- ———— = -

NRN-C =~ 22 -0é-e4iY

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kt?s,’llf’{a
: " ( ) foundation
iy d‘ e ] I
e \V[eddfoazs  |mmmor SR e
NAME of APPLICANT : . . Age-YEARS smq-=d | gex fin
HIHTE W AW A’hgi—lﬂ-l j)PU.r . (I -
FATHER'S/'SPOUSE'S MAME . o
e 1 A Her Lal
. PRESENT RESIDENCE ADDRESS e SIMFata Tl
T I P-_IR[3e .
PERMANENT RESIDENCE ADDRESS - 7% E= Ceg 3 5) Ann Su‘n i
Sasme  4h glel < ’]} eV
OCCUPATION .
AT H m}‘HE M a'kﬂ}-t | 1 UNMARRIED | siftrerier)
TOTAL ANNUAL INCOME : {Attach Pragf of lncame)
7 @it o A4 5 o~ CFam 1D (7 = ws w N/
PAN No, Eeid wm e 4
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever (s applicabio]: Yos/ No
S R W W f (W TR W W R R W e e /T "L//
FAMILY DETAILS witam famrim
50 No. Name of Family Member Age (Years) Gender Relation with Applicant
¥R ofm & wre W o T (i) fisfm ® W wEy
l Jaduahf Sung s L5 V%] Hihhond
7 Paomed R, .Y A5
Fam )
3 Sheeld i T ¥ s BT
O 16 AT | M Czinond S 0
g ydendoa = fi%) la) il |
BASIS for REQUESTING ABSISTANGE [Tick whichavar Is spplicabl
oren g W N
B8PL Card EWS Certificats Ration Card Any Other
{Attach Card Copy) [Attach Certificate Copy) |Attnch Copy) Basis/Proot
witd) T % S gEm 0y W= 3w I T Ay w0 !
PR s wprw—p— (7 T # e (VI TY W) W W W SR Y W

"PURPOSE" for REQUESTING ASSISTANCE:
w7 et e e w a

§r. No. Medical Reporis/Prescriptions Attached
LR e § wit # o ofe gt wee
AE— Cabugard
| E-F )
L F il 2] -\'1.
gllrieerty . | PEJ STCS 4+ Tof
4 B o
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
T TV ¥ A W 9 wmm fat o v W e T W)
5. No. NAME ol OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
O - S Em W N e e
1 20N JME"IIL__




was requested by me.
311 harsby confirm tal | have not & will not in fulure, avall of relmbursament, in gar or In ull Iram any other source/amployerinsurance company, of the a
for which this sssisiance & reguasted

Hiﬂmm{hmmtﬂtﬂﬂhﬂiﬂﬁ¢mmﬁﬂhm#MHmmmmiiﬂMMﬂumtn

39 & g A v ofi “wfen st 4w ol b owen avam 3l wiw W O S R few wim, @ s o g o b
1) # 1fe wov { e frw s o kw9 4, TR O W s W e T S ar sirdn el S 38 fa # sbow o ofe o g

AGREEMENT by APPLICANT (siiss 50 %)

1) By alfixing my signaturs or thumb Impression on this Foem, | (Appficant) hereby agree & authorise Koshika Foundation and il's Trustees 1o
use/pubish pul-upireprodwce my name, address, phote & details of the “purpose”, for which such assistance ks requestedigranted, through any
madium, including bul nol imited Lo verbal, print, electronic, for soliciting donations for Koshiks Foundation and/or dissaminaling information aboul s
setivitiesachievemenis. Such use ol my photo & details can be mede by Koshiks Foundation before or afier my treatment ar fuifilment of the “purpose”
for which assistance is being requested.

231 {Applicant) luriher agree that any such use ol my neme, Bddress, photo & dotails of the “purpose”, for which such assistance |8 requested/granted,
will not automatically estile mae for receiving oF continuing the sald assistance. The decision for granting andier continuing the assistance will rest sciely
with Ihe Trusiges ¢f Koshikp Foundation, end thalr decisien is this regard wil be final and accepiable o me

1) TR e w0 s g T s W e e, ) (o) see ot o wom o et et ol ae s w0 sfen e e o,
o w2 s e o v F a3, T SRR e s, T, w8 o il s weefard # e fED 9 T mem

% vt i % f s £ 6 wer W few Sy w el @ W A W ¥ o i wdert v s sfeee &)

2) & (abew) oow @ wwon f f g owm, e, wiE ode fireem o fe e W agted A witde & R v s W e o ey o

" e v =fied w fnde s ht e wm

APPLICANT'S SIGMATLIRE OR LEFT THUMB IMPRESSION |
WRE F T WA W e

AGREEMENT by HOSPITAL (yvsom om =u1)

By alfixing hereunder, signature of our Authorised Signatory for recommaending this casedpatient for finsnciat sssistance from Koshika Foundation, we
{Hospital) hereby affirm & accepl lofiowing:

1) thal wa nesther ase prasendy nos will in future evail of inancial assistence from:enother NGO or any ofhar source. for e sama palient/case. 05 wWe are
requesting 1o gel from Keshika Foundation, io the extent thal such assistance is granied by Koshila Foundabion. If the requested sssistance 18 nol granied
by Koshita Foundstion, in past of in full, then the Hospital resarvas iU's right to make up the shorifall from another NGO or any other source. This
confirmation essentinlly stales thal the Hospltal will nol avall any dupiicate assistance for the same patient/case from any uiher NGO or sny other source
71 The assistance from Koshika Foundation & only Minancial in natura, The choice of the treatmantiprocedure advisediconductsd by Ihe Hospital on the
patient, s based on the arrangement between the patlent & the Hospltal, and is In no way Influsnced by Koshika Foundation Hance, the Hospital will

assume zola & complele responsibility of the treatment & i's cutcoms & safety of the petient, and Koshiks Foundaton will have no rale o responeibility
In i el

vt e, T W s § weddd = e vt | faf e g el @l €, Ped em () B ven @ o w wien e

1) = B 5 & v o 9 @ wivm o Rt s B & el Saim @ TR o ol Tm Sl o R m A @ E, 9 e o e T
2 firsfon o 7% % weu § “wifem st gm we oy W & ol Cwifme et g wee Tt sifesmes i wep T e e @ S e
fiett o o wrwt stem W et s T 6 W @ oW s e e 6w e e o o b e s il e ww it i fed
el Wem W Tl s W d ) S

2 “wifrm wrrvR” B & i e gwe fidr yafr W &) o ow e g 9w wome @ el o amsiew oo O
% afte wi fiown # sl “wifore wmrshe g Pl wen w0 oyl wee O S pe o b s W
W i s T T W e feeh o S e

Dr. SUFYAN DANISH s & fore vt

Dateof Surgery | ]
2 [Name, Designation &'Btamip sl
e[ <6 [ (Name of Or. & Régn. No. with Stamp)
TR W TN 9 T A T T W 7T
FOR INTERNAL USE of KOSHIKA FOUNDATION m‘l@ﬂi{
SIGNATURE of TRUSTEE Y SIGNATURE of TRUSTEE 2
I L | T PR 2

S’ T AE




