APPLICATION FORM FOR ASSISTANCE (Healthcare) washtka

. ﬂ-q‘ { ) foundation
m;xu No.: !V /D ?22 f’ / 0 o?.u mr:;:ﬁmu l:Ll 3 g bieck o .
{ . ﬁ_ﬂéi g .

 NAME of APPLICANT : AGE-YEARS 3=

il Beeng ey 66

FATHER'S/SPOUSE'S NAME :

fymwze w A h
= ESENT T AAEE
03 Jleth . Kory
Pnadr = 9

PERMANENT RESIDENCE ADDRESS ; 7 s0areis 7

RS 7T 27

v~
wnm- Hﬂmﬂ MFI]’(FM MARNGED (7o) | UNMARRIED (saerfen)
TOTAL ANNUAL INCOME - (Attach Proof of Income)

PAN No. ¥ Tl w#iEh
AHRE YOU AN INCOME TAX ASSESSEE [Tick whichever s uppﬂmh

e o Rﬁonol QJ?[J (o e et
fn}i Yes [ No

B A SR R O e (@ He N Tw v mE w P i
FAMILY DETAILS affgw T
5. No. Name of Family Member Age [Years) Gender Relation with Applicant
Y HE it & e W A 79 (=) i T & Wa e
T AL AL M 500
) oA E EMLS.M_&L_‘LLW_.
3 AJinkha F KDTITVY?Y % 3 E—

BASIS for REQUESTING ASSISTANGE [Tick whichevar is applicabla)
B e

BPL Card EWS Certificate Ration Card Ay Other
[Attach Card Copy) |Attach Cortificate Copy) [Atach Copy) Basis/Proct
e T S S HE S W T B 3 =it =

“PURPOSE" for REQUESTING ASSISTANCE:
wgmm ¥y el e W e

St No. Medical Reporta/Prescriptions Attached :
F9 HE FemmEEt W wd W v v e W |
. i g / —_—
13 AL - E et (O a4
L3 : a}g]li!]]ﬁ (E_Zendi (aladd .
L=
0 W YT/ PR M Y X4 L pmiE I
\ 4

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
IR W o w1 A wem e s w8 o e

5r. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wH e = wm W A & i newEm TR
Fa
) NG
- | . -




DECLARATION by APPLICANT: ST & S 91

1) | herety confiem (Bal s detalls i this Form dre True 1o the bost of my knewledge. Any falss statement will rander my Application & ongoing assistance, if any,
IIabls P pesjsctiorucimeisiation,

2) | noterminly confiem thot assistance, if recelved fram Koshika Foundaton, wil be used only lor i “purpose’, a5 stated |n thin Form, for which such assistance

was raquisted by me. [

3] | hereby confirm that | have not & will not in future, avai of reimbirssment, in pan o i full, from any cther sourcafemployerinsurenscompany., of the smaint

Tt which thin nssistance s mquested,

T}immtﬁwmﬂﬁﬂﬂﬂmm%mﬂﬂmmﬁ?ﬂ t:-ﬂ:ﬁ!ﬁmwm W | e & 6 S e e W @ e

zJﬂ?mﬂmmnh'mwmﬂﬁ',ﬁvﬂwtﬂt.mmmmﬂm#m&mm.m‘lﬁmﬂ'wmh

1 #wm{.ﬂ:mmlumwriﬂuﬁ111#.mmwmmmmh#rmmmnqﬁmimaﬂﬂﬁmﬂﬁm
¥ AGREEMENT by APPLICANT {sims i wr)

1) By affixing my sigriature or thumb imj <ssion on this Form, | (Applicant) hersby agres & suthorise Koshika Foundation and iT's Trustaes 1

uselpublishipul-upiteproduce my namie, address, pholo & details of the “purpose’, for which such assistance is requestedigranted, through any

medium, including but net limited o verbal, prinl, efectronic, for soliciling donations fur Keshika Foundation andlor dissaminaling Information about It's

activitieslachievemants. Such tise of my photo & detalls can be mads by Keshika Foundation bafare or aftsr iy treatment or fulfilmant of the "purpoge”
for which assistnrics is belng requested.

2} 1 (Applicant) further agreo that any such use of my name, oddoess, photo & detalls of thy “purpoge”, for which such ssshitance is requasted/granted,
will nat alitomatically entiie me for recelving or cantinuing the said assistance. The decision for granting sndiar continuing the assistance will reat solaly
with the Trustees of Keshika Foundation, and thair decisian is this regard will ba final and acceptable (o me

1) WU TS W st W e s, 4 (amies) wredt iy W i s o ol i weiten o w5 el W o e A
i, e lﬁrijfnmwmiﬁh!.ﬁ“ﬁﬁm“mwﬂ,m.mﬁ%ﬂ@‘ﬂhﬁﬁzwﬁﬂtﬁﬁmtﬂmm
ﬂwﬁuwﬂﬁﬁmuﬁwirﬁimmﬁmﬁtmimwwwuﬂim*u’ﬁmmim*ummh
zjﬂ{m:-wmﬂm{m#um,mﬁaﬂthmirhmﬁwﬁnﬂﬂwﬁntgm:mmmwnﬁM|WMﬂ

iy v =il W e i sbe e w)

ANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (memmm g s
By affwing hereunder, signature of aut Aulhorined Signatory, for recommending this case/patient for finsndial assistance from Koshika Froundation, we
{Hazpltal) hareby alMinm & accapt loliowing:
1} that we neithar are prosantly nor will in utlce avail of finencial aelstance fom anather NGO or any oiher source, for the same patienycase, &s we are:
requesting to gel from Koshika Foundation, to the extint thit such assistance is granted by Koshika Foundation. I the requested assistance |s nol granted
by Keshika Foundation, in part ar in 1ull, then the Hosplial reserves [i's right to tmalie up the shartfall from anather NGO or any ather source. This
capflrmation essantially states that the Heapltal will not avail any duplicols assistance for the ssme patlaniicasa from any oiher NGO or any othar source
- 2) The assisance from Koshiks Foundation i5 enly ingncial in nature, The cholea of the treatment/procedurn advisediconductod by fhe Hospita on tha
patlent, Is based on the amangement betwanan the patiant & the Haspial. and |s in na way Infillenced by Koshika Faundation, Honee, the Hospitat will

BsuUNE sole & complata responsiblily of the treatment & It's outcome & safety of the patient, and Koshiks Foundation will have na role or responsiblilty
I e rrmbler

ot s, Wil W) s 3 T W i et R T e gy fewitn o s #, B owe O Frt w8 s 0wl WA B
nnﬁnﬂuﬂmdnfrnﬁniﬁhmhﬁhmﬂﬁmmMammﬂmmmwimmﬂﬂtﬁfttﬂ"mm'
ﬂmmﬁﬂmwvmi“mm'wmigﬁhuh“ﬁﬁmm%m"mmhﬁtmﬁmmﬁwwﬂfwmtmw
ﬁnfr:nﬁtnmr&mmHmmimﬁmmmmhww#mwmiﬁmmﬂKmﬁmmﬁm
e sl dem w Rl e o S FEd
a"mi'ﬂmmm'#Pﬁfﬂm#ﬂﬂhﬁfﬁﬂrilm‘ﬂmmﬁﬂmmﬁﬂmnwﬂqﬁm
w‘:ihwﬁni‘ah"frfmwr.#m”mhm‘rminwﬁimmhmm#ﬂrﬂimw#aﬂmﬁ#mﬂﬁﬁmﬂipﬁﬂma
w1 W e ot = st qfte il we s A S e 1

RECOMMENDED FOR ACCEFTENCE
. s l‘r_..-""""'-r
Date of Surgery b i
e < W . E s e
o OF 3% penr ame, Designation' Stamp of Authorised Signatory
Y- R ~2024 (Name of Dr. & Regn. No, with Stbelp) on behalf of Hospital)
| AL F M 9 gEe T g M 3 T e Sl s
FOR INTERNAL USE of KOSHIKA FOUNDATION  streft awain #q
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

At T |

Y P

s



