"-. DEL-C-gE-o5_ 1926

APPLICATION FORM FOR ASSISTANCE fieaithoare) Kgﬁ’hl ka
TEETT B, AET WY (AN SETR) faundation
APELICATION No, & - APPLECATEIN Fu0TE ¢ Buihing bl of Tile.
ST HT | closzy |ooI3 swi | A\S)200S
NAME of ABPLICANT : __ T AGEFARD I | sex fifn
SEUE W I %h‘i’j}"‘\ %31 = ¢

FATHER'S/SPOWSES NAME : .
e i =n NN
PRESENT MESIDENGE ADGREES  Wiea st T

Caondo. OYos Vo soa - IRNE W

PERMANENT RESIDENCE ADDRESS : 18 STt Wi
Cooel O oY ) ;?AE, fou !
T Mome Mees Mr UNMARRIED {ua_hqm}

ool of Income)

TR g b v 50]- (Rl Trcome ) im0

PAN Mo, SHd ) SiE
ARE YOU AN INCOME TAX ABSESSEE (Tirh whichaver 12 appllcabls): Ves /o
Cod e e B R Bl el e I W
FARMILY DETMLS s Faam
Sr, Na, Hame of Family Membar AigE [Yanrs) Gonder Rolation) with Applicant
T e L e 2 9 (™) i 2 W T T
1 ﬁxﬁu Yoo [ s Hutloe nd

BABIS for REQUESTING ASSISTANCE [Tick whichaver js applicable)

e ferd ff sam
BPL Cand EWE Cartifleats Hation Card Any Other
jAttach Card Copy} {Atach Cetiflcate Copy) (Adinah Copy) Basie/Frool
i b W A T w0 A e TN E 56 4 TR

"PURPOSE” for REQUESTING ASSISTANCE:

wer ¥y fad i falh g
Sr. No. Madical Reports/Proacriptions Attached
w1 Hen FrFEEte § Wl st gl e

L!

LI stk

SR T W o 2™ -y
S0

ABSISTANCE BEING AVAILED for SAME “PURFDSE" from OTHER SOURCES
v TR g W A nee el e el A fm e

Sr. No. NAME ol OTHER SOUACE AMOUNT of ASSISTANCE BENG AVAILED
= s T

N D B

™




DECLARATION by APPLICANT: =HT% 5 5w 74

1} 1 hateby canfirm that &l details m his Form are Trus in the best of my knowiadge. Any faise statement will render my Application & angaing assi
liable for refectinnicancallation, 1

2} | salemnly confirm that assistance, If recoived from Koshiks Foundation, will be usad enfy for this “purpese’, 85 stated kn this Farm, for which such as

was requested by mia,

34 1 harsty confirm that | have rot & will rat in fulure, avall of reimbursement, in par or in full, from anhy wthar sourcalmploverinsurance commpany, of thi g

lor which this assistance is maueated

1) ¥ wiwon = € i o5 Wy & fow o il FHamﬂﬂammﬂmmqinﬁﬂmﬁaﬂfﬁﬂmwmnmwm#mﬁﬁnmrmﬁmﬂ ot

2} W g S W, B e R, e w1 8 e, oo g 8

1) ﬁ‘ﬂl‘lamiﬁ-?mlfrm#&mmlhi’!nitmmmmmmﬁHMHWﬁﬂmﬂmMﬁqﬁmtaﬂﬂﬂ afmr §

AGREEMENT by APPLICANT ( s 2 =)

1] By aflixing my signature or thumb impeession & this Esm, | (Apglicant) hereby agres & authorlse Koshika Foundation and its Trustess 14
ueeipubiish/oul-up/repraduce my name, address, pholo & detmlie of the "purpoze”, for which such peslslance |s requestedigranied, through any
medium, including but nat limited 1o verbal, print, slectronls, for saliching donations for Keshika Foundation andier dissaminating infarmation aboul it's
aciivitlestschiavements: Such use of my phote & details can be mada by Koshika Feundation before or after my reatment or fulfilmen) of the ‘purpass”
lor which sssistanee |s being requestad

211 (Appiicant) further sgree that say such uses of my name, address, phots & detalls of the “purpose”, for which such sssistanes is TEquesfasiorantad,
whl pat aitomaticalty entithe me for recalving or canliniing the said assistance: The dodsion far aranting andor continuing the assictance will ras! ol
With the Truslaes of Koshika Foundation, and thair dacision is this regard will ba Naal 2nd socaplable ta me,

|) TR WO H9 TR W m:ﬁmm.ﬂ:mjm#mldﬁﬁqumtq&“mmqmmmﬁ"ﬂmmfﬁﬂum
W, !ﬂsﬁnﬁﬂmmmﬂﬂﬁi.‘aﬁ“ﬁﬁm“mm_m,miﬂtaﬂw#wmmwﬁ-mﬁﬁmm
wmﬂwmﬂmaﬁqﬁrﬁrﬁ%mwmrﬁmﬂvﬁwmﬂrﬁﬁh'ﬁﬁmmﬁm“wmmﬁmm
::hmywmﬁwtfmﬁummmmMﬁmmimﬂmiﬁﬁm:mmmmmlm~Hﬁﬂ

‘i Ty g i e St e st wm

APPLICANT'S SIGMATURE OR LEFT THUMBE IMFRESSION :

HEEE % WWIM 0 S W B

AGREEMENT by HOSPITAL (werst i W)

By affising hereyndar, signaiure of por Autorised Sigralory lor recommending this caselpatient for finencial assistance om Koshika Foundation, we
IHespltal} bereby affirm & sopept follawing:

1) thet we nedther sare precantly nor will in future dvall of inancial dssistance irom ancther NGO ar any other source, for he some pafient/case, as Wi ars
raguesting la ged from Koshike Foundation, to'the extent that such assisancn is geanted by Kashika Foundation, If tha requested assistanca (& ol gransed
by Koshika Foundation, in part or in full, then fhe Husplial reserves it's right to make up the shorfall fram another NGO or any othersaurce, This
caffirmation essendially states that the Hespltal will nat avail iy duplicate agsistance for the sama patientcass fram any other NGO or any athar souroe,

o sy, wEl =1 i q T st T & fafir s by femten w8, B Crmme) e vard W s s )
|Jwﬁn’r"ﬂﬁwﬁaﬂ!?ﬂqﬁm‘-’fﬁﬁﬁmﬁﬂﬂrmﬂmﬁmfmm“mnhﬁmmm-ﬁﬁﬂmﬂﬂt.hﬁﬂ!ﬂ“#mmﬁﬂ“
A Frerrfeaf o o wmey o s Wﬂ"mmiﬁﬁ;iuﬂ“ﬁﬁmm'mmﬁﬁmﬁmﬂmﬂwaﬁﬁm“ﬁﬁm
ﬁm‘lmﬂwmw&‘q‘mmwmmuﬂﬁmﬁimaﬁnmmilmﬁﬂmmmiﬁmﬁmwwwfﬂmmﬁhm
it s o Fesll s AsE A o A
:.“Eﬁmmm"ﬂﬁﬂimﬂwﬁmmﬁilﬂﬁmwmﬁ#mmﬁﬂmeﬁﬁm

F W w e sl e st Feell ) & = i &1 v e F S g st et e  w et i e g
F W ot st ) w0 gt @ T v 5

HECDMEN@IGRADCEFTEHCE
Data of Surgery A - .
e RAaneR FOR ot {(Name, Designation M - satP Sifatory
iz 5] 202LY (Name ob Dr. & Regr: _uﬂ%‘?m}q:{: on hakalf of Hospit
Sk LA G S T T EE S
T 1.-_ T TN L % oy \{‘r‘.ﬂ *}5‘
Fﬂ&%@gﬂnmm FOUNDATION  #i® 37am #q e 1-“%3"
SIGNATURE of TRUSTEE 1 ™" 5% SIGNATURE a@é’:
=gl FEm | o

7 %0

i

11-04-2024



