uam- (23 -0 6- oYL

_ APPLICATION FORM FOR ASSISTANCE (Healthcare) ' ](_ghika
et wBTAW ¥y AT G (v JwR) foundation
mmmuu.:M! HG?-{} ]O‘l@‘l mc&ﬂm&A JGG lz 3 Buildling black f [ifs

HAME of APPLICANT :

mewm Oply Chaghan &9 M

AGE-YEARS 57-79 | sex f&fn

FATHER'S/SPOUSE'S NAME -
o g ) ¢ heun
PRESENT RESIDENCE

:hEIMIIW .
ke 8;"\ J

e T

fre-op

—Wﬁ (st -ep

:S” s [ 1 AoV 2

CCCURATION :

TOTAL ANNUAL ME

=1
\ MARWIED (Frafi#et) / UNMARRIED (ffEn)

g {Astach Proof of Income)
w7 Wi Qe o/ - (37 % WS He)
PANNo. =0 W e 00

ARE YOU AN INCOME TAX ASSESSEE (Tick whichevar ks applicable): Yes | No

v A ww w1 gw § (6 = W 3w W o W e e ;Hi’r

FAMILY DETAILS itan foam

Sr. No, Hame of Membar Age (Yeara) Gender Rulation with Applicant
=9 wEm ofrm = I % (7)) Fein ATETE B WY gy
i [ ey Al -(l% < 4 ey e in
74 Mg K {a) E Da u‘gl- 12
BASIS for REQUESTING ASSISTANCE (Tick is appilcable)
wren % ford iy s _
BPL Card l.if
umn:u Copy) mm“m “mﬂml Bﬁmﬁmr
wivd tan % AR v Ty ¥ mm vl wd v = T
(T T S v R s (v 71§ = s st (=M 7 W W W S wh

“PURPOSE" for REQUESTING ASSISTANCE:

v ¥y fed m fieedt w1 gt
81, No. Medical ReportsiPrescriptions Attached
1 WO e @ w0 w0 ik 8 s

!

{TJTWr_PIF‘ Lenile  Codarat]
T

1T = SEnile Cjanart

i
Y

U ROTVEI7 11— ST Ok JVNMM_
i 4 T e | .

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

Hminﬁmmﬂrﬂmﬂlﬁﬂmwﬂ?

&r. Mo, NAME of OTHER SOURGE AMOUNT of ASSISTANCE BEING AVAILED
T W = W W T & mf o o
[+ R o I
I Tl B Al




DECLARATION by APPLICANT: 5% SN WA Wi

1] | hareby confinm el Bl detais in this Form are True 1 the best of my knowledge. Any (aise sisiemant will rantar my Applicaiion & ongoing ossistance, if any,
linkie for refecton/cancellation
2} | solemnly confinm thal essistance, i received from Koshika Foundation, will be uwsed only for the purpose”, an staled in this Form, for which such asstsiance
mw me -
nthymr:rmmnIMnmamwmnm.mlﬂmmmm in part or in full, from any other sourcerempioyerinsurance company. of the amount
for wisich this nssastafce |s requested.
femesmifFmrmmiRinyd iAol onmmedli s T earsm o midtam i dsawdd
3 Wt g W e ofe Yadfon st @ ol wm ool B, weow s el wdve ot o o Bt Taom sl o ga we F e o
1) & e won 5 fas vemm g ur sekn o o 8 30 ofn W afos o e T Sl s dnfrbanain vl 4 9 0 i # ol 3 8 e
AGREEMENT by APPLICANT (5w G0 %a()
1) By aflixing my signature of thumb impression on this Form, | (Applicant) hereby agroe & aulhorise Koshika Foundatlon and Il's Tiustees lo
use/publishipul-up/repraduce my nnme, addross, photo & dotalis of the *purposa”. for which such assialance is requesiodigrantad, through any
medlum, inchiding but nol limited to verbal, print, electronic, for solicéing donations for Koshiks Foundation andfor disseminating Information about i's
betivitea/achiovemonis. Sich use of my photo & dotolls can bie moce by Koshika Foundation before or oftar iny trostment or fuifiimant of the “purpass’
{or which assislance is being requestad

2)1 {Applicant) turther agree (hat any such use of my name, address, pheto & dedalls of the "purpose’, for whigh such assisiance |§ requestedigranted,
will not automatically entille mo for receiving o contihuing the said sxsistance. The docision for granting andlor continuing Ihe sasistance will resl salaly
wilh the Trustaes of Koshika Foundation, and their declsion 8 this regard will be lined and scceplable o me.

1) wR T et weean w ahnd ot wed v, 8 Coobon) areh il fie e o o i st st o smind ¢ wh sty e o i o,
wn, w5 = W fw oW ovn d Sifm f, T s e s, o, wem wt enten o o) oo s efeed o B fel o wem e

# yaim wrd % firg e § 4 o w fer R o © WA w oA S w o Cwiiew vt W S e )

1) R (sRw) W oam W e e o, i of ol fer @) fe omees S Tted A wiin b ool e weres s w9 =) vE e o

st v v safind w Fein sl sbe ww) s

APPLICANT'S SIGNATURE OR LEFT THUMBA IMPRESSION -
SFiTE % Tt = sE W P

. v’\

AGREEMENT by HOSPITAL (wamm gro wm)
By nffing hareunder, signature of our Authorisad Signalory for recommanding this case/pationt Tar Nrancial assialonce Trom Kothika Foundation, wa
(Hospital) hereby affirm & acceq following:
1) that wie nailfer are presently nor will in future aved of financia! assistance from another NGO or any other source, for the samp pationlcase, as we are
requesting ko gl from Keshika Fodndation, o the exent that such essistance s granted by Keshika Foundation If the requested assistance is not granted
by Koshikia Foundation, in part or in full, then the Hospital ressrves if's right to make up the shortfall from snother NGO or any othor souree. This
confirmation essentiaily states thal the Hospital will not mvall any duplicate assistance for the sama patienticase from any aiher NGO or any gihar source
&} The asstitance from Koshika Foundalion is only financial in nature. The choice of e roalmentiprocodure advisod/conducted by e Hospital on 1K
patlent. is based on ths arrangemant batween tha patiant & the Hospital, and is in ne way influsnced by Koshika Foundation, Henoe, the Hospital will

;I;!m inlo & complate respansib|ity of the treaimaent B i's cutcome & salety of the patient, snd Koshike Foundation will have no role or responsiiity
g maiier,

vl sfgn, wrawd S s A el W Cwiinn st W Rl e 6y fewior o a8, fed e () PoE s @ e o sl wn

1) w7 30 wdse ol 3 @ v o it werew fesll e won e @ il o wile @ aw im0t @ ok o 1, 48 B v Cee wet
3 eefmfedy 7= = vy o it ST oo e i e 8 o s s o wom el sifeRas i v W o == A wEEm
forelt 5= e vl v Ml o v W mw o e e e e b ve e o e o e # fie s i gee rse G # e
#r woedl e m Bl o e 8 e s

2w e 6 o o wewn Sww i v 9 b o ER g O o e ow S R SRS W o O T s

o e m fawy & ol “wifem st po e amn W o gee 90 )yl veme o 00 # g woe sl ST W € w0 fesiod O T weme
o pr ol <o ¥ ud e @ fied T o ol

RECOMNENDED FOR ACCEPTENCE
s d e | Dr M z%/m
&\lq) M.B\EE MBTICO ‘

- Fl . MF

0&3 U T W nﬁ;"‘gtgghl }

FOR INTERNAL USE of KOSHIKA FOUNDATION  swafre Fwam

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=t v | _ w2 ’

7 e

14M2r2022



