’ oM~ (2% ~04 ~1Se%

e g
APPLICATION FORM FOR ASSISTANCE
HETEN By Sy Wrey

{ Turoay dram )

(Healthcare)

o a5 [84-2.%

K¥hika
foundation
Building frsdh of bw

o L' NS ETE

WAE AR Y ﬁ—f-}'lﬂ"n M-Hﬁ sEx foin
m
mmwwiuﬂu: 'j_{mni h{_l

LA-WARRIED (Ffe) | UNMARRIED (st

TOTAL ANNUAL INCOME :
== s s

({Anach Prool of income)|
(#m % W )

PAN No. T4 T WEW

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever in applicabie);
W e A R d (O wen w Tm o el w e )

You | No
oo

FAMILY DETAILE wftur firm

Sr. No. Name of Family Member {Years) Gonder Ralation with Applicant
il wfimw % g W owm 1:[“] fistn SR % T W
L H-!g.-} LD n Y-
3. o Ran o o Soi
BASIS for REQUESTING ASSISTANGE (Tick whichaver is applicable)
wnrem & fel famfa s
8PL Card
(Attach Card Copy) [I.ﬂuhi:ﬂﬂﬂu-ﬂ'uﬂ Lm% Any Othes
wid e F ANy e W% ol v T w0 P et
(W Ty W o e e owh (v W) e W e (v v o wen ofl s wh
“PURPOSE" for REQUESTING ASSISTANCE:
T iy e T e W T
Sr. No. Medical Reports/Prescriptions Attac
N TEn W##ﬂdmwm
I D:athx.r}. EE — Genilr Glaarl
= G atanacd
y = Sux oy 1 ST78 o Tebea ok laduk -
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
mmiuﬂnmﬁm:ﬂﬂuilﬂwﬁ?
Sr. No. NAME of OTHER SOURCE AMOUNT of ABSISTANGE BEING AVAILED
W A3 wE W™ =it wf weren it
T DE"S Za00 ] |




DECLARATION by APPLICANT: SETF T Wi o3

mnmz_:mnnmludﬂhHlmeTmuhhﬂﬂmm.wuuﬂMﬂrmwmlmmJn
Baible for rejection/cancullation

2} | solemnly confim il sssistunce, | recoived from Koshile Faundation, will be uszd only lor Ihe “purpose”, & siwted In this Form, for which such assistance
was fegquesied by me

3) | hereby confinm that | rave not & will not in fulure, aveil of rsimburgement, in pan or in Sul, Trean imny olher sourcalsmployerfinsurance company, of the amount
foi which this assistanoe & réguasied,

lil‘m“{kwmﬂﬁiﬁﬂm#ﬂmﬂimmﬁﬂhﬁﬁ%ﬂmm-niiﬂmmﬂw-ﬂh
2) it po W wse ufn “wifes st o ol w o 8, g wodk we whee o 9 ¥ T e e, o e d woome

3) A yfe wow { fe fom v #g o b o f £, T i s w o e e ae diieedie word 8 3 e § oleon iy o dm
AGREEMENT by APPLICANT | =e% g1 %10

1} By sifining my signature o thumb Impression on this Form, | (Appllcant) hereby agres & suthorise Koshika Foundation and i('s Trustees o
use/publinhipul-up/ropioduce my name, adidress, pholo & detalls of ihe “purpase”, for which such assistance is rquesied/granted, thiugh any
medium, including but not limted fo verbal, peint, edectronic, for soligiling donations for Koshika Foundation andfor dissaminsting infarmalion aboul Ii's

activilies/achisvernents. Such Jse of my photo & detalls can be made by Koshlka Foundation before or afler my rsatment or fulfimendt of e “purpose”
for which assislancs (s Doing requesiad
£} | {Appicant) furihar agree that any such use of my namo, address, phato & details of the “purpose”, for which such assistance is requesisdiginted.

wif rol aulomalicaly entille me for receiving o comtinuing the sald assislance. The decislon for granting andior continuing the assistance will rost solely
with he Trustean of Koshike Foundalion, and iheir decinion is this regord will be Sinal and scceplable io me.

1) v w sl g @ s 9 e e, 3 (awben) sl me o g s f v i st o et smdl < W) e won f e s,
A oW T e o it B SR e ey s, o1, e gt agtee o wl iidind st sl € o el o v e

W g w7 % B sl St smom feem 6 e # o o d w6 B s Em @ s e h

2) & (oew) g0 W ¥ e o e AT o e, T s fee @ i we s @ wive § s W rsor R w T we d

witfyran " e e s w0 Ede s ol wemed) v

APPLICANT'S SIGNATURE O LEFT THUMD IMPRESSION -
T ¥ v W W W P

N 3155

AGREEMENT by HOSPITAL (eveme gm wot)

By atlizng hevoundar, ssgnatum of cur Authoraod Signatory for recommending his case/pabent for Minancial assistance lrom Keshiki Foundation, wis
(Hospite) hereby affirm & scoepl following.

1) that s nsithier s0w peasently nor will in future evall of finenciel ssalwiance from another NGO or any other source, for e same polientcase, 23 wWo afe
fequesiing [0 gl from Koshika Foundalion, to he sxfent that such assstancs is granked by Koshika Foundalion. If the requested assistance is not granted
by Koshika Foundation, in paft of in full, ihen the Hospital reserves il's Aot o make up the shortfall from another NGO or any other source. This
confirmation essentally siates that the Hospital will not aveil any duplicais assistance for the same palisnt/case from any ather NGO or any other source.
!:Th-mhnmm#uunmmhnmnwmnmm.mmﬂmmmmmwwmm&mh
patien, is based on the armesngement between the pationt & e Hospital, and is i no way nflusnced by Koshika Foundation. Hence, the Hospltal will

assume solo & complets responsibilily of the reatmant & s gutcome & walely of the patient, and Koshika Foundation will have no roie or resporsibiiity
In S5 rreabier

Wit afan, wowl o) ot @ sl ) st wiesdea o flie oy e o el @, el v O e ume o @ w eltew i b

1) T W w3 R i o et s Bl oweel vees o e s R v it F A ow o vk §, 3 fe ert C sl e
# et v ¥ w4 wiow W g e i Wb ok Cwiien st e e Sl sl By S e o o s
Peaht s v wett vive w S sr w4 W st i T on e o vre e e § e smome S e v oot By P
e wrh vew w el == oW A o A

2 “wifen vt A o e S fal eyl o 8 R owoveEe oo of e w et ) aTmaiEn W T Ol W e

W e w e ol e ot e e o ot & el wene Ot o wme s sl aod w W e fashol 0 o v
& peht e i w o e fasbod w o d S e

RECOMMENDED FOR ACCEPTENCE

P i B

FOR INTERNAL USE of KOSHIKA FOUNDATION =g 3y Eeaiil

SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
= T | E TR 2

7 BAE

/)

23.09.2022



