put- C-25-9u-0°53

K&hika
foundation

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HEHAT B wEq (FaTee dErE)

e e i1 -
ot iy fnleva sloook i o/ /oy/n)
mam:m- AGE-TEARS T3 | sex fifn

ol S’H‘ithﬁh Qirhh qn M
FATHER SSPOUSES NAME
fmwge W (-B}n%'mh ﬂﬁ./l

noent
g PERMANENT RESIDENCE ADDRESS . wri_ st o Preoy fﬁ: ber
XX qheuE
QREEEATON nuum[‘(al‘
s F‘\Ymt*r“ | UNMARRIED (wivaian)
TOTAL ANNUAL INCOME - {Antach Proof of incoms)
W wits s 000 | ~ (s w w wee) ] )

PAN Mo, THT} W WD

ARE YOU AN WCOME TAX ASSESSEE (Tick whichever is
I T T I L LT

D)

FAMILY DETAILS witafl feram

St No. Mame of Family Member Age (Years) Genaer Relation with Apphcant
il wfean & weel w1 = (%) i ST ¥ W T
o] o
0 PRI Yl R ! e
A ﬁﬂm o ST Ird)
= Toneid T Taughd ‘
5 IFTAN] T 47
BASIS for REQUESTING ASSISTANCE (Tick whichevar is spplicatie]
wgram % ford foefl s
BPL Card EWS Certificate Ration Card Any Other
(Attach Card Copy) {Attach Certificate Copy) (Attach Copy Pt e
wid ton ® 99 g ™ sen s wl wu o Ty W s et
(v v w ww o s Wt (w=m T W W i Ee (v ww W) wew 56w W
“PURPOSE" for REQUESTING ASSISTANCE:
wa ¥ e el oW I
. No. Medical Reports/Prescriptions Attsched
¥4 Wm wegaeysherr 8@ will wt w ufisiey gt wee
1 .".'lﬁla_@tcfg = — STHIE T alaalt
LE —Cenie  (slealt
3 —é'"‘ﬁ-ﬂ‘% — JF- SI7T o PrimA
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
I % ¥ W W A fed s e 0 P ovm W2
S, No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
T SR T W N =i werem o

i i

NG




DECLARATION by APPLICANT: 595 T7 WIwen wa:

ulmqwﬂmtullmmthrmnrmmnmmmyw Any filee stalormant will render my Application & ongoing assistance, If sy,
for resctiondcancstiation,

zumﬂymﬁmmm I recsived from Koshika Foundation, will be used only for tre “purpose”, os staled in this Form, for which such nssistance

wis requested by ms

331 Pty confiern Wt | have nol & will nod in future, avid of resmburssment, in pan of in i, from any other source/employerinsurance company. of the amaount
foar wehich this assistance o requested

pivmesmfErmifrm et e bR Ty T m i A e R b

1) # gn d s ofn e e il et b el e A it s s d o b

31 # e wrm  fs fam e ¥ ow ok S ool § oW oo ow o w wem fran Sl s oo e 6 3 @ B b ol 3 A owies o o
#GREEMENT by APPLICANT ( siew @0 wa7)

1) By aflining my signature of humb impression on this Form, | (Applicant) hersby agree & authorise Koshika Foundation and #'s Trustess fo

use/publishipul-upfreproduce my name. address, photo & details of the “purpose”, for which such assistince |y requestodigraniad. Prough any

medrrn, including bul nol imaed 1o verbal, prnt, electronic, for saficiting donations for Keshiks Foundation and/or dessammating information aboul it's

widivilioa/actiavemants. Such use of my pholo & detalls can be mads by Koshin Foundation before ar aller my trestment or luiflimeni of the "purpose’
for which ass:tance s being reguested

211 [Applcant) further agree that any such use of my name, Bddress, phato & detalls of the "purpose”, for which such aasistance s requestedigranted,
will ol sutomtically entitle me for receiving or continuing Lhe said assistance The dacision for granting andfer continuing the assistance will rest solely
with the Trustees of Koshda Foundation, and Bair decison is this regand will be finsl and scceoiabis 1o me.

1) e v sl e @ s W) s e, 8 (smdes) sl wedh o yfe wen o wd “alfe enttee oo e~ w s s o
v, WA s W e oo A wfe b, T e T e, o1, e gt atv @ e afieed s el f Bl fel o e e

7 g W = fw s e W fe O we ¥ ol W oW @ W S fee v et v i i b

2) 8 (s oW % e { e dn o, ve, 552 o e o S w2 wifde | o@ e e = v T v o o d

*wifirw ™ gas gwe st wn flw offim sl syl v

APPLICANT'S SIGMATURE mmm:
WETE ® TERNL W

AGREEMENT by HOSPITAL (pemes po %)
By affixing herpunder, sgnature of sur Authorsed Signatory lor recommandmg this case/patiend for financial assistance from Koshika Foundation, we
(Hospital) hereby afirm & accept following:
1) that we nether are presendy nos will in future avall of financial sssistance lrom snather NGO of any other source, lur the same pationycase, as we are
reguesting o gal from Kashiks Foundation, to ke extert Ihat such sssistance is granted by Koshika Foundation. If the requesied assistance is not granted
by Koshika Foundation, in par or in full, then the Hospital resenves it's right to make up the shorttell from another NGO o any other source. This
confirmation essantally states thal the Hospital will not avail sny duplicate assisiance for the zame patienticase from any other NGO or any other source.
£) The assistance irom Koshika Foundation ks only financial in nature. The choloe of the treatmentiprocedure advised/conducted by the Hospital on the
patient, is basad on the amangsmaent batwsen the patient & the Hospilal, snd = in no way infiuanced by Koshika Foundation. Hance, the Hospital will

assume sole & complitie respongibility of the Weatment & ii's oulcomae & salety of the patient. snd Koshika Foundation will heve no rele or responsibility
im fhe mattar

T Wi, T W s d R W i s @ i we i e wh o 8, e owe oreeem) s wen @ e e s b

1) 5 o o it ol 3 o wfies o fefey werem feell A el s W et s i @ s ddoed F o om b & 88 oo e o
# frmindds 7o % e § S wR " o0 wer By & oo wime waatns® oo oees il cifveee iy s o few w4 o s
el o wowd v w Rl s e @ T oW efem g e W g d e v e | e s i e Te et iy ferh
e wiew w falt e wen A ) Sl

2 “wife wrrdws” @ ot of werem v flrs o o ) R w e oo @ of vew o B v W o R o v

% aiv W fres 3wt e g fedt s W W o o b i e d 0l § o oo o W o fediod R o
nm*-mmﬂmummnnr;mm

munﬂm:nrmmmm
\gw‘ fery, sl
amees e

Date of Surgery
st =% mia wﬂg\m

p ugaﬁ ﬂs im0y 1K)

5 311.1}3‘ (e o 1. Ragn No, i Sh)
. wr YR 3
FOR INTERNAL USE of KOSHIKA FOUNDATION  siFifias wam g
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
v | ) T 2

Y JeA B

> /4

30-11-2024



