\_Do0-C-Q3 -0 -0#38

HAME of APPLICANT :

ﬁﬁﬁmﬂm_cﬁu !!E

APPLICATION FORM FOR ASSISTANGE (Healthcare)
HETEa B9 STEET WiET (F=TEg TE )
APPLICATION No. ! APPLICA :
s wen: )63 | 0043 e fr 9 2 = 24—
4 f AGE-YEARS #-T4 | sEx ffr

B

FATHER'S/5POUSE'S NAME :
Frevrge w1 7 (8 -GylanChavd
i3 EEN‘T 5

PERMANENT RESIDENCE ADDRESS - w1 79 7o

oo

K¥hiles
foundation
Bubiding ok ol jifs

——

TOTAL ANNUAL INGOME :
FA Tt

QCCUPATION :
EHETE

| -

MARRIED (5] | UNMARRIED (Siffys)

120680 |—

Famll] iNcome])

(Attmeh Proof of Incoma)
(&7 1 T W)

PAN No, 220§ m wEd

ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver |s applicablel

T AW AW OHR (A W W T w0 e e

‘f’qs!hl'u
LR o

FAMILY DETAILS yfign faamm

Sr. Na. Mame of Famiy Membar MAge [Years) Gender Relation with Applicant
T HE i 1 W 35 () i = mppﬁrgﬂn
I 0 A = o i
E——" o121 L AL 46 M s pad
[ : 7 4 —
= fixtach 30 A Sem
[\ £ 3.& AA c
o ok )ﬂe.? . y | (V)
o N ¢a B =
M) 518! ™ Pl 2%
| [
BASIS for REQUESTING ASSISTANCE [Tick whichever is applicabia)
1 0 M
BPL Card EWS Cartifl Ration Card
(Attach Card Copy} (Ach Cartieane Coipy] (Attach Capy) o Cher
et S T W A = A TTEN TR H'#
o e (S U He {3 9 W S W H W s

“PURPOSE" for REQUESTING ASSISTANCE!

wern 4y fed w0 Rt = agv
Sr. No. Medical Reports/Prascriptions Attached
w HE AT W W W T phe e e
i 5 = E“ < : QE g 5 i L
[ u%l]' BhiN S —_ 4V —~ o
it = ﬁ’—’ g ﬁ- _L
' 2L e L LTS
e T N~
(X7 —Bon = ,
TASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER 5C0URCES
5 TREY W o FE I TR (A &9 wE | A o g
51, No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
T HE =1 T w T i
/r WV [ & W ==y
1L ] YIMT ) N OCIU S



DECLARATION by APELICANT: #0ies B Wiy w: X

1] | hiereby eandirm halal datadls in this Form afe Troo 1 e bestof my knowledge. Any false stalsment will rendat my Agplication & ongoing assistance, if any,
lighle for rejactionfcanceliaton,

2} |-salermnly confirm thot pesistance, if received from Koshikn Foundation, will be used only for the *purposa’, as stated in this Form. for which such essistancs

wag requested by me,

) | hereby confirm that | neve not & will notin towre, avaedl of rembursemant, inopart or in full, from any ather seurcelemplayeninsurmen compary, of he amoun

far which this assistance & mglssted

1) & s e € e oge v d b el ot S B e g v v ol @ ofk W e vE w9 e G st wa b

23 F g w o et R, # o W o s s v ) ofl & Fed fem S o e F wmomn

31 & e s 4 e f s i T v = o £, T oo W afes mowee G R o et e # T @ fr & s 5 e o Hm

AGREEMENT by APELICANT {35 o F)

1) By affjing my sigratura o¢ thumb impresstan en this Form, | (Applicant) hereby agree & sulhorise Koghiks Foundatlon and iv's Trugless lo
usa/nublishiput-upirepraduce my name, address, photo & detaits of the “purpose”, for which soch assistance is requestedigranted, through any
medlum, Including but not limited to verbal, print, electronic, for soliciting donations for Keshlks Foundation and/or disseminating Information about b's
sellvitieatachlsvements. Such use of my phota & detalls can be mads by Koshiks Foundation balorn of after my traatmenl or Tullilment of tha "putpose”
for which assistance & baing requesisd,

2] | {Applicant) turther agres thal sny such use of my name, address, photo & detalls of the “purpose”, for which such assistance |s requestedigraniad,
will nol automotically entiile me for receiving or continulng tha said assistance. The decision for granting and/or continuing the sssistance will rest solahy
with the Trustess of Koshika Foundation. and thair decigion is this megard will ba final and accaptabie o ma

1) TV WS weRe W AT ey e, § (s S wendy W gfe on § o i wEse S wvs e © R sl =0 € oo
T, W A = T I v i, o i e e, e, e (e e W e it i aee @ e fee v e

A warfor i o fony sifge ) S0 wre R O Tomw o wed mowe § wee W e " il w5 A s #)

2} A (wrew) 7F wW F T 40 A am, wm, i o e R e e F sxdvd 8wl g v oo W ewer o) s w wee

"l e EAw =t w e e ol s e

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
TR W A W aEE W e

G
AGREEMENT by HOSPITAL (V&8 BN FI)

By affixing hereunder, signature of oir Autharised Signatory for recammending this case/patient for financial assislance from Koshika Eoundaiion, we
(Haspital) hereby sffirm & accapl fallowing: )

1) that wa neither ar prasetly nor will in fulure avail of inancial assistance fram another NGO or any ofher source, for the same patienticass, 05 we are
requesiing lo get from Koshika Foundaton, to the extent thet such assisiance ts granted by Koshika Foundation. I the requested assistance is not gronizd
by Kashika Foundatian, in partor in full, then the Hospital reserves it's right to make up the shortfall from ansther NGO or any otker sourcs. This
confirmation essantially states that the Hospital will not avail any duplicale ssshetance for the same patienticass from any other NGO or any other source,
2} Thar assistante fram Koshika Foundstion is oniy financial in natura, The cholee of the freatment/protedure advisedicenducted by the Hospital en ths
pallant, is basel on the arrsngement betwasn the pationt & tha Haspital, and i in no way influencad by Koshiks Foundation, Henca, the Hospiial will
gssume sole & complale responsibility of the treatment & I's outcome & safely of the patient, and Koehika Foundatien will haiwe no role ar respansiblity
Im the matker.

A SV, TR w5 W R w wie e A i wwe § e o @ G e e P w8 e e R

1) W FE = Al =Em st 5 6 wifeer o Fafter sneveen Tl i wmeit s e o o @ g Tl 60 om @ o &, e R o i et
# fowrfrnsfiets 2w % wo 9 “wfrs oA gm W wy e § uf Cwfe wEvE T g e e sTnE s #] TR T67 W W § W s
et s e wee o m fied e ween B e v oW SR el e B e e o e ww S # B s B oey e i iy Rl
B wri den o) ) s owmea A @) AmeE

L Ui wraE G ot v e See A asT W # O W eeme w0 S v Swe o PR o semaie = e it vy eee
e w fa @ e e waeie g e e W R e T8 R e o O # see ge ahe s W mil frded S o gemam
R A e W w i T woam o ww

RECOMMENDED FOR ACCEPTENCE
et fory W
Date of Surgery L
@ I Reqd, lo, 31 (Name, Desiggwtion 8\$tamp of Autharised Signatory
D +-29- ‘Nate of Dr. 8 Regn. No. with Stamp) ] onbehalf of Hospltal)
O ST & VT I, B L G R R
 U7UTFORINTERNAL USE of KOSHIKAFOUNDATION & swimeg,
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
] T | R TR 2

il A B



