{RE -C-23-0y -6

26

APPLICATION FORM FOR ASSISTANCE (Healthcare) th&a
HETT B A W o foundation
APPLICATION N APPLICATION DATE 7 2 - 047 - 202 4 bukling blich o ide
e N /17 X rr ok s st ————=
NAME of APPLICANT © AGE-YEARS WT5-d | sex fim - >
T W1 T ,
At Sy fnal 60 MM re
FATHERSEFOUTES MAME - . g W
vz w1 Late Ntz K2Mobrll b |
PRESENT RESIDENCE ADDRESS  5ur il PASTE PHOTD HERE
(L Do oelh, Preof Postof
PERMANENT RESIDENCE AODRESS - iy ST Salbal (oo j_j’)
gome 1 QAN e
OLCUPATION ! ;
oo P ket o MARRIED (17f5) | UNMARRIED (siimefie)
TOTAL ANMUAL INCOME : . [Attach Prool of Ingome)
%3 wits 5w &5, 0T0 (sme & wa we) A A
PAN No. T wr wam AJ [0
ARE YOU AN [NCOME TAX ASSESSEE [Tich whichevar Is applicabin): Yien [ No
W S A T (A T N e s W R ARy ¥

FAMILY DETAILS witar fawem)

Be No. Hame of Family Member Age [Years) Gendor
9 W B A s T (=) fam e ® T
BASIS for REQUESTING CE [Tk whichawar [s applizabie)
W = i el s
S Care EWS Cartificate Ratlon Cord Any Other
{Attach Card Copy) {Attach Certificate Copy] {Attach Copy) Basis/Proof
i T F e wEm Oy WO STU W WM O™ AT =0 apeitas
CEE T W uh e (R e i s (v o3 w1 wem uf s =

"PURFOSE™ lor REQUESTING ASSISTANCE

wemm i R T e e
&r. No Madical Reports/Prescriptions Attached
Ll st A w0 W) W viee g wee
5 =
o LY - M [ =
- I~ 1Zh0F ThIaaar 7
i
£ ?KL%WQV- e = LA\ LLlLED LIS
ASSISTANCE BEING AVAILED for SBAME “PURPOSE" from OTHER SOURCES
W I ® g wN w= weem fed se e | R o g
S No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w9 e == P W AW Ll B




DECLARATION by APPLICANT: WIMR% § WT= 7:

1} 1 hereby confirtn that all detalls in this Form sre Tru 1o th test of my knowledga. Any faise statomant will render my Application & ongoing eswistance. # any,
jinbie for repection/cancellafion.

'2.}Immrdyumﬁfmmm.ﬂmmmuIme.whuudmu!nrlhc‘pwpm'.nmmmmmm_fnrmmw:hmmnu
wins reguastad by me.

1)1 hereby confirm that | have nol & 'will nol in fuure, ovall of reimbursemsnt, in pan o in full, from any other sourco/smployetinsurance company, of B armoun|
far which this pesisience in roguesied

£y & e won f e v wen & ol g el o # sl @ s e o bl o e o we s w am § A O e e oW e

1) # o ® T w s a8 il m o ¥, T e Sl stve W g o ford fem i, o o owes F oo b

3) 4 g wen o P dmom oy w e = v 8, I o w0 selw o e fre felt s s fiesode v A 1 o e @ i3 R e 3 o)
AGREEMENT by APPLICANT (e g i)

1) By ulfixing my signatire o thumb impeession on this Form, | {Applicant} heteby agren & sutharige Koshikas Foundation and f's Trustess [o

use/publish/put-ufiiroproduce my name, sddress, phote & dotalls of the “purpase”, for which such assistance in requestadigronted, through any

midlium, including bl nol limitod to verbal, print, electronic, for soficiling donations for Koshika Foundalion andior disseminating information abol il's

acivitlen/chievemants. Such use of my pholo & detalls can be made by Koshika Foundation before of after my treatmant or fulfiment of the “purpose™
for whitsh assistanos s belng reguested.

24 | (Applicant) further sgres that any such use of my noma, address, photo & detais of he “purpose”. for which guch assistance is requasledigranied,
will not automaticaty sniille me for recaiving or continumg the sild assistance. The declilon for granting andios continuing the sssistance will tast salely
with tha Trustees of Koshika Eoundation, and their dacision |y this regasd will be final Bnd scceptable to ma

1) ¥R g s yee m sd o e Ew, @ (amiew) Wl weefn o gfe s § W il wEEE o e s e sfegn s o e o e
v, 9id sh W femm v 4 i €, o “eifve oeR S, T, wee gt sgive o o i s sl @ e el 8 v o

& wwfon sl % o e 1 St s oW e w8 W 9w d e ¥ fir e wedeT w e sfeg b

2y & (sniee) v8 = { wew R0 aw, w, v s fewe o e w2 gt @ with § g e s s wen 9 e o A

“wfiren” wo Tae st a Pty o sl arooer i

APPLICANT'S SIGMATURE OR LEFT THUMB IMPRESSION :
R § wEm =i P

psegs

AGREEMENT by HOSPITAL {wemim g0 w51)
By alfising harsunder, signature of our Authorised Signatory for recommending this caseipatient lor financial assistunce from Koshika Foundation. we
[Honpinl] herety a%itm & accept following:
1) thal e naithes are presently sor will In fulure avall of financinl assistance froen gnother NGO o ony other sourca, for the same patienticase, 0 we e
mguesting to get from Kontika Foundation, o ihe axtent (hal such assslance ks granted by Koghike Foundation. Il the requested ass:sinnce is nal grantad
by Koshika Foundation, in par or in 1, then the Hospital reserves it's right to make up the shortfall from ancihor NGO or any other source. This
crinfirmation gasentially stotes thet the Hospial will not aveil any duplicste assistance for the same patianlicese from any other NGO or ony olher Gource
2) Tha assistance from Kashika Foundation i only financial in nature. The choice of the treaiment/procedure advisadiconducted by the Hospital on Ihe
patient, s basad on the smangement betweon the patient & tha Hospital, snd 15 in no way influsteed by Koshika Foundation. Hence, the Hespital wil

pasume sola & complate responsibiily of the treatment & I's oulcoma & salety of the patiant, and Koshike Foundation will have ao fale or resspaniibliny
in the matier,

vl s, wengh ® i A el = S wifoe st @ i wmen b feedfo o Wi &, Bl v (eeme) e een € w= n s e #

1) w8 % 0 s ol 7w o i e el e e dieay w et s v O g Dot A 6 ow B o B, e e e e e
% famfmdrs g = w F “wime st g geoby b ol Cwifn st o sem i sfesarn i T oW o A s
firslt w7 T T e w fe = e A T o2 W s e e b gfe F we v owm § i s S s il W fedt
By o) o w fani e e 9 o Amed)

2 “wifen wre A o of woee ehwe fafim gl w0 d o s g o o v feod ) ywmoefen w0 e O e e

# e Pren £ ol Swifem et oo Bl e w sl oo b vl e Ol o v g ol st o W el B0 o g
o) vt ol “ i = w s w fredeh owe s A wEd

P2 9
\ RECOMMENDED FOR ACCEPTENCE \Q '
'L%‘ j}‘-_' - it w fag Wl
Date of Surgary M Ranveer Singh Sandhu
sistm %1 @ia Dr. }i% Administrator
. S
L12-¢0 Y-2023 {Hmnur:lnr.lmm No. with Stamp) o 9n hob ospltal ae
T W TR A G A TR mw‘hmmm
FOR INTERNAL USE of KOSHIKA FOUNDATION  8=7its T #1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

= T |

7 AL

/A




o i 008 QUDINREY o
N | i '

33745 0969 B424




