QEL-0-24-05-2870

APPLICATION FORM FOR ASSISTANCE (Healthcare) U (
HETH B SdEs urEy (s e E?—rﬁhut'%
o C(0F2U[00IT [ 1] | e
. - ol |

mﬂmﬁf&.lwr. HU“?M& 'E;\cn\r\ MvE_A;E E:Ht
umunw NAME R A Ay

P PRESENT RESIDENCE ADORESS wamr syt w
7 - .
[y Wramdoe sl - ;EE% 29

T AESIDENCE ADDRESS - T =it o
=omi 0N oOoE QA 3 Qoc

TR L 0% ok
R L Ea i

uw{hﬂlﬁj | UNMARRIED | sy

A s =W

TOTAL ANKUAL INCOME -

[Artach Proof of incama)
(12 T W)

2Svvol- ( fomi \H Income)

N

PAN No. Tl wiis smw o) [\

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever (s applicable] Yes ) No
o A AN W T b (W W ow o = e a " E—
FAMILY DETAILS wftmi fepare
Sr. Ne. Name of Family Member Age [Yearsj Gender Relation with Applicam
W Hw yimm & weed w1 m | i ki o B
L Soni, 20 [ hand o
2 fomed. tackol 213 ™ oo o,
- SoA ANCyy 273 ™ Taori Son
¥ Goieen = £ ' im=
= AR ) c ’\'T}haa&x_sn;\m.a_
(4]
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
weren % g el s
BPL Card EWS Certificat Ration Card
(Antach Card Copy) ummmmémi 1.'-:1::1: !.‘r;:r} m
it F 49 o= = am ! s FTE IR = ¥l W
[ne wy w we i e Wl {wann vy WY wen o oy el {wme W wrn ufly e

“PURPOSE" for REQUESTING ASSISTANCE
wr T fee o el o

5r. Na
G T

Medica! Roporta/Prescriplions Attached
smeyEReET 7 owd ) o uike el wem

HE. padvorord VENc oren

LE" ey

Mﬁ_ﬁ_ﬂ;-—:ﬂﬂ:

L=

ASSISTANGE BEING AVAILED for SAME "PURFOSE" from OTHER SOURCES
™ Ive & ¥ = = Awen e s e | e o w2

5. No
Y TN

NAME of OTHER 50URCE
o S W I

AMOUNT of ASSISTANCE BEING AVAILED
= T Hew T

[ <N




DECLARATION by APPLICANT: HWTE T WWon T3:

1) | haveby confirm that all detads in this Form ase True to the bast of my knowlodge m*mmﬂmﬁ-mylpmﬂm & ongoing assistance. if any,
liabley for rejeclion‘cancellation

2 | solsrenly confiim that assistance, I recaived from Koshika Foundation, will be weed only for the "purpose”, as stated in this Form, for which such assistancs

was requesied by me

3) | beteskry condirm that | have rot & will pot in future. svail of resmbursement. (0 pael of n il from any othir sourcelemplayerfinsurancs company, of the amount

for which this assistance s requesteg

1} & viwm e f e o wen S o ow w feem 0 et ® v v o e b ool W fee oW s ww v € o 20 e fem st w ol h

1) g W wow o “wifimee wopemmt, N e oo ol R, e v o wivs ) i o fet fem o, @ o owem @ s

1) # yfte wom f fs farn wemim by wor med o o ko of W wifoe o s frem S e v w8 9 o # o o ofins F W

AGREEMENT by APPLICANT ( smirs gm =)

1) By affixing my signalure or thumb impression an Mis Form, | (Apphicant) hareby agres & authonsa Koshika Foundation and §'s Trustees fo
usndpubinhput-upireproduce my nama, sddress, photo & cetails of the “purpose’. for which such assistanca is requesisdigranted, through any
rediurm, including bul nol lirmited Lo verbal, prinl, slecironic, lor soliciting donations for Keshika Foundation andior disseminating Information aboul i's
actitiesfechimverments. Soch use of my pholo & oetmile can be mode by Koshis Foundaton belore or after my ireatmant or fulfilment of the “purpose™
for which assistance i being requestsd

2) 1 (Applicant) furihes agree That By such use of my nams, scdioss. photo & datalls of the “purpess”. for which such nssilance |s requostedigranisd,
will not putomatically entifle me for receiving or confimuing the said sssistance: The decizion for granting andior continuing the assistance will rest solaly
with the Trusiess of Koshika Foundatitn, and thelr declsion i this regard will be finsl and scosptable to me

1) 80 W W R e oS wm v, W aiow) st mesin e gfe w f " wow wades afn see smind * ow) wiflesmn wom f f dn o,
w, s o fewem gm o d e &, Cwifoe” e o, o8, weww gt b 2 w5 il s refeed o vt Rl B o e

¥ vt v % fom v & 5w W v 41 wTE ¥ 99 W w8 W ¥ i w0 s sfieg b

2) & (esdew) Taowe W wren f B Snowm oe @ ol S o fie e o ooeed 4wl & S e memm = v T W e oA

“ute™ T TRt Sl w1 el st shr womed fm

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION
o & wae m g W e

AGREEMENT by HOSPITAL (rsmm g0 wit)

By afMixing hateunder, signature of ou Authonsed Signatory for recommending this case’patient for financisl assistance from Koshiks Foundation, we
(Hospital} heretyy affem & accep! following

1} that we nelthar ame presantly nor will in fulume avall of fnsncinl sealsisnce fram snother NGO or any other solrce, lor the same patlenlicass, ag wa e
reguesting o get from Koshika Foundabon, to the extent ihal such assistance is granted by Koshika Foundation, If the requesied assisiance 15 not granted
by Koshiiis Foundation, in part or in full, than the Hoapital roserves if's right 1o make up the shartfall kom another NGO o any cther source. This
confirmation essantally siates thal the Hospital will not @vall ey duplicate essisiance for the same patient/case from any other NGO or any othar source.
2) The assistanco from Koshika Foundation is only fnancial in nature, The choico of the irmatment/procedure sdvised/conducted by the Hospital on the
patient, & bassd on the arangement between the patient & the Hospital, and = in no way Influenced by Koshita Foundation, Hence, the Hospital will
assume solo & compinte meapors/biity of the treatmoent & K's outcome & safety of the patient, and Koshika Foundation will have no rolg or respansibility
in the matier.

gt sifown, wenwll o) 581 @ wudd w8 e wooskwe” @ fufie e by feedin o8 wd B, Ped wn () B wee @ v e el

1) v e @ whm sf 2 @ wfine o frfer s sl & e v w el or v 6 v dhoned o8 g o ot £, 6 T v e S
A Ffmiass = % way 2 “siew v o0 ue i T b oft s wevn” o se B sfosaen o o W e o § @ e
o s woad wen w el s e @ werwe o e sl e e &) g gfe o e wm we e seeer Sl sex e delbert iy e
, wowrl stewy ) ol s e W A

2. “sifiee W # = 0 wwm Fee e Wi s § 0w v oo d o sew w TeR TR TR W R T W e

w oy w firwg & o < wifen et g feadt user v o oo wft & el o d Wl o wee goe sl wE o Wl Wi farchodt il o e

o i sy “wifre” o) ol often @ fesiod g med F o el

M“DFMIWTEH’EE
: forg wiegia
Date of Surgery bV
wmane | O H we "":’“ amﬂ‘"
u 11# “.,E (Name, Designation & Sta
3\ |262Y4 o ek
] "‘w mmanﬁ1 mlnm
' ‘fmmmwnfmmmummu STy T
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
T Tl v 1

d I

o/

15-08-2023



