot € o

g w :: wefh
Date of Sargery Dr. Abhay Gupta (00, DNB) Adnunistrator |
s = wiw 6 s Ch Eye Hospital
DR bw 4 s Authorised
15 162019 D e % ¥ W pon o st
FOR INTERNAL USE of KOSHIKA FOUNDATION  so=ts 7w 1]
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE2
=it yenw | = et 2

i s

-

30.05.2019



