ol (-2Y-0l - &Y v
APPLICATION FORM FOR ASSISTANCE (Healthcare) N
Hlasithcars), Koshika

HETEM Y STEHE WEy

foundation

o Mlog2a{0220  |RERF ) s
NAME of APPLICANT | ' AGEYEARS W | sex

SR W Rmm ”’ELQ 6.{" -

FATHER'Z/SPOUSE™S NAME :

- Qum ki Iw_lm —

(Wieeq Uy T R 1Y
' PERMANENT RESIDENCE ADDRESS - Lo
{ i
[ LTSS FIL o hoUt
s IQL'!E!T lu}uﬁﬁrm:wm{m
TOTAL ANNUAL INCOME - {Aftach Proot of bncome]
T s S r95{,?'!ﬂ |, (5T ] W T )
PAN No. W W
ARE YOU AN INCOME TAX ASBESSEE [Tich whichever |8 applicable) Yes | No
T WY WU TG Hmﬂmwm’tmﬁm:mﬂl L
FAMILY DETAILS  wifram farmmm
S, No. Narne of Fam mm Age (Years) Gender Relation with Applicant
&5 Ham yftam % 79 (m) e HETE ¥ WY He
K Umch.m_n iy Lo
BASIS for REQUESTING ABSISTANCE (Tick whichever is appiicable)
wEwa & fr s s
8PL Card EWS Cartificate Card Any Other
{Attach Card Copy) {Atisch Certificate Copy) h Copy) BasisiProd!
nife T ® S wm v A W Wl T TR s Wi e
(v = g v e G ot wr e v (s WY v s e W
~PURPOSE" for REQUESTING ASSISTANCE:
wrram #7 fd mi el W oageE:
§r. No Wﬂwmmmmd
w4 T n e # W R ehee el | ¢ X
L T %pe K penle  Codafiy e
L/ g
] P | i i
x [t - chenll? (aiangCy
i r i r I .
A sowite W (T8 Jre widh ?mw 37 W .00 b
0
ASSISTANCE BEING AVAILED for SAME ~PURPOSE" from OTHER SOURCES
T ¥ o w0 e e feat s T ) e e e
ANDUNT of ASSISTANCE BEING AVAILED
13 e 5n e
- "
F PErC P [T Ll




DECLARATION by APPLICANT, SRS 57 Wem W

1alwmmmmmMFwnTmmm bast of my knowledge. Any fales sialement will rendar my Application & ongoing assistance, I any,
abon,
21:mm|-rm1ﬁmm“mum if reecaivesd from Koshila Folundation, will be used only for e “purpose”, as siated in this Farm, for which such assistance
raquesled

;‘ﬁmm-;:m“:ullruunm & will mot In futirte, avall of rembutsemant, in par of in Kil, from any other sourcalemployerfinsurance company, of e
for which thiz asskelance & reguesied

1) 8 i v o S pm unen & fed mR wnd) Soron S sl o s e o it ) ofe i Sere on wers s s s ot 40w froa Wt el
3y # g W) wow o s wrve @ s ow o b, e wein wlt ke o off o B fiem apidm, W owes o wm o d

1) yfe e € fs Prn e i o i s o 9 ofe = s w e e el e Sl e 8 9 A few a3 e 4

AGREEMENT by APPLICANT (st9%% @ %)

1) By affixing my signature of thumb Impression on this Farm, | (Applicent] heraby agres & suthorse Koshiks Foundation and i's Trustees 1o
uneipublshiput-upireproduce my name, address, pholo & detalls of the “purpese”, for which such assistance is requesied/granied, through any
medium, Including but nat limiied 1o verbal, print, slecironle, lor sobelling donations for Koshika Foundation and/or disseminading infarmalion sbout it's
actvillesfachisvamants, Such use of my pholo & detalls con be made by Koshika Foundation bafore or aftar my treatment or fulfiment of the “purpose”
for which assisiance s being requested.

21 {Applieant) lurher agree thal any such use ol my name, address, pholo & details of the “purpose”, for which such assistance & requesled/grantad,
will not sutorstically antitle me for receiving or continuing the said assistance. The decision for granting andfar continuing the assistance will rest solely
wilh tha Trustses of Koshika Foundation, and their declsion is this regasd will ba final and scceptadle 1o me:

L) wm e sy ) sird W) wen ey, (omiben) serh well Wy o f o = wife wisitvm ol wed s < wd sfirg wes of e o
v, WA s fewm o § Wi §, 3@ S o) sml, o, s g g g il s aveied # ot B o s e

W vy wed W T oifemE WO W S T N e W W W N W R W e i Wit e aeE

2) & (swiew) 1w @ wemn o e gu am, wn, wiE b fawe @ fe o % setvd @ il § R T W W weSR T S o

“alfyrs” vom T sl W Pele s st el v

APPLICANT'S SIGHATURE OR LEFT THUMB MMPRESSION ©
TR % TEmR W s W T

(TP

AGREEMENT by HOSPITAL (rwsm oo )
By alfiing hereundsr, signature of our Authotised Signalory for recommending this case/patient for financial assistancs from Koshika Foundation, we
{Hospital) kereby affirm & accept nllowing:
1) thot wis niedther are prasonty nod will in future ovall of financial assistance from another NGO or any olher source, for ihe same pabienlicase, as we are
raguesting o gol om Kashika Foundation, to the extent that such assistance is granted by Kosfika Foundation. If the requested sssistance is nol grantod
by Kouhika Foundation. in part or in full, then the Hosplal reserves I's right bo make up the shorfall from andther NGO or any other source. This
cenfirmation essantially atalm that the Hospétal will not avail any duplicate assistance for the same patlentican from any other NGO or any olher source,
2) The assistance from Koshika Foundation & only financial in nature, The chaice of the restment/procedure advised/conducied by the Hosplial on the
patiant, is based on the amangement betwoan the patient & the Hospital, and is in no way influpnced by Koshile Foundation. Hence, the Hospital will

aszuima $ola & complete responnibllity of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or resporsibility
it the matier

et s, vl ) s @ Smdad % Csivm IR W Ta s i el St w8, fe o ormee) e TER R o a sivee s
1) 5 3w wbs sy v o st o il srem e st s W el s wie @ T i F o w A o £, B e e S wife b
A frfmfeaf 3w % wan § “sifew s go e iy B b oft st s on e el sl s it fow wm # 0 s
ot 3= T W W W Tl S wEE W we oW afeer g e o g F weowm b i e fefe v s i 1 el
e vl wey m B = m A o SEein

2 “wifre wirstm” 0 o wren v il oxf w §Ph W ovmes on ) of v o i vl e W e i o weam

= dtw w1 fwm s aife s o Bl s @ o o o el v d A @ e g s s SR o ol Tl B g
= ¥ s s WS g W faed e § o

RECOMMENDED FOR ACCEFTENCE
. i % fe wefy
mla_ufsurglqr
st @ wim D, MA KHAN
& § f
oot " i %%W

FOR INTERNAL USE of KOSHIKA FOUNDATION  =ifis v iq
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

Lot? &&#

i

04-03-2024



