APPLICATION FORM FOR ASSISTANCE (Healthcare) shika
WETAAl BY SUHRA WiEY (vameay ) ToEedstlan
APELICATION Mo. : AFPFLICATION DATE : -0y -}_'q Nugig s of oy
-t nfg_g,l_'-r' 1S9 e o)-es
NAME of APPLICANT = AGE-YEARS Wg-o | sex fi
e Prabhall aF E
FATHER'S/SPOUSE’S MAME : :
fmwrms w1 9
e - . PRESENT RESIDENCE AD £ ﬂw_nmﬁm Pgrn Aok
E A WY, BT Ay Sssy -
K T T P Prost— PibP
o PERMANENT RESIDENCE ADDRESS . BT STEIY T
w- ” e _muker u*’n’m:qmulum{m
TOTAL ANNUAL INCOME [Altach Prost of ncome
e sy |- [Fapip) e e ALl
PAN No. Tl wl e 11 = -
ARE YOU AN INCOME TAX {Tick whichever s spplicable) Yeu |
T W s T o € (A 9= 0 30 W o W P e L
FAMILY DETALLS afpa fimmm
Momber Gande Relation with Applicant
::r'#&:i = %mmiimmw Tnml mr NTE W W
O | PenShads &0 A HOCband |
vA Y Haxi SRing A 4} Soh
BASIS for REQUESTING ASSISTANGE [Tick whichaver i appiicable)
apwm % ford el smm
(Abtach Gard Copy) (Attach Conificain Copy) (Aaeh Copy) Braia/Proot
ni tw A oEm . s 3pe o v T HTE RSE? B
(™ T W ww W s {wen e ol e ufl e ) (e vy W W gfh e W
“PURPOSE" for REQUESTING ASSISTANCE:
warem i Fed m fe W e
Sr Mo Medical ReportsiProscriptions Attached
B4 HEmn wegme v ® it W) s gl we
Mot RE — Cewmi[e  (atavalt
[F— _Sem\r  rolavact
) S,.qk}rw! — 1h-  CI7T WUV DwmA
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T % b wr s wrm Pl s e A faw o w7
%0 Mo NAME of OTHER SOURCE AMOUNT of ABSISTANCE BEING AVAILED
w4 T = TR W W il i e T
L




DECLARATION by APPLICANT: Whltw £ g v

1} | heredyy eonfirm =al all detads in this Form are True (o the best of my knowledge. Any false slalement will render my Application & ongoing assistance, I any,
bable for repectiorvcancaliaton,

2} | solemnly confirm that assistance. i recelved from Koshiks Foundation, will be used only for the “pupone”, as stated in tes Form, for wivich such pesstance

Wit risjuestod by me

3} I heredry' confien al | e sol & will not in future, avedl of rembursemant, in pan of in full, from any othes sourcelemployesinsurance company, of e amount

for whleh this assistance & requasied

1) #atew wmw f e = wen & fed R o e S8 aerrh € s o ol W ot o5 fevm o W s e o | @ S0 we Brm W wm e b
2) # g o s ofn s weeeT, @ @ ow oo § e v s stee o g % et e i, o e 4 g0
33 W e e o P e oy e wede W of &, v ofn s afiow w e finen el s wa/ ot welt @ 0 e & oy o e o o

AGREEMENT by APPLICANT (suies g Wit

1] By affng my sgnature of thumb impresséon on ihis Form, | {Applicant) hereby sgree & authorise Koshika Foundafion and it's Trusiees o

L pubilighd pul-upfrepreduce my name, address, pholo & detads of the “purposa”, for which such assistance is requestedigranted, through any
madium, inciuding Bul not limited 1o verbal, prnt, slectronic, for soliciling donations for Koahika Foundalion andior disseminating information aboul i's
actvitles/achisvemaents. Such use of my pholo & detalls can be mads by Koshika Foundation before or afler my inestment or fulfilment of the “purposs”
T which ansktance ks baing reguestod

2} | {Applicant) further agrae Thal any such use of my name, address, photo & detalls of tha “purpose”, for which such assistance is requested/granted,
wili nal sutomatically anditfa me for receiving of confinuing the sakd assistance. The decision lor granting and/or conlinuing the sesisinnce will rest solaly
wilh (he Trustess of Koshika Foundation, and fheir decision is this regard will ba final and acosplable io me.

1) W I W ST e T e W e e A (i) sl e W e s o s wiZtm o ved =i oW se e f s o s,
e, A shr o feern g oven o witfen b i e s, o9, e gl gt o o fiided i seeferd & Bl fael o wae e

% yefte wed o Sy srfien #) ot won e S g o e e o (e o w8 el wfes b

1) & (wwies) oW @ wom { W 0w, o, W ol e W s e ¥ kel @ it & 98w e W vwe T o o

"wifeR " g TeE i w fiole ol skt wersd W
& x

APPLICANT'S SIGNATURE DR LEFT THUMB IMPRESSION :
AGREEMENT by HOSPITAL (=== o0 %71)

sy & Weowt W aid W fem

By affiing hereundar, signature of our Authonsed Signatory lor recommending Inis casaipatient for financial assistance trom Noshika Foundstion, we
{Hosplial) hereby afirm & sccepl laliowing:

1) thit we nefther we presantly nor will in future svail of Briancial assistance from ancther NGO or any olher source, for the same patienticase, as we ane
requesting lo got from Koshiks Foundation, i the exten! thal such assistance s granied by Koshika Foundation, If the requested assistance ks not granted
by Koshiks Feundation, in pan of in full, then the Hospital ressrves i's right fo make up the shortfall from another NGO or &ny other souwrca, This
confirmation esseniially siates that the Hospital will not avall any duplicate assistance for the same patient/case from ary other NGO or any offer source
£) The assistance from Koshia Foundation is only finencial in nsture. The choice of the eaimeni/procedure advised/conducied by (he Hospital on the
partiant, i based on the armngement between (he patiend & the Hospllal and bs in no way Influsnced by Koshika Foundation. Honce, the Hospital will
ossuma sole & complate responsibility of the reatment & it's outcoms & safety of the patient. and Koshiks Foundation will heve no role or responsibiity
In e matie

v s, veed w0 @ SR S s e @ Taiee woem v fewin w1 el ¥, FR s (e e owee 8 wes i we

1) o B 1w ordees sl o ) wfes o fefie s fendt e woell sieee @ Bl sew vl @ wer Dbk o o w o oF £, A B o Seife et
2 fuwfrefes w9 & w4 “wifvm wrdm oo e i T b ol S sifee wtmt oo weee el sfesoen f e R S o § 9 s
forlt s e el sem o s T @ s @ W efiee gdm o bom g me s e s e i T m Sl iy el
b ey vivm m e w= w9 Sy

2 “wiftow wieke” ¥ o of swen wwe fafien ogfn o & AR w0 meee om 9 oo mew @ fed T avevnies W o S e e

% 319 W fom § o “wifne seshe g Gl wnow W T o b oedet veae 4 00 % e e ok s o W w0 T o0 v
ﬂmm-m-amwmm?-ﬁmm.

/ RECOMMENDED FOR ACCEPTENCE
Pl iy ﬁm%m\
Date of Surgery Dr. véﬁf’ﬁamae: Reza o

w9t W wiE WBBS. 1S Opnt ~ Assistant Administrator

,‘ e e Gty Byt 066 150
Qo bt e ALNAR ot

Signatory

FOR INTERNAL USE of KOSHIKA FOUNDATION &=t i 17

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
et v | =t R 2

ol J AT

o /.

04-03-2024



