P — - B——

ELaTt = = EBCGS— sige

*

APPLIGATION FORM FOR ASSISTANCE (Healthcare) thlka
qETaa ¥q e WEy (Fpy dervr) foundation
e MJ0$ s /0037 |mamb3Tes 2y o
NAME af APPLICANT : aosveas syt _ .8}
i Niwest Jahon LY R
FATHER'S/SPOUSES

K

RESIDENCE ADDRESS T

Uian F‘nﬂgub- SFﬁ&E
PERMANENT ADDRESS _ o
,Eciﬂ-u_ = =Y VT
mﬁm' Homae makeon unﬁﬁnﬁu‘um{m
TOTAL ANNUAL INCOME - (4itach Prool of Income)
w7 WiE 5m <o Im_(_r;&.aﬂa ( W/ W W W)
PAN No. Tt Hlia #ia =
ARE YOU AN INCOME TAX ASSESSEE (Tich whichever is applicable; Yes | Ho
w0 A s wt T § (9w g3 ow o w P o/
FAMILY DETALS wiam far
51, No. Hame of Family Membe Age (Years) Crmatar Relation with Apphicant
TN T . ﬁ:ﬂr lmm; 3w (v fiam ® WY
- HAIPT 201 1 Re
=) : <o
o] IR 759 v, 9,
LT
BASIS for REQUESTING ASSISTANCE (Tick whichever 5 appiicable)
merew % i fesfa s
BPL Card EWS Cartificats Retion Card
(ARsch Card Copy) (Attsch Cetiicats Gopy) (Asch Capy) Mrﬂll:“
witdt o F 9 oy ey 3 Wi g ™ TyviEn W P
(v T W o 9f e Wl (W W W o W w (W T W W T s w0
“PURPOSE" for REQUESTING ASSISTANCE
w3 B0 v Tt agee:
Sr. Mo Mcdlcpuhl?mnﬂuﬁ_lm
Fu e ~ D " sempR s | Wi § oo v e e
DTS [ % S = S PV
2 44,- Az a5 =P,V & —
Il < m - y E
_dipmuf O V& /BT £ 2 N {27 % fm_amﬁ
- i | b ¥
77 :
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W T & ¥ W w= W e s e @ e o W
Br. Mo NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVALED
il 5= T W : oft of werem o
DRI Lopul
{




- g5 L

DECLARATION by APPLICANT: W& T Wil %:

'
mmmm-mmmmmnmmﬂmmwwmymmnmmwlmm if any,

:11Mpmmmnmmmmmmwuumwumm a3 alated in this Form. for which soch nssistancs
wirs requesied by me.

3} | reareby confim Bl | have nol & will not (n future, aval of rembursament, in pan o in full, from sy other scurce/amployedinsurance company, ol the amount
for which thin sssistance & requesied J

1) 4 wem w0 w wE F ot g e fewm 3w € s ws w a0 ool S e o e e we w € R O e e ot W weh
2) %t gm % weraw ofn ~wifw wwseE s, @ @ ow ol ¥ Few g T aten o il o fed fem wi, o oo o o
1) # g wom f e fom worem g w0 oo @ o & o oW hlmﬂwﬂmm“iitihi#!i wivs & dm

A GREEMENT by APPLICANT sy o 1)
1) By afaing my snsture of thumb Impression on this Form. | (Apolicant) heteby agres’A sulhorise Keshiks Foundation and ('s Trustees 1o®
usaipiblah/pul-upirepiodiucs my fame, sddress, pholo & detalls of the *purpose”, lor which such sssistance & requasiad/granied, through sny
miadium. incleding bul not limiled to verbal, prinl. slectronic, for soficiting donations for Koshika Foundation andior disseminating information about iU's

pctvitiesachayamants. Such use of my photo & details can be made by Koshika Foundation bafore or after my treatmant or fuifilment of the “purpose”
for which assmstance s baing requestad.

211 (pplicant) further sgren hal any such uss of my name, address, pholo & detsds of the “purpose”. lor which such sssisiance & requestsd/grantod,

will nol sulomatica®y entitie me for receiving or continuing the sald assistance. mwmmm:mmnmnmm
wilth the Trustess of Koshikn Foundalion. and their decksion s this regard will be final and scoeptatie i me.

1) ¥R W st wemer @ s wh s vy, (ombew) seelt wenfle o gfe wow f o “ifs ait o wee i < W st s o e 0 T,
e i sl W few ym o A v § T Swien” T e, o, wee (et Tgtee 9w el s Tesfe € ot feek o e e

 vefer Wiy five fe &1 3 ver = o B we ¥ o @ o # w S fiw e s @ e

2) 4 (wims) oo @ weee o 6 d0 99, W o few @ B owem o sgoed @ ofde ¢ o e e W v W T W owae |

"™ g o ofied Pl o shr weeed ¥im)

APPLICANT'S SIGHATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (muwems gr wim)
By alfing hetaundar, ssgnature of our Aulhenned Signatory for recommanding this cise/patsent for financial ssgstance fram Koshike Foundation, we
{Hospital] hereby affirm & acoepd following:
1) thal wer nedthar sre poesently nor will in fulure avail of financial assistance from another NGO or any other sowrce, Tor [He same palent/case, &s we aro
requesting o gel from Keshiks Foundaton, 1 the extent that such assistance |$ granted by Koshika Foundation. If [he requesied assistance is nol granted
by Koshika Foundalion, in part ar in full, then the Hospital reserves it's fght to make up the shortiall from another NGO or any other pourcs. This
confirmation essentially states thal the Hospeal will not avail any duplicate assistance for the same patient/case from any ofher NGO or any ofher source.
2] The ausistance from Roshika Foundation is only finencial in nature. The chaios af the fmatmentiprocedure advised/conductied by the Hospilal on the
patiant. ks basad on (he arrangament betwaen tha patient & tha Hospital, and s In no WHM:MHM,MWN

peat

assurne sole & complele responeibility of the trostrmant & ' ouicome & sately of the and Koshikn Foundation will have no rols or responsibliity
in e maltter

wet e, weerwt 90 s 8w W e st o Befen sy Tt o i # el v Crmeme) P en @ owsr w slleer wed
1o e m i s 1@ ofes o el sen fied A o sfoam @ el sen wmi T Sl A w A o B o v
# il To & w3 wifee Wt " o W i B it e wetve” pn wemn fef sifrsoeee By g W few we & o seome
falt = v wrlt st w felt e wmees o wwom o4 w0 sfess yyen e b e g 4 e e s € e e il gox e dritet g el
& et wem o falt o= e A T S

1 Wi T ® W e e S o W R W reem on 9 o e w e W T W T O o e

% aw W faen & sl “wifre wrade ™ g felt v W W ga o ) veiend e o Ot o pee woe ol el owd W il Taestoll R w0 weEm
o R st w wi gfiee w faedt yo s wf el

RECOMMENDED FOR ACCEPTENGE
Bk B
Date of Surgery Dr &t~
e & it Dr. A :
ps|oS| Y% | (Name of Dr/4 R =
TRIw TN e
FOR INTERNAL USE of KOSHIKA FOUNDATION  riit® 3wim 7
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
= Y | [ T 2

g’ fA T

30-11-2022




