=ge- £ a\w-—061 = OGS

APPLICATION FORM FOR ASSISTANCE
HETEA B4 AR WET

(Healthcare)
{ THVET S )

K il

foundation

APPLICATION DATE -

Biiltfing blode of .

Arnucmm Noi: =
NAME of APPLICANT ! _ = AGE-YEARS =-T | sEx fiin

FATHER'S/GPOUSE'S NAME :
foRvR #17 (VAR e - ST
PRESENT RESIDENCE ADDRESS HruR #FE Ta

H AN -\\maﬂ Topeat Yook Winahouily Yooy G TS
2 @ b 3 Ar- 258208 |
& PER T RESIOENCE ADDRESS : w% i
oD O ool . Vosd
] ooty \c\nous, AR iED (P | UNMARRIED (i)
TOTAL ANNUAL INCOME ; {Attach Proof of Income
w e e S '_r'xitrﬁ'f:l!' EENHWW?!N[E
' FAN No, 18w H@ o [
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever 4 applicable): Yas | No
T M S W ¢ (T A N OFR W R W P s 7 |/ Bl
EAMILY DETAILS iram &=
Sr. No. Mame of Family Momber Age [Years) Gendzr Relation with Applicant
w1 He s ik e = (5) ST W WY W
L ol Wl ran s AT [ Son
3 W oo o0, 1A v ww A - VoML
T =l T onin [N ToorA Sow
Y
at BASIS jor REQUESTING ASSISTANGE (Tich whichsyar Is applieabls)
EJ wwmaa & frd fin amm
. BPL Caed EWS Cariificate Ration Card Any Other
. {Attach Card Copy) {Attach Centificate Copy) {Attach Copy) Basls/Proof
& e = A = s T = A T aouE wE S
:'_l‘i; (E W8 w5 FEn T e ey ] e e w3 T T W A w6 i
gl “PURFOSE" for REQUESTING ASSISTANCE:
S wewm B, ) e w AR
- Sr, Mo, Wedioal Hrqorhmmcﬁpﬂum .M‘hﬂrl!ﬂ
1 I HE SRS 8 W W T yRET g He
3
=N
-*; HE T —Son 0 U idns WA Lo dng
= LE° Loy
> P W VN - W A
: 0 Q
LJ ASSISTANGE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
w9 T8 TR0 B ¥ H S W e e e | e om w7
- Sr. ho. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
!71 w1 A S T % T o T weE wil
5 M
-
T




DECLARATION by APPLICANT: STis 0 =i 94

111 herey confifm et all details i this Faim ars Tros 16 (his best of mry knowledge: Any false statoment will render my Applicstion & ogoing asslstance,

fible for rejection’cancellalion.
21| sofennly oonfirm fhat assintancs, # recehved from Koshiks Foundation, will be mad anly for the "purpose”, &s staled in this Farmy, for which zuch asslstan
Was requosiog By me.
) | heraty confirm that | have not & will not in futuse, oeall of rermbursement, in pan of in full, Fom &Ny other sauicelamployerfinsuance company, of the dmoun
far which this assistonce is requesied
1) 3w o B e | B ol e S e € s e v w &l S e v e s o f S e e 6w s B
23 I wE A wEEE ufn e e, 8 A ¥, T T e o e o @ fed T e, o g we F v o b
1) 4 f= = § f fam e g wE wi w0 g #, ga ot s wwe e el e din Eimeef war § 1 6 form & S 7 8 it 1 o)

AGREEMENT by APPLICANT {sm=s 2 #10)

11 By affiking my signature or thumb Impression on this Form, | (Applieant) horaby agree & suthorise Koshika Foundation and s Trustees to
usaipubiihiput-upireproduss my name: address, photo & details of the “purpose’ far which such assistance is requestedigrantsd, through any
madium, including but not limitad |o verbal, print, lectronic, for soileiing donations for Koehlka Feund=tion-and/ar disseminating Infarmation sbaut ii's

activities/achievernenis. Such uss of my photo & defalis can be meds by Koshika Foundation befors or alter mmy treatment of lulliiment of the *puiposs”
for which sssitiance s baing requesied.

23 | [Aplicant) further agrea fhel any such use of my Aame, sddross, photo & datails of Ui "purpese”, for which such assistance Is requestedigranted,
wili not putomatically enlitle me for recelving or continuing the said assistance. The docision for granting andrar oeniinuing the assistmnes will rest solaty
with the Tiuziees of Keshiva Foundatlon, and thelr dectslon is this megard will be fingl and Accaptabie Lo me

|) ¥ W S W W W A, § (o) v weh W g won § ud it e sl 3w sl o s e 8 v
T, Wi s T yE e e a R, o, we R T R e e s st 5 o el S wem e
#wﬁnmith_aaﬁﬁgui'lﬂimwmﬁm#wﬂmm-ﬁmﬁﬁh“ﬁﬁmmﬂm"qwﬂmh

SERC OB CR G RR R Ak C IR R E R R e N S ——

S ] T i T s s e

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :

AGREEMENT by HOSPITAL (Fowma o &)

Sy alhwing hereunder, siaralure.of aur Authorised Signatory far recormmending Ihis case/patient for financial sssistances from Koshiks Foundation, we
{Huspital] hereby affirm & accapt alowing:

1) it wee neither are presently nor will in future avall of financial ossisance fram arother NGO ar any ofner aoisrce, lor the sama palient/'cese, os we amp
requesting Lo get fram Koshika Foundalion, fo the exiont that such assistance |s granted by Koshiks Foundation, I the requestad assistance is not granted
by Koshixa Foundafion, in pard or in full, then the Hospital reserves its rght to make up (ke sharlfall from snother NGO or any other sodee This
confirmatian essentinlly states thal the Hosplial will not avall any duplicate assistarca for the sams palienticass from any olhar NGO or any othes source
2] The assistanden from Koshika Foundation is goly financial in nalure, The choice of the ireatmentiprocedure adviseseanducisd by the Hasplial on ihe
patiant, ks based on the armngement batween the pafiant & fhe Hospilal, and Is In no way Influsncad by Keshike Foundation, Hence, the Hospltal wil
asiuma sola & complete resporsiblity of the treatment & it's cotoome & safaty of the patisnt, and Koshike Faundstion wil have o roie or responsitiiby
i 1he mattar )

T S, peel # st 3 A w9 e st B s b et S 3 6 e (e feum o aeow s o )

1) e 5 A w7 o i A i e et S onent s m feel s wm @ v emE A o w4 d e e e e
A feer R T O wen o e wEER" e ess # R b oR el e o0 s e o d WA S S W 6 S
et = sl st o e s S T S W s e e b o e d e S W S s T e v el
by st e Rl s ane R T S
:,"i't‘f#rsrmrﬁm"ﬂ?ﬂﬂmwmmqﬁhﬂrﬂwmwﬂnﬁmmhﬁnﬁmmmﬁwmﬁ

s = faw § al it W o T e w i TeE o b sl v O s e s s e ) vt Faeerd 2wl e
BN 3 " s ot w g w Rkl eu w6 wh

RECOMMENDED FOR ACCEPTENGE
n el % fom deElE .
Date of Surgery ' . .?c;:!*
Al 1 Al Q ol
W - (Name, Designation
3\5\ 202§ {Namdof Dr. & Regn. No. mthfﬁ'limp! ,-:-‘-;“mﬂ-uﬁ!—
A T ELE A, e 0 W Y
FOR INTERNAL USE of KOSHIKS FOUNDATION s v §
B L T
SIGNATURE of TRUSTEE 1 B 7 SIGN
T T | ot

g JAP

-.".)l

b e R




