APPLICATION FORM FOR ASSISTANCE
HWETHET B SEaT 9ied

(Healthcare)
( 7 Sian)

APPLICATION DATE -

K{j‘s’hika
foundation

S N[o@24/00fG  |metE 08909y
NAME of APPLICANT : . AGE- *EARSﬂT‘i SEX TFi
i Shovadat Al 46 M
FATHER'S/SPOUSE'S NAME ;
e Cauhnqh Aol _
PRESENT RESIDENCE ADORES§ Sow a0eaar] T = i
h 4, r— ) 77: 057, ‘H.una'gﬂ
= P faqf

PERMANENT RESIDENCE ADDRESS | i e o

fririen (Fenfire)  UNMARRIED (st

[Attach Proof of Income)
{ W W TS W)

e T )

ARE YOU AN INCOME TAX ASSESSEE [Tick whichever in applicabl

# (9 o= w =w o9 wE = P =

Yeu | No
IRE

FAMILY DETAILS 9iTo Tamol

(T W i e W

(e WY W e e

{oEm W Wi He W

5r. Mo, Mame of Famity Membar Age {Yeuars) Gender Relation with Applicant
wH A i At M 79 () fein ® Ty HqEy
1 | HrzoHa By E [rfe
I = 171 73 %8 H 177
T Naleo 35 = WEE_EH__M
4 Hohorad (Jmeadh ay M XN
z Flohomizicl Ait3h 4] & Zhn
BASIS for REGUESTING ASSISTANCE [Tick whichovar is applicable)
T = fed b s
BPY Card EWS Certificate Ratlon Card Any Other
(Attach Card Copy) {Attach Certificale Copy) (Attach Copy) BasisProal
ittt e wum ¥ e STy TR T2 7 W T

"PURPOSE” for REQUESTING ASSISTANCE:

T g e m e T

Medical Reporis/Prescriptions Attached

Sr. No,
F HEm semvEET B 9 w1 wiei wEl S
Y e~ | o, = a [
Y NIAORDERG - KE M_mf
L) : :
[E Spm‘h ._huihuné.t -
B = [E_ GRS . th PINITA IO
- 5% L
ABSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER EOURGEE
¥4 I F ] WE A SO0 6 50 w@E A e o w2 B
5 No. MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w1 Hem ) PiTE W A & i s o)




DECLARATION by APPLICANT: =iees i s 75

1} | heroby confiem iitat ail details in this Form are True to the best af my knawledge. Any false statamant wil render my Application & CTpoing assmtance, if any
liable lor mjection/cancaliation, _

2) | solemnily confirm thal ossitarice. if received from Kouhika Fouridation, wil be ysed onfy for the “purpos”, &5 stated in this Fom, for which such mssistance

Wis requesiad by me.

3) | eeretry confiem (hat | s siat & will not in tuture, avall of reimbursenment, in partar in Tull, freim any olfe source/smployetinsurance company, of the smour

for which this nssistance Is requigstod.

nﬂ'mmihwmiMﬂﬁWﬁﬁmilrimmgﬁﬁirﬁﬁfwmmwm.mmiﬁ#ﬁmﬁﬂwﬁtmi

nﬁtmﬂmm-ﬂ&mm*.avﬂwuﬁt.mmmmmﬁimmm.tmmnﬂml.

;HuﬂnmtﬂtﬁumiEwmﬂﬂt.nuﬁtwnfmm mmﬁdmmm#?ﬂmtmwﬁMﬂ!{m
AGREEMENT by APPLICANT (smiew 5 W)

11 By afixing my sigrature & thumb impression on this Form. | (Appficant) hareby agree & sulhoriss Keshika Fautidation and its Trustoss Io
uee/publishiput-upireproduce my name, address, photo & details of the “purposs”, far which such assistance Is requested/granted. through any.
miedium, inluging but not limited fo verbal, print, electronic. for soliciting domations for Kosnila Foundation and/or disseminating information about it's

sclivitiesfachisvemants. Such use of my photo & deteits can ba made by Koshika Foundalion before or after my troatman or fullllment of the “purpose”
for which assistancs baing requested

211 {Applicant) further sgree that nity such use of my name, addmss, photo & detalls of the "purposa”, for which Buch assistance I requestedigranted,
will nat automatically entife me for receiving or continuing Lhe sald sasistance. The deaislon for granting andior continuing the aapistance will resl sohily
wilh tha Trustoes of Koshika Foundation, and their dectsion is this regand will be fnal ang avcepiahle to me

1}Hmwﬂwimmmm-ﬁmm.ﬂ{m:tmﬁnuﬁrﬂ:hmtqu'wﬁﬁmmﬁmﬂnmm'ﬂﬂﬁvmihhm
w.vﬁz‘:.:halﬂmu:wmﬂ'iﬂ'lmi.ﬂ"ﬂw“mw.m.m{mmﬂﬁmmmﬂmifﬂimwﬁmm
i W % fam s &4 mﬁmiﬁmﬂﬁnﬂwmﬂmﬂiM"mm'umwh

nirmrmmﬂ.mth#nm,w.ir&ahmifnmﬂz{wimigﬁm;mwmaﬂmmmﬁ
Bl T R LR p——

AGREEMENT by HOSPITAL (ream o0 W)

By affing hereunder, signature of our Aulharised Slgnatary for recommending his case/patient for financial assistance from Koshika Fountalion, we
{Hospital) hereby atfirm & accopt faliowing;

requesting Lo get from Koshika Foundalion, to the sxtent ihat such assistance is granted by Koshika Foundation. If the requested assistance s not grantad
by Konhika Faundalion, in part or in full, then the Hospital reserves it's right to make Hp the shorfall from anather NGO or any alher sourca. This
confifmation essentially states thal the Hospital will net avail any duplicats nesistance for the samn patienticasa lrom any other NGO or any other spurce.
2} The nssistance from Moshika Foundation in only financial in nsture, Thi cholce of the treaiment/procedute advised/conduotod by the Honplial on (he
palient, Is based on e arrangemant betwesrn e patien! & tha Hoopital, and Is in no way influsnos by Koshika Foundalion, Hance, fha Hespitat will

aEsUme sole & complet responeibility of the traatmrant & s outctime & safety of the patient, snd Koshikn Foundation will have no role or responsibiing
in fhe matter

fi'd‘rmhmﬁiMwﬁaﬁmmﬂmﬁ%mmmmhw@eﬂmmm#hmmwﬂmﬁmmw
bt somft st @ sl s e G
L“mm‘#ﬁﬁmmmm-ﬁisﬂnmmﬂﬂmmﬁuﬁnﬂrmmmﬂwm
ii‘rlwrhﬁialt'iﬂmmﬂ?m"mfMﬁmmﬁ#mﬂirmﬁﬂmfﬁimwﬂ:ﬁuﬁdmﬂﬁﬂnﬁﬁuﬁm
v e it ) W few o Ft v w9 e

. o
RECOMMENDED FOR ACCEPTENCE
Ll =l # o sy ;
Date of Surgery Pt T , R 858 ! o
ST ) i e T A .‘u_ax = ,,, -fﬂ.f--ﬂ
L AT o {Name, Designation & of Authorisad
09~ 08-<a2! (Name of Dr. & Regn. No. With Stak) mmﬁmu
T W A A TR g O, 2 AW B TR i wfewi
FOR INTERNAL USE of KOSHIKA FOUNDATION Site I 7
L SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
0 T |

= ¥/

ol T At -

= TAE




