VAN -C - 22-of -00 AF

APPLICATION FORM FOR ASSISTANCE (Healthcare) K{Jshi"{a
e B HEEA WEq (P TeTe) foundation

Buiiding blocu of |ike

;r;.qm;:ﬁmmu el ,;.5(111.

e \[e€22[oar ‘
MAME of APPLICANT - 5 ; = AGE-YEARS #IT3- SEX fFm

FATHER SISPOUSE'S MAME :
__PRESENT nsﬂusucz ADDRESS wju[ NI Tl

P' P@p

j fi " g
ff & U K r I. L (-
~ . ©212) S
PERMANENT RESIDENCE ADDRESS - T w '-l%,h
Nadme. A abfid
OCCUPATION :
SrEEd l—al) QLLT iﬂmw 1 UNMARRIED (i)
TOTAL ANNUAL INCOME : . {Attach Prool of Income)
7 s o 2 Lo~ (w1 wa wew)  /\/ /]
PAN No, T8 o FE) k
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yus/ No
37 S WY ST R (W wAm W I W W R ¥/ \/"/
FAMILY DETAILS witam T
Sr No. Kame aof Family Mombar Age (Years) Gender Relation with Applicant
T;Ii"lr#;'l e 75 (mi) fiin s W B wE

IE J""iﬂ*’i\ L.;-Ll_ M 4 = m i !1{.'1

1 ‘fn;!l_ll‘j_dt r.].'_l M 1'; @fj

. o

BABIS for REQUESTING ASSISTANCE (Tick whichever |s applicable)
e W Y S s
BPL Casd EWS Certificaty Ratien Card Any Othor
{Attach Card Copy) {Attach Certificate Copy) {Altach Copy) BasisProol
i T W A T T e ST Ty T I w2 M-
o T R Wi e W (e o) o o e wh (weme W owon o sE S

“PURPOSE™ for REQUESTING ASSISTANCE-
wem &7 e ow Rt W TR,

Wedical Reporis/Prascriptions Attached

& No
w1 e s § W w1 gy qt ey
JdF — Seqy le Catooatd
L E — Sendlf Cadasict :
-.Hu.m?f:ﬂ- -EKHE_"E SICS 4 tel,
ASSISTANCE BEING AVAILED for SAME "PURPOSE” lrom OTHER SOURCES
T Iy ¥ v w o weem fes sen s | ferm o on?
81, No. NAME of OTHER SOURCE AMOUNT of ABSISTANGE BEING AVAILED
Fu HE i . M _ E w wem o
| DS ol E;'.?"b’ff-—




DECLARATION by APPLICANT ST 71 viwm on;

liatle for resection/canceltation.
2) | solemnly canfiim (hat asskstance, i recelved from Koshika Foundation. wil be used only for the "purpose’. s stilled in this Form, for which such o
was requestad by me,
a;mquwm!?:n thal | have not & wil not in fulure, pued of reimbursement, in pad of [0 Jull, from any other souce'smployedinsumnce company, of the
for which this assistance is requested. -
1) & e won f T ye we & fed 79wl fow 40w & s e o W b ofe Wi e v we e o & R wm o vt w Tl
3) g o e ol st wrsiwe”, @ Wl owoof &, e gvdn v o g o fed fem b, W oy ey o wgoom &

1) 4 vie g § 5 P e iy o i 9wl 9w o = ol W wen e el o s e S 3 F e d s W o d

AGREEMENT by APPLICANT (smss o =07

1) 8y affixing my signatine o thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and ITs Trustees (o
uselpublishiput-upiraproduce my nama, address, photo & details of the “purpoen”, for which such assistance is requasiedigrented, thraugh any
madium, including bul not limited ba verbal, prinl, etecironie, for saliclling donations for Koshika Foundalion andfor disseminating infarmation-abaul it's
pctivilies/nchisvements. Such use of my photo & delalis can be made by Keshika Foundalion before or aflar my treatment or fulfiimeni of the “purposa’
for which assistance s being requesied.

21 | (Apphcant) lurher sgran al any such use of my nama, sddraéss, photo & datails of the “purpose”, for which such assisiance is requastedigranied,
will not automaticadly enlifie ma for recedving or conlinuing the sakd assisiance. The decision for granting andior confinuing ihe assistance will rast solaly
wilh Uha Trustees of Koshika Foundation, and their declsion is this regard will ba final and accepiable 1o me.

1) 1 v T s pemer W sR o) um ey, (amiee) el sl 9 gfe wen f o Csifee st ol gl sl © W) afesn wom f et s,
am, e o s feer v S b, T e T R, O, wEE TR TR § g i s Tefend @ B e o T e

W yaite w04 % fo sifes §) 4 e e 9 e W o @ WK 9 w0 # feg il wEet W = st b

13 A (avdes) yuown @ weee o fie o s, s, o obe fieer of e oween # aeted ® wiide # g v wEen e ewe 6w gm e f

“wtfye” wy e afee w fte sl st e o)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AT ¥ FIOAL

AGREEMENT by HOSPITAL (v om wm)

By affiaing herounder, signaturs of our Aulhorised Signatory far recommending this casaipatient for financiol assistance from Koshika Foundation, we
{(Hospitai) hereby affifm & accapl lofowing:

1) that wa nedther pre prasently nod will in future avall of financial essistance from another NGO or sny aiher source, Tor he same patienticase. as we are
requesting 1o get from Koshika Foeundation, 19 the exient thal such assistance |s granted by Koshika Foundation, If the requested assistance is not granted
by Koshiks Faundation, in part or in full, then the Hospitai reserves i's right to maks up the shortfall from snothar NGO or any other sourcs, This
confirmation essentially stetes that the Hospital will nol avall any duplicale assistance for the same palient/cass from any other NGD or any cther source.
Z] Tha asgistance from Koshika Foundation is anly financial in nalure, The chalce of the restment/procedurn advised/conductad by the Hospital on the
patlent, Is based on the arrangament batwoen (he patleat & ihe Hospital, and is In no way Influenced by Koshiks Foundation. Hence, the Hospital will
asyume sole & complels responsibility of the treatment & it's outcomo & safety of the patient, end Koshika Foundation will hawe no mole or resoonsbility

Iy th matler

vt afie, wene W it @ weLDE W e s @ e w i el & e #, Bl e (e Fe T e TR a Een e b

jFEsdvm e difram el dora sl s o d = o IS o 2 & & 5 ot S s
% frefim ey 7m % wayg 4 s wrtm" gu v iy e &) ofe “wife et oo geme fodl sdfes e € =g 0 faen wm | & s
fodt s wowdt sivm m e o R o e o2 W adfeen e T om e e e ow o i s T TR i e
i o wem W BN SRR =R § I8 S

1. “wifren s @ o o ween e fufm wgfn W) b 0w reme oo @ nd W W el R sywusEs W o Oh
% dirw o fieem & sfy *wifems osbm” g Sl v w0 e s b g v d oh S e g oboad o W
=1 F i " = St oftm W fecdnd wa ool F i ed

Dr. SUFYAN DANISH ™ = tox s

Date of Surgery
7“ = A _'_,_ﬂ ﬂl‘. d
[Name, Designation & Sidm) Wed
e3[e6 R f1e of Dr. & Régn. No. with Stamp) offlolg
TR W T W PR T U S
FOR INTERNAL USE of KOSHIKA FOUNDATION  #=it% 9m ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

It TE |




