APPLICATION FORM FOR ASSISTANCE (Healthcare) ]{g hika

1 |: ek \ ,} foundation
v R1029¢] 204 & [Semea 2] u e
NAME of APPLICANT : AGEYEARS W WY | sex fiin
i ceti nong _éEH T

89

- Preof ol ol
l".._
: —1 0hK TouGmgyg
T ol ol ke MARRIED (RIRY) | UNMARRSED (sl
TOTAL ANNUAL INUUME | ) [Amsch Proal af ncomej
Eﬁm Qnﬂ'ﬂ I = { |T% W TR TE
PAN No. 7T = T
ARE YOU AN INCOME TAX ASRESSEE (Tick whichaver is applicabin). Tu.lu;‘.‘/""‘)
= W o wr e b (W e o T o m w P s il
L FAMILY DETALS wfromr fiesrm
84 No Wams of Family Mombar Ags [Twarn] Gander Relntian with Apaiican
w5 Hay . A e 73 (wl) Sty SR ¥ wG e
i_:fj el LT FIEY wd 1 A SDY )
uTmuiiﬁ_mIi’amm'ﬁnanuWr
W W fe firfi s
8L Cond ; EWS Cartificats Rution Card -
(Afiach Card Copy].. {Atiach Certsficats Copy] MW/ Awy Other
i . L ] W o wd e TUVEE
R R pe—— (v v o o e I T W W e st -
“PURPOSE" tor REQUESTING ASSISTANCE
e ¥ el m faeel W agte:
Sr. Mo Mamital Reports Preneriptions Aftached
T e 1 Rt Wl o e o e
¥y Ui hil S S el oo ¥ ULy 1 [F
— b= r'{_j____?ﬁ"': [ Eﬁ‘
i H-“'.II'L‘giI' - rf:-ﬁ-:{_?_f-‘rn-j:_
5
ASSISTANCE BEING for SAME “PURPOSE™ from OTHER SOURCES
- T T % W e e fed s @ i ooy
RAME of OTHER SOURCE AMOUNT of ASSISTANCE BEMeG D™ |
L] S TR W i
ToT—yers STATATON e




DECLARATION by APPLICANT. =peve 0 ey =1
1]mmMHMh this Fomrn gew True 10 the best of my knowledge Sy fatse stahemant will rendes my Applcation & ongoing assistance. i ary,
rijectionscincElation

?]Immtdlulﬁm.rfmmmhh Foundaton, will be wSed ondy for ira “porposs”, @ siated in this Form. lor shich such sassiance
whs regoagied by ma

3} | horatry confim thal | have nod & wil ol in Tusure, avai of ieemibarsessin, it pan of in Rl from any othisr sourcersmpioyarinsusnog compay, of e amount|
low kich This BasisRoe & requeited

1) & s v F g e & ok v e s 50w % w e ud w st w S o e o w3 s fe o W el

11 #t g e o e R, @ o w |, we wwim i v o g ¥ Pk e wd, o ve o F w o b

3 4 o e f B T wnven #  wde W vl T o w e w e T Tl s st werd 0 v e ol s f wies o o
AGREEMENT by APPLICANT (sodes ma )

1) By affixing my signatire of thumb impression on this Foem, | [Appiicant) heroty agree & suthorise Koshika Foundation and it Trustess lo

uss/pubitshipul-uprEpromuce my name, address. phoba & detais of the "parpose”, lor which such sssstance i requenied/praniad, [heough any

rmdh.m.h-u.r:lnpbur-u'llhrq-dhw-m.umm:.hﬁmmgmmmhn#wﬂwﬂmm“wmmn

wEuunuﬂmmluunhmhmmtymmMMmmumwmm«mmudh'm*

for which assislancs & being nequasied

2} 1 [Applicant) further agroe that any such use of my name, address, photo & detalls of the “purposs”, fof which such assistance i

rgunsied'granied,
wiil nat sutersatically entite me for recoiving of ponlinuing he saild sssiElance. The dacision Tor gramting gndlnr confineng the apsislance will rest snioky
wilh ihe Trustees of Koshika Foundatian, snd their dacision is this rogard will be final ard acoepladle to me.

1) 7 T W A e et W W e, 8 ondew) e et o) ofie won o o0 “wifve widdes sby vk il " w sl w e oo,
e, Wi sy o B v o wifer . w Cwiiee o sl o wene et T @ gl ofifed ste Teefend & e el v e
 wufir v % S afpgn b e e St e o e w0 e W i " e w ek afeg b

23 & (smiew) w0 W o e o B Gy m, T wtd ol feere o e e ¥ wgtrd @ e § R e e W v v v e o
*wifivwn™ ey ww ol W Ty ol o el W)

APPLICANT S SEGMATURE OR LEFT THUMS IMPRESSION |

AGREEMENT by HOSPITAL (wame T0 %01

By affixing harsunder, signature af dur Auhionsed Signatary hor recemmanding this casalpalient for frnencial assistance from Koshika Foundation. wa
{Hospital] horeby a®im & accept fofioesng

1] that we maither pee pregantly nor wil in future aeml al financisd geskiance from ansfhet RGO or ary ofher source, for Ma 2ame poBonUCoED, B8 We Wre
mhq-mmmrmﬂm.mmmﬂmmmnmm:nmhymme If b requastsd assistence is nat granted
by Kesthika Foundaion, in past or in full ther the Hoapaal resarves o3 right 1o make up the shartfall from snether NGO or eny ofher sodros. This
confirmation essarially staing ihal the Hospiml will nol aail ey dupdoats assistancs forr iFee §@mes patisniicass from any othee NGO or any other sourts
7) The assistance from Keshika Foundation is only fnanciel in nature Tha chicice of the realmenliprecedurs advised/conductsd by e Hospital on fa
patierd, is based on the arangement betwean tha pakiant & the Hospital, and i in ra way influenced by Koshike Foundalion. Hence, fa Hospital wlt
gssime soie A complile responsbiity of the teatrnant & Uy outcoms & estaty of the palient, gnd Kegaikn Faundation will have no role ot responsibity

in i matier

et afowp, wmed W st @ i = e wrs® @ fel e iy S o w3, fed v (v fis wen @ e w e
11wy fir 3 o wheey abe 3 o ofiess & fifirn Terem Gl by wewely v W Pl o oW A T e F W m ok £ T e cwifew T
o Fewfneafy 39 % wow  “aifiew m'mmnﬁhm-mm'nmmm o = T fow wm § ® w
fdl 3em A el e w feeh = s @ W A4 v e o e e e o e e b e v Tl wen wwm it iy T
by vt e Pk W= wes & i AR

1. “wifime m'ﬂﬂlﬂmﬂﬂnqﬁﬂhﬁrﬂummﬁimuﬂﬂmwwﬂﬂm

% iy = e £ ol “wifm et g fd oer oW ot ) g v 4 il e o ol s R ot sl Pedol T8 o e
= it s =i ¥ Wif sfew W it w e o

B
RECOMMENDED FOR ACCEFTENCE w'
N wieh % T s
poerdethogho Dr. Dorennavar
S MERS,MS,FPRS,FIC’

i\q}wu Conmliant 1 Fi#co i) -

rEMGNaS024A

SIGNATURE of TRUSTEE 1
e

&y’

Lo

25-11-2023



