VRN - C- 23 ~eM - [{ oY
APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETg By SEEE WEy (TR T )
v V[o423 [ o188 arpucanonoate: 3 Toy 33
NAME of APPLICANT . AGE-YEARS 1-T | sex fem
soles w1 5!‘”'{.{._”_! I =

FATHER S/SPOUSE™S NAME -
=

Aquon Sinag

PRESENT RESIDENCE ADDRESS 57919 3G T

¥

Eharmaud
i

t+

r
-

Lot Hodlwmd, U-P- Ze9a]S

PERMANENT RESIDEMCE ADORESS : D 39mitg o

K&hika

foundation
—————————

Same Uy abGie
:ﬁ:m_y{mm: HW e MM'&’T h_w; UNMARRIED | sfEien)
TOTAL ANNUAL INCOME - m re——
o uivE s So o) (Family’ o vt . A /]

PAN Np. 1= =i e

ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver is
w0 AN AR TR (W W= e v o W e e

Yes [ No
ERE

FAMILY DETAILS witam fqmms

5r. No. Name of Family Member ¥ Gender Relation with Apgilc
#n HEn e qﬁmi?ﬂwm ?ﬁ;;z f&m aﬁ:?qu:‘
I Shi¥tharen Lal £ A H uihatna
D~ Thomn W W Bl IA AT %)
& Raow Shas NS = mma.m
BASIS for REQUESTING ASSES TANCE [Tick whichever s applicable)
weren % fort Pl s
8P Card Cortificate
(Attach Card Copy) (Attach Cerifcarm Copy) g Any ot
Wi Tam W N e e s a7 W Fuvren Wl -
(o T W g i wEe W) (v v = v 5@ e wh (v o wvw W S S .-~

“PURPOSE” for REQUESTING ASSISTANCE:
arm ¥ el m fedt ® oo

§i. No
®O Tl

Medical R

ons Attached

seEEvEier § it ¥ v ol o

RE-

Cadanalf

T

Cateridrt

Y
Jma»e:-g -—(H_E Y XFC8 J Pl

ASSISTANCE BEING AVAILED for SAME

“PURPOSE" from OTHER SOURCES

T T W i W = v e s v ® f o me

NAME of OTHER SOURCE
T W A

AMOUNT of ASSISTANCE BEING AVAILED
| o wgrm o

DETY

Ro0q




DECLARATION by APPLICANT: SIR=s 72 WM ¥e:

1) | bty confinm that ab detals in this Form are True Lo the besd of my knowledge, Any false sistement wil render my Applcation & ongoirg assistance, ff any,
hable for my

2} | solesmnly confirm that assistance. Il recelved from Koshia Foundation, will be used only for the "purpose”, as stated in thes Form, for which such assistance

wias roquoestod by mo

3) 1 iy confirm thiat | Favee nal & will nol in luture, svail of resmbursemant, v part o in bull, from By olher sounce/employerlinsuance company, of the smoun
for wiich this pesistance s requeted

1) & wiwn wvm e omn wen S fed vd ot fee S weed ¥ sy e b ot s e e we o ww e # o 48w fe €t ow we
2) 5t g o e ofe “witee w=tvE”, 0 o o o § oo ave adt wtve o ol o Sl faem weien, o woowen d v oman

1) & ofe won f e fam wwew i e i ¥ uf B o ofn w e w wee B el e wfeieod wee 0 1 o fere # o v @ s o o
AGREEMENT by APPLICANT ( srwow ©m w11)

1} By afioang my signaiure or thumb impression on ihis Fonm, | (Applicant) hemby agres & authoriss Koshiks Foundation and it's Trusiees 1o
use/publshiput-upireproduco my name, addrass, photo & dotails of the “purposa”, for which such assistance is requested/granted, Frough any
medium. meluding but nat limited o varbal, prnl, elkecironic, for solioiting donations for Koshika Foundation andfor disseminating Information aboul ir's

achvitios/nchimvomaents. Such use of my photo & details can be made by Koshika Foundalion before or after my treatment or fulfliment of thie “purpose’
Tor which asslstancs /s baing requested

2) 1 tApptoant) further sgres Bhal any such use of my nams, address, phato & detals of the "purpose”, for which such assutance is requestedigranisd,
will ool aulpmaticaiy entifle me lor receiving or continuing the sald assistance. The decision for granting andior continuing the ansistance will sl solely
with (o Trustess of Hostike Fourkdation, and thelr decision Is this regard will ba finad and sccaptable 1o me.

LY S S e il e e, © (soiew) el sl o) yfte we o o *wifiesr et ol ok et wt e e f 1 dn o,
e, A e W feen o o e B, o) Ceifee uep sl on, wrean gk sxten o et il o wefend % o feel ) v e

# wim Wl % o fw S owmow o 8w § WA w R 0w W T e st W s g b

2) A (aiw) w90 wm, v owa s fraew i e ¥ gt @ wids § S8 s wewr W e o T T E o

“wif” e T =il W tete sifim s weed g

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
s ¥ e w st W feee

AGREEMENT by HOSPITAL (wwms gm W)

By alliking horeundar, signature of sur Autherisod Signatory for rocomimending this caseipatient far fnanclal sssistance from Koshika Foundation, we
{Huospitsl) haretyy affiem & accept following:

1) irat wo noltho! Bte presantly nof will in fulure avill of fnanchl sssiilance from analier NGO or any other source, for the same patienticase, s we are
requesing 1o gel from Kosiika Foundation, fo the extent thal such assistance is granted by Koshika Foundation. If the requesied assistance is nol granied
by Koshika Foundstion, in part of in full, then the Hospital roservies it's right o maka up the shorfall iom anather NGO or any other sourcs. This
confirmation essentmlly states that tha Hospital will nol avall any duplicate ossistance for the same palienticase from any other NGO or any ofhar source.
2} Tho msistance from Koshika Foundetion is only Bnancial in nolure. The cheice of tha beatmenltocedure advised/conducted by the Hospllsl on he
patiEn|, s based on the arargement between the patisnt & the Hospltal, and & In no way influenced by Keshika Foundation. Hence, the Hospital will
4mmmm -;:Il-l compiate responuibiity of the treatment & it's outcome & safiety of the patient, and Koshiks Foundation will have no rols of responsibity
n e maller.

W fewn, yemul o st @ medl w e skt @ e e iy feedte o wd §, Pl v (v e s @ areog sden it

1) 5 3 8@ i sl 3 wivm A fifen wee et & ool e w fed e s S T et F O w A o 4 B oo Cwie s
A ferfefedh om = vy F "Sivs wdmt oo owe iy B R Csie wedmt oo we el sirees 6 T W few w1 @ s
Pt o et e ol s ar @ e # W e e Tam b e F v o § e sl e e SR iy e
& o vom W el e we W o s

L i W RO e W fafen i e oo woees go @ v w R v evesfee W e 0l W
® W W fw e wEEm g el e o 8 mle v 4 )@ g e o
# wht ol "wifimn” wht W wfw w fwsiod oot @ it el

RECOMMENDED FOR ACCEPTENCE
v ® g sl

Date of Surgery
sisiey W wim AV MA
s | i

e

FOR INTERNAL USE of KOSHIKA FOUNDATION  siFafts il iy

SIGNATURE of TRUSTEE { SIGNATURE of TRUSTEE 2
i TR | =] TR 2

Sp—” AT

L

23.09.2022



