NA N — -8 =eg — (yof

APPLICATION FORM FOR ASSISTANCE (Healthcare) K%hika
HETAl ¥ AT WS (e dawe) foundation
AFFLIE;;;JN:M.: 1;{5535‘{@'\.” mmg‘grnnmm: fb(ﬁf{gﬁ D b of . _
HAME of APPLICANT - . AGE-YEARS J13-7 | sex fHn
ST W A &}hﬁﬂﬁ?% W aky 5| =
by

FATHER'S/EPOUSE'S MAME ;

ﬁﬂr‘}l’? ‘I—”‘

e w1 AW 4
- .-ﬂf . mmmssmcunnﬂm TR SR T =
&1 " LI Sn ol 2 5
5 e - ‘ fresp  Pextop
ANEE - ATa R ung, A5 [a0a
= PERMANENT RESIDENCE ADDRESS : T SAram T
Sadme al ahBvEe
DCCUPATION ; );?FDE £'S, IH 0 & aaklen WJ ! UNMARRIED (i)

[Attach Proof of Income]

TOTAL ANNUAL INCOME :
{ T4 = TR HeH )

w i A
PAN No. T0T = W

Co il Cramuldd A

ARE YOU AM INCOME TAX ASSESSEE [Tick whichever is applicablal: Yeu | No W
5 3 SR OF e OB (S U= B 20 W wE ¥ T e Ll
FAMILY DETAILS wfiam faamm
Sr. Now Mame of Family Membar Agn [Years) Gender Relation with Applicant
W EE yiER # FRE W W =9 (7) Ml M
= CTamliyd X T iz
X, el Sy [ T
L L al, teli | = ] w-f}j.-ﬁd—en t % Lo
BASIS for REQUESTING ASSISTAMCE (Tich whichaver is applicable)
0 O B L
BPL Card Card
[Attach Card Copy) :AlﬁcEﬁlcl‘;#E::lEnﬂ 12:3:;11 Copy) BT:L%:;!
i TE W AW R T HEq W A T wE ) o W e
(v T W ¥ g (wmn vy € wpm A (wem U= w5 W W A

“PURPOSE" for REQUESTING ASSISTANCE:

wEEm ¥ B T T W oagEe:
St No. Mzdical Reports/Prescripllons Attachad
H HE e @ W S 7 A g dae
A - Cpad o+
TE— Uodasop
= P =
Suna@ny . @ EF- VAre + EMMIT
7 oL et
ABSISTANCE BEING AVAILED for SAME "PURPOSE” from OTHER SOURCES
T TR W ¥ w0 5wy A s wm @ o 6
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
= W S T &1 i wwEE Tt
s A LECT doot] —




DEGLARATION by APPLICANT: =R B WI=1 WW;

1} ) hereby confirm 1nal gl details in this Form are Trua o he best of my knowledge: Any falas siatement will render my Application & ongolng assisiance, If any,
liable for rejsction'canceliation,

] | sntemnly confirm thal assistance; # received from Koshika Foundation, will be used only for the "purpose”, ae stated R this Form, for which such psaisisnce
wEs requested by me

3] | heraty confirm hat | Have not & will mol in fulure, eval of remivorsement, in pa or in ll, rom any other sowcefamployerineuranos sumpany, of the amoun!
far which this assstanns & regussted

1) & e won 7 o wee @ Y T wv oo 4R s & s S e w0 i ol e B o s s oww = A S s Fem o o d
1) % gt = e o CwiTe vt Al e e e T A A g T en S m s o
3) # iw = {5 fam me i e e R I o W w0 wes i TR e snfiiena s 6 9w e el 1 @ e o o)

£GREEMENT by APPLICANT | wies gm wu7)

1) By affixing my signatura or thumb impression on fhis Form, | Applicant) hereby agree & authorise Koshika Foundation and il's Trustees o
usefpublishipUt-up/reproduce my name, address, phate & detalls of the “purpose”, for which such assistance is requesiedigranied, through any
miadium, including Sul nol imited 1o verbal, print, glectronic, for soliciting donatione lor Koshika Foundation and/or dissaminaling information shou 's

activilissiachisvements. Such use ofmy pholo & details can be mads by Keshika Foundation beforo or afier my reatment or lliment of the *purposs’
far which assistanca s being reguastad

2)1 thpplicant) further agrae that any such use of my name, address, photo & deiaits of the *purpoeso’; for which such sasistance i3 requosiedigranted,

wiil not automatically enitle ma lar recesving or eantinuing the s3id sssistante. The declslon for granling sndlor cantiniling the assistance will rest solely
with the Triglees of Koshiks Foundation, and their dacision s this regard will b2 firal and accaptakla o ma

1} ¥ WIR S T W S W OwN T, § (Wes; S weel W) I W U S WE st T e W s w T s
A, wE st feee T owe F wie # w wifee” wee) S, oW, o et et 0 e ofilfied sorestann S e e o mem e

F i = T A R R v e w o S o i weie s s

1) F (oEEw) T W W WeA 41w AW W, W, W s e of fe w5 gt @ wivl & o o e w osee o s v T

“mifyre " g w1 o S ok e E

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -
SRR W EEIT W S

AGREEMENT by HOSPITAL | s=ma gH| T30}
By affiong hereunger, signaturs of our Authonsed Signatory for recommanding this cass/patient for finsncizl assgtance from Koeshiks Foundation, we
fHospital) hersby affim & sccepl following:
1) Ihat we neithar e presently nor will in luturs svall of fingncial assisiance from another NGO or any other source, for (e same paliooticase, 55 we arg
isiuesting o gol from Koshika Foundalion, 1o the extenl Ihal such assisiance & granted by Koshile Foundaton. | the requesied assistance s not granled
by Koshika Foundation, inpart or in full, then the Hospital resarves it's right to meke up the shortfall from another NGO or any other source: This
confirmation assentisly states that the Hospite! witl not avail any duplicate aesigsiance for Ihs same patisnt/ease from any other NGO or any ofther source.
2} The assistance trom Koshika Foundation Is only finsncial in nature, The choice of the restment/procedure advised/conducied by the Hospilal on the
patiEnl, = basad on the srangement between the patient & the Hospilal, and is in no way influunced by Hoskika Foundallon. Hance, the Hosalal will

assume sole & complete respanelhliity of the treatment & it's outcome & safsty of the patient. and Koshika Foundation will havi ne rale o respansibilily
ir1 thiz mattar.

Wt S, w0 e ) S e o fafo ween oy e w o T w0 rame) e wee 3w 9 s s

1 wE T W s afm A B e S5 i onoed v o T s ol @ v i S m A w d 3 o e semt
d fognfofealn 390 & won o “wifee s on wee @ T b o Ywifw weEvE T o e T SR 6 T 0 0w am oA smme
Freft o e wewrt e W Terdt oo e @ meen S a7 s i e 6w g § we ww wm § E swm flk e e v d Rt
e il won o Bt s e G 9 S

2 Wit e R E o we wn ff weh SR O W e o W oW e 9 fE W s W

F dr w faeg ol wifiee wanst o fed wen o o oo = & el v § T S T W ai s TR
) vl st i W W o @ P et d 8 e . 3 ()

COMMENDED FOR ACCEPTENCE st
Dr. SUFYAN DANISH et for accerr Adyzliato |

Date of Surgery | MLB.B.S M3, \ .
AR = A = .
o . Designation ised Signatory
3"‘/"!’5’_{(& L3 {Name of Dr. & Mo, with Stamp) on behalf of Hespital)
TR TN e R R T T TR ey A
FOR INTERNAL USE of KOSHIKA FOUNDATION 3= Tmim
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= wEET | A T 2

vl AT

30-11-2024



