o — 0623

FATHER'S/SPOUSE™S NAME -

mem- (-21%-
‘ APPLICATION FORM FOR ASSISTANCE {Healthcare) Kuvshlka
TETAH €Y AEE WrEY hnnd b ol fﬂul‘lﬂ-‘l“ﬂn
e Mlec28]e 212 wrtes i @f — o6 - 23 et
HAME of APPLICANT : r 2Ll m = . m r
e w1 A Bgl hhqa‘,}@, j_% M ’ ?

frmwge w1 a9

R ' PRESEN] RESIDENCE ADDRESS Jwr sra/id ) K
imm_lm:umﬂs_. Kaj —poit Ko _.m
Lﬂaﬁnﬂm.ﬁb.ﬂ.._ﬁ_:a..kﬁqn r.:mem 2 RELY

PERMANENT RESIDENCE ADDRESS - —— ﬁ"‘[ﬁ' oy o f E’P
Jdme ax %Uﬁ.
mmhmu: "E’-ﬂhnﬂtﬂ n‘gﬂmﬁﬁhﬁrﬂ | UNMARRIED (i)
TOTAL ANNUAL INCOME - Amach
Wt wfts A 16 r_..-nnf- (5 1 T )
PAN No. T =T e n
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever 1a applicable): Yes | No
S S R R (A W W I o W B e L

FAMILY DETAILS wiTam e

S No. Hurmv'l'Flmﬂrhmhr m{hm} Gender Relation with Apglicant
ki ™ fisn _l;szﬁmm
I ‘R_ﬂ[hh_gn[.m =i'1 hn i &
BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable]
e W Pl fed s
BPL Card EWS Certificate Card_
{Attach Card Copy) (Attach Certificate Copy) \_ihtiach Copy) ﬂ,mm
wini T W S oo T He WM Wiy T Iy W o
PR (i Wy W W W e (v W W W W e s

“PURPOSE" for REQUESTING ASSISTANCE
wewm ¥ fea m fah W I

&r. No Medical Reporis/Prescriptions Attached
W Hm - semevETe § Wi w1 e i e
L IMIEETTD P & RIE Senile Cajaracy
e %enile  Codoiatd
& TATTIE: ! d ; 7.
ASSISTANCE BEING AVAILED lor SAME "PURPDSE" fram OTHER SOURCES
W TEm ® i W e weew fedt e s W fn omn w
Br. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wH e = v W # o wwrs o
T %) ek Y ISsas N i




DECLARATION by APPLICANT ¥PPE® EW1 Wi T
1) | hereby confirm that all details in this Form are True to the bestof my knowledge. Any laiss statement will render miy Apphcation & ongaing amsastance, i oy,
liabie for ressctonicancellation
2) | sohsmnly confirm thal sssistance. f received from Koshiks Foundation, will be used only for fhe "purpose”. as stated in ffes Form. for which such assistance
iod by

';;rr::{qa:.md;nn;ﬂlmm&nu not in foture. @vail of reimbursement, in pan of 0 full, fram any other sourcademployerinssrance comgany, of the amaount
for whikch this aaaimiance is rodursied
1) & wrvm wow W wE A o b o e ¥ sEm e gl we Booft s ew o e e we bR S w9 ow el
1) & gW W e o Wi e, o oW o b w av ol st o g o fe fen i, @ e d wo 0 b

1) & wfer s  fis form s g e nde o of 8, T ol v s w e fren fesh s Pl werl] 6 7A@ e ool @ afes S A

AGREEMENT by APPLICANT (side® @m w0

1) By affiaing my wgnature or thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundatlon and £'s Trustees 1o X
usslpublishiputupireprotduce my name, sddiess, pholo & detalls of the “purpose”, ot whish such pasislasnca b reguesiodigrantad, through any

medium, incluging bul not limited to verbal, print, plectronic, for soliciting donations for Koshika Foundation andior disseminating information about it's
activitiesiachievemnents. Such use of my photo & detalls can be made by Koshika Foundation before or after my treutment or fulfilment of the "purpose”
for which assistance is being requesied

2) | (Appbcant) luriher agree that any such use of my nama, address, photo & details of the "purpose’, for which such assstance (s requestodigranied,

will nol aulormatically entitle me for receiving of continuing the sald asalstance. Tho dechilon for granting snd/oe confmuing Ihe sssistance will res! solely
with the Trustess of Koshika Foundation, and thair dacizion (8 this regard will ba final and acceptabls to me.

1) ¥ WY W N TR W S w om smer, § (s weh sl 9t gfe e o e wieti s ok i W s e o fiodn o,
am, weA sl @ fearn ga e o it b o wdfee o s, e orenom get wgtvn @ opd nfififad st e o fot Tl o g som
# wfty w4 % firg i § S v ow o O e F e o we @ wet ¥ i Cwife st w s o B

1) A (woirw) e W & wew 4 £ 0 wm, v, v ol e W fe owee § agted @ wfde o8 = e W owee i v oo
“aifyr ™ 1o T =il s Eo s sl e W

APPLICANT'S SIGNATURE OR LEFT THUMB INPRESSION *

s o wToar m s W Tren ; L.{ ‘-r PT

AGREEMENT by HOSPITAL (72ms gm wm)
By affixing hereundar, signabee of our Authonsed Signatory for recommending this caselpatient for financial assistance from Koshika Foundation, we
{Hospliad) herety affirm & accepl following
1) thal we neithar ara presantly nor will in future aveil of finencial assistance from snother NGO or any othar source. for the same pafient/case; as we are
raquesting 1o gel from Koshika Foundation, (o the extent hat such assistance is granted by Koahika Foundation. If the requaested assistance i nol granted
by Koshika Foundation, in part or in full, then the Hospital reseryves i85 ight to make up the shortfall from anothier NGO or amy other source, This
confirmation essontinlly stales that the Hospital will nol avall any duplicale assisiance for the same patientcase from any olher NGO of any olher source.
2] The assistance tram Koshiks Foundaton is only financial in nature. The choice of the treatmentiprocedure advised/conducted by the Hospial on the
patient, s based on the arrangeinenl betwiin the pallent & the Hospilsl, and ls In no way Influenced by Koshiks Foundstion. Hence, the Hospital wil

assume sole & complete responsibility of the eatmeant & it oulcome & safety of the pattent, and Koshika Foundaton will have no role or responsibility
Ip i Pmatlar

wmt wifewa, wenwd St s 2 a8 wifee weria 8 fafes e iy Rreoftn o el §, e oom (wemem) Fre wen 8 e A s W

1) wx fi % winm she 3 o oftre F falim e fars e womd seem w fel s mEe @ e TR | o m oW ok & 3 i ee Y eife Tt
# fireden el v o wa A "wife st on we by fe b owfk “wifee st g wre fieds siffe e dy e o fem e @ o s
st s1= i wewrt ween W feft s e A w0 W sl e e b o e F o s s gl o s Ol 4y Fedt
W s Hew w s s o @ o) S

2 “wifirws wrwsder” @ o of werem whwe ffien wfn o b o e wrae oo o of s o el R sveEeT W e O o e

W dra w fm & ol sifie wastvR " o Tl s W o oo ot b gl e d ol o gee g sl s ae 8 wl el Gl o e
w1 o o Ui F s o @ faemn W o § e

RECOMMENDED FOR ACCEPTENCE
wigh ® fq s
Dats of Surgary Dr MAZ N. KHAN
e MB.B ICO

o-cb-23 Ui B, )

T w AW A T T,
FOR INTERNAL USE of KOSHIKA FOUNDATION i Zwam 7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
| T | il e 2
F KA

09-04-2023



