L4 -]-3 169

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETAE BE &= Wied (FEmeE T

nwucmn« ™ J nrpucmuu DA

Ja?tLQb?r 21120
HNAME -nl'A.PPLIl:Am’ MiE ‘I'EAHE w-= | sEx fem
s A'h—im Khan +7 M
FATHER'S/SPOUSE -
Tomzea 1 A S H Ot - Mﬁ.ﬁﬂ

PRé

Khika

Pudlding binde of [in

PASTE PHOTO HERE

Poc”

QCC : !
OcCuPATION: B, 1/ e

MARRIED (i) | UNMARRIED (sinten)

TOTAL ANNUAL INCOME ;

FA s M — Jeeee | — (3w HiE HEH)

(Attach Proof of Income)

PAN No. T W Wa

ARE YOU AN INGOME TAX ASSESSEE (Tick whichever Is applicabla]: Yes | No
WO AT 0 5T A (F o= w ea v A W For s o/ W—
FAMILY DETAILS wffam fasmm
5r. No, Namu of Family Member Age (Years) Gendar Relatlon with Applicant
w1 HE i w1 M W () fan ¥ WY T
7 - 1 £ H [
(oY 34_'_;1 SO
m“\ ﬁ [ '31' st
=) L0 Oy 23 [ - O
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicabie)
wer & T T smm
BPL Card EWS Certificate Ration Card
{Astach Card Copy) lAmh Certificate Copy) {Attach Copy) Eﬁ\;ﬂhr:;i
L i 5= =M ot T s i T
(wEr T W W W e {wa T W e wfH e W (WA S ®T wIw A e

“PURPOSE" for REGUESTING ASSISTANCE:

v g T T R W e
Sr. Mo, Medical Reports/Prescriptions Attached
w HE s B Wil W wfeE i we
7 E = I crhyr . P 7
T UROUSY L — o7 Juile fvum:mﬁ;
?i’: el LTINS P
A AT . L_{Ut QTa [r..f
M~ & 1 N ../ [/
] = ilo 4 Tl wih
ASSISTAMCE BEING AVAILED for SAME “pURPOSE" from OTHER SOURCES
T 3hm F g W s wEm el W w8 o e
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
N HE AN F W A # et wwrm wi
[, p]r‘r N —
I\I‘} | B 51 =] = TU(.J#'




DECLARATION by APPLICANT: S=5=% o wvel ¥%:

1) | hereby confitm thet )l delails by this Form am True to the best of my knowledge. Any false statemaont will render my Application 8 ongoing assistance, i any,
Enti for rejectionicancelintion,

21 | sohemndy confirm thal assistonoe, & mmmw willl b used anly for the “purpose”, s stated in this Form, lor which such assistance

was requesisd by ma

51| heretry canfirm thiat | have not & witl not in Suture. avall of reimbiursemient, in part o in il from any other sourcalmmployseinsuranca company. of the amoun)

for which this aesiniznce 4 reguesied

1) 4 wv e o owen 3 Tt o Besog af sl @ s ol aet B oy o R oey s e smen @ S awe P W we §

1§ pe F syew o Suifew st 8 o w ool 3, e ewitn o sk o S T fem s, o v owen o v omm )

3) 4 5 won f B P sews 0w w3 oo f, 5w ofn 3 s w e feen el s e frdimad s @ A fm # sl g o wfs 4 A
AGREEMENT by APPLICANT (sTiew G0 %)

1) By affixing my signatute o thumb improssion on this Form, | {Applicant) herstiy agree & authorise Koshika Foundation and Il's Trustess o
wes/publsh/pul-up/repraduce my name, addregs, pholo & dataits of the "purpose®, for which such assistance Is requesiedigrantad, (hrough any
meadiim, Including bul not Fmited o verhal, prinl, slectronic, lar soliciling donalions for Koshika Foundation andlor disseminating information abiul i1's
sclivibesiachievements. Such use of my phote & details can be mada by Koshika Foundation before or after my treatmert or fulliment of the “purpose”
for which ssislancs 5 being requesied

2) | {Applicant) lurihe! sgree that any such usa of my name, address, pholo & datails of the “purpose”, for which such agsistance is requestedigranted,
will pot Sulomatically enfitie mse for receiving or continuing the sald assistance. The decision for granting andior confinuing the assistunce will rest solaly
with the Trusiees of Kostaa Foundation, and (hair decislon ie this regand will be final and acceptable to me

1) T T W ST W W W W T, (i) seol weein ot g s § i e st aws saniry o sifespr won o T i am,
o, i s W e T v E W R, TR Wi U S, TR, WA S aRaTS W ) e S A @ T sl R s smem

w gafe wrt & e oo S u few o yeme o we ws w8 e “wifion wrrdn” w st s R

2) & (smie) W oW € o { e S0 Tm, o sl fee o T s ekl @ wifede § SR s s 0 wwer 0 o o |

“wife " v o e W fey Wi ol wend

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

HETE ¥ TR T AR W fom

AGREEMENT by HOSPITAL (Wssii8 [0 &)

By affimng hard | sgnature of our Authorsed Signalary for ecommending Ihis case/patient for finantial assistance from Koshika Foundation, we
{Hospital] hersby aifm & soospt foltwing.

1] that wi nedher sie presssSy ncr will in futune avall of financial pssistance from ancitier NGO or any other source, lar the same patlent/tase, s we are
requesting 1o get fram Kossies Fousstation. to the exlent thal such assistance is granted by Koshika Foundation. If the requested assistance |s not granted
by Koshiks Foundabon, bn part o in full then e Hospital reserves U's right to malke up the shoritall from another NGO or any other source., This
confirmation essentisiy sistes =at the Hospital will not avall any duplicats assistance lor the same patient/case from ary other NGO or any other sources
2) The assistance from Koshias Foundation js only financial in nature. The chioice of the ireatment/procedure advisediconducied by the Hospital on the
patlent, s based on the smangemsnt betsssn the patlent & the Hospital, and s In no way influencad by Keshika Faundation, Hence, the Hospital wil

assums soke & complets resporalatty of the reatment & it's outoome & safaty of the patient, and Koshika Foundsation wiil have na role or respansibility
Ity trve mibtisr,

Pt Wi, WA W S ® weaws w Csiew vk @ T a6 et & ood 8, T e (e B w2 w1 oliwn s b

1} = f5 3 W whaE B 3 o sfes & S e e e S w et s s @ T ot F W o A o TR e s s
W il w0 % T | S wiew e oo e g T ) R CSifew et g wm e s 7 v @ few am A s
ft e i woel g w S = T E e RS W wieww e o 1w e e ww o & e s fpdfm e e i 1 &
b wraf He w fel) o e o = S

: Yoitvmm wrEvA R o o e e Fesn v A0 S0 w0 wEEe o G o e Rl Y ST o ol o e

w W W o # s “wifmw wee oo R v W Wi T T ) we e § 0 ® v s sin s e w0 i Raeed T O g
=1 Wit sl Ml w0t ge w St wm s F =hoeni

RECOMMENDED FOR ACCEPTENCE
= % fom degf
Date of Surgery L. Ne-*.a Kagur
U H) A : Iy - _
[4-1F29- i ﬂnmw
wmmv{wm
FOR INTERNAL USE of KOSHIKA FOUNDATION aﬁﬁiuhﬁ $
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=g} T | = A 2

11-04-2024



