SKRE- C-23- 0s- 0456

Kc%hika
fuundatwn
mmah

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETHAT B FEHET WiEq ( TP S )
Sy 51052410097 [ameroor o5 2ed

KAME af APPLICANT - ml-ﬂ! YEARS STY-T1 | sex fen
::::m My, Mﬂm_&ng:h 60 M

Freegm = 9
SE} STATET S
[ oL .

PERMANENT RESIDENCE ADDRESS © Tuif Sty 5m

SAmF il _akaur

PLGS "°'f>"s.~e
Majﬁ St,]m;f.

(6097

. L(Lbﬂ{ﬂf_ warsen (ffivr) ¢ uNmARRIED (sfRiin)
TOTAL ANNUAL INCOME (Anach Proof of Income)
e it uﬂj 000 (o ww v, MA
PAN Mo, wl w wem T\ H
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever is applicable): Yes [ No
WSy oW o ¥ (0 W w3 W W W s e L
FAMILY DETAILS e forem
8¢, No. Name of Family Member Agw (Years) Gunder Rulation with Applicant
Lalical wftar, % woe W W 39 () A WY
1 N ST ety !
ﬁ‘ ' ) F=d
ia L- n 'J' : g
- St
~ i
; Lo Lid * lancg S
]“} f,g}f as =
BASIS for RECIUESTING ASSISTANCE [Tich whichaver s applicabla)
agram % fimd fasfy smum
BPL Card EWS Cortificate Ratlon Card Any Other
{Aliach Cand Copy) {Attach Certificats Capy) |Attach Copry) BasisProof
nindl tan ® L v W == arn ) wmm v T e e il
(yein w3 = men i s El () T W) o ol wEe {5 W W W e W
“PURPOSE" for REQUESTING ASSISTANCE:
w7 fet R fieeh = g
Sr. Mo Madical Reporte/Proscriptions Afteched
w1 HA f FETEVATRT WA WY T vl e S
] [} ]
Fﬁw?ﬂmi
N S /=Y 3 TR W2 2 B2 o Y m—
_; L] .ﬂ 'Y - . L
E“:UH%EM Kk = SICS (it ;*M]MH
g 2l
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
¥ S5EE W ¢ %6 w9 Femm feet s e A e ommod?
8r. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
T weT 5= TR W W o o s wel

1 T o Sy e




DECLARATION by APPLICANT. SR G e =

1} harsby confirm Ihiat sl dietads in this Form are True (o the best of my knowtedne. Any false siatement will render my Apphcaton & ongoing aesiitgnos, § any,
fimble for repechonicanceliaton,

21 | sobamnly confirm Wl assistance, I received from Koshika Foundation, will be wsed only for (he "purposes”, as stated in this Form, tor which such nssistance
wis requesied by ins

3} | hsreby comilem it | avs rod 8 il not in future, aveil of reimbromement, 0 pait of in hull, from any other sourcelempliyerlinsurance company, ol ihe amomi
for whith this nesisiance is regireted

1) & e of o o o fed ond e foer S0 wreh 8 s m v a8 ot wid e wd was s w3 s foe e w el b

2) %t g o = ol Swifem wiesteat, A oo wmoah b oawe wedn whosh 9 o F B Fem i, o we umn A oo mm by

3) & g won { & fimm warm dg o iy @ ol &, @ ofn w e @ e e el s sntemda wer & 59 i € s o ofes F )
AGREEMENT by APPLICANT (smixs g war)

1) By affimng my signature or thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and ft's Trustees to

uselpubiishiput-upreproducs my mame, sddress, pholo & detills of the “purpose”, for which such assistance & requesiedigrapled, through any

medlurn, ncluding b not limiied (o verbal, print. slecironic, Tor soliciting donations far Koshiks Foundetion andior dikseminating Infarmation about it's

aotivitiesfachievements. Such vae of my pholo & detaits con b made by Koshike Foundation tefors or after my treatment or fulfiment of the “purposs’
for which assistance is being requastod

24 | (Appticant) furhee agree thet any such use of my name, address, phota & dataily of the “purpose”, for which such assistancs i reguesied/granied,
will nat automatically entlte ma lfor recaiving or continuing the said assistance. The decislon lor granting andior conlinuing the sssistanos will rest solaly
with the Trustees of Koshlks Foundation, and feir decision is this regard will b4 final and asoeptable to ma

1) 98 W SR wRE W S W) a8 (i) ol e o o s o o Vel e ot o i T 9 oo w R e
o, Wi st o famon v o e @, 9 Cwilmnt o S, SR, T T IRtr W T ofeelie e e W T el o s e
W yurfr wrd w fiag g b vy fere 8 wre € mod owe e % By s woe w st adi

1) & (sodew) T W we B0 T, o, W ol Fee @ e oo ® TR o wfen | 98w s W wwor W S o owE o
“wilf " uw e cadh w Peole oo oy weasd

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
e F v W R W fmm

0 Seb

AGREEMENT by HOSPITAL (ress oo %11)

Sy affuaing hareunder, signature of our Authansed Signatory for recommanding this case/pationt for financial assistance from Hoshika Foundation, we
|Houpital) herstvy affirm & accept following:

1) that wa neliher ore presently nar will jn uture avail of financis| ossistance from another NGO or sny other source, for the same patient/case, Ba we &s
mequesting ta gel rom Koshika Foundation, 1o the exen) thal such assistance ts granted by Koshta Foundation, If (he requested assistance s nol grantad
by Moshika Foundation, in par or jm Tull, then the Hospstal resences it's night to make Gp e shiotfal from another NGO or any other source. This
confirmation assuqlially states thil the Hosplal will not avail any duplicate asssstante for the same pallenticase from any other NGO or any other source.
2) The assistanee from Koshika Foundation is only financial in noture. Tha chalce of the matmentprocedure advised/conduched by the Hospial on fhae
partianl, s baswd on the srmangument betwean the patient & the Hospllal, and i in moe way influsnced by Koshike Foundation, Hencs, the Hanpitsl will

pzayma sole & complete responalbility of the treatmant & it's outcome & safety of the patient, and Koshike Foundation will have no role or resporisibility
in the mateer

vt sfies, wsmell ® 00§ wET W s wede W fafie s 0 e @) i 8, feoes (v B e S w8 wen W

1) W fim 3 o wism sl 3 W) o f fefirs s el A el wee o T s e @ T Siveee F A0 o @ o 0 e ow e s
% fawfnfed aw w wos d wifme westv® oo ey fe ool S sfow st g wemm fef sreeess s few o & o s
fort v & Feer wWee w el aes sEE 0w 9w s el o b ome e o s oan e # 1S s e o o el iy e
ke st e W el S Ene | ol Shnveeh

2 “wifvw st @ o ot wwom s Al et W b S0 o v g 4 o e ow fet i sTwodEn W o S o v

w e w1 e & ol < wifeen Rt g e wen w0 owi T W &) i e F O s o sl s e W w Tl o o e
# £l sy “wiewT W) = o m el oo 7 9ol

: mcmmmw
] _ i ® )
Date of Surgery i;e Kaur
st o) i ka;icﬂg,mm 32" ADMINISTRATOR
0705202y (Name, CSEgRER AN AR AMBihoRsad signatory
{Name of Dr. & Regn. No. with Stamp) on behall of Hospital)
TN F R % v A TR T WA T Ay s
FOR INTERNAL USE of KOSHIKA FOUNDATION  siTe Zwi 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=7l TR | I T 2

a oA B

o /4

04-03-2024







