C-2%- [(-Se(g

—

APPLICATION FORM FOR ASSISTANCE
HEGE B HEIA AEY

(Healthcare)
{ T EE )

K¥hika

foundation

Buileing bisck ol fife.

AFPL}EATIGHTF 12 2¢_

s ve D[ p2g- 1;954 .
AGE-YEARS 5Tg-=d | sex fem

HAME II‘IAFFLIG.HNT ﬂ% gp g‘?_

AT
" Modd
FATHER' SISPOUSE'S NAME
PRESENT RESIDENCE ADDRESS iy wmapEm m
250 Gnally SalioGhy SHhan  Kplha

frlwee = 9w
H-1T0-
Pand, el 7Y 274 dﬂ'ﬂﬂfu-
PERMANENT RESIDENCE ADDRESS : ¥q1f STaTHIa. S

CCIR AN MARRIED (P} UNMARRIED (srfien)
TOTAL muum. mcoua {Attach Proof of Income)
wr @"bn@gf — (19 o e W)
PAN Mo, 7278 T3 -
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicabile): Yeu [ No
LR R e R ER R R el #
FAMILY DETAILS wfrap faamn
Sr. No, Name of Family Member Age (Years) Gender Relation with Applicant
w9 wE AR F TR WA 9 (&) fan AETE W HG
/T , R, = ;1\ A
(O 1V Iyh o E raEyY:
B~ L ¢ —— = o
Iz 2= 7 >0

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)

wee & ford fafa smam
BPL Card EWS Certificats Ration Card Any Other
{Attach Cerd Copy) {Attach Cortificate Copy) {Atiach Copy) BasisiProof
i e Sre v Oy e s = g Ay Fusita FE s

R S W Emm ah wE S5t L T W E e HE W (W T W E WA He Wl

“PURPOSE" for REQUESTING ASSISTANCE:

wErgm #q feg m e W e
Sr, No. Medical Reporis/Prescriptions Altached
wW T SEmaE e B W H M i e A
A N Y /T Tl
(L7 g!gg [V <L L /ﬁféé_fcw
I Crevlr F 2l P |
L — DL WVILE l_,(__l_Tf'J ]
Ve T Al L7 I ST ;
IE" Mﬂ%*ﬂ' ME- Sl [ FCIOL GV pl
g ’ ; ~
ASSISTANCE BEING AVAILED for SAME ~PURPOSE" from OTHER SOURCES
T IRV % Y W & grm Ree s mm | e o @2
Sr. No, NAME of OTHER S5OURCE AMOUNT of ASSISTANCE BEING AVAILED
il e L =it 1w i
f \nN//z7 <) /
CTorts X GE]




2} | solamnly mmm,smmmrmn. will be umed orily fof the “purpose”, &3 stated In this Farm, tor which such ass
Wi requessied ty me,

3] 1 hersby confirm (Hat | Fave rot & sl nes o foaare @vas of resmibursameant, in par or in Tl Immvmhermumufnmnluﬂrfn‘mwmmmmy. af the &
for which This assstunce j5 requesing

AGREEMENT by APPLICANT (s on o)

11 By affixing my, sigesture 6r thms impre<sion on this Farm, | (Applicant) hireby agree & aulhorise Koshika Foundation and i's Truslaos 1o
wssipublish|pul-up/raproducs my name, address. phole & details of (he “purpase’, for which such asistance |s requeated/granted, through any
medum, fncluiding but not limmted 1o verbst PHAL electronle, for soliciling donations for Koshika Founidation andigr disssminating information about it's
sctivitiesiachwovomenis Such use of My pholo & details can be made by Koshiks Foundation belare or afier iy treatmient or fulfiiment of the “purpose”
for which assmstance iy baving reguestod

211 (Applivant) further agres fhat Ny sueh use of my name. address, photo & detads of tho "purpase”. for which such assistance 15 requestedigranied,
A ol sulcmaticalty entitle me for receiving or sontinuing the said assistance. The decision for granting ahdior cohtinuing the assistance will rest soiely
= e Trustoes of Koshda Foundalian, and (hair decisian is (s regard will ba fiv) anel ancaptinble to me

T W I A T AR ue e ﬁiiﬂﬁﬁ}MWﬁﬂﬁm{ﬁ‘iﬁmmmmw*ﬁWMtﬁﬂﬁm.
= rzu';wfmwmmﬂq‘rhnl.xﬂ'ﬁhm“m_m_mmmqﬁmﬂﬁwmmﬁuﬁimhﬁ!ﬁmm

21 & (e mqﬂm{ﬂﬂnm,mw‘m‘“ahmiif-miwsnﬁuhﬁm:mmmwﬁmnmmﬂ

AFFLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -
SETE ¥ AR W S W P

LiTFI

A
AGREEMENT by HOSPITAL | e T W)

By affnng hersunmsr, signature of our Authinised Signatory for recommernding Ihis case/putsil lor financial assistance fram Koshika Foundsiion, we
[(Haspital) hersby affitm & accept following,

1) nat we nieiiner ame prese ntly. nat will in futire avail ol financial assistanie from srother NGO or any olher source, for the same patient/case, 65 we are
Egussting o gel from Kashika Foun N, o the edent ihat such assistance ig graniad by Koshika Foundation. If the requestad assistance s not grantag
oy Koshika Foundation, in part or in full, then the Haspltal reserves Vs right o make up the shortfall from another NGO or any other source Thts
sanlirmation essentially etates that (ha Haopital will not avall iiny duplicate assistance for ihe sams patientizase from any other NGO or any other sourcs.
) The assistance from Keshika Foundation s only firancial in natlito. The choice of e tremtmantprocedure advised/conducind by Ihe Hospital on the
PEUENT, 15 based on the srangenmsnt between the petkant & tha Hospital, and s in no way influsnced by Koshika Faundation Hence: tha Hospital will
Fssuma soie & complata responsibility of the treatment & its gutcome & safety of the patient. and Koshika Foundation will have no roje ar responsibility

m the mater

:w&aﬁnﬁ_mﬂﬁwﬂmﬁk“ﬁﬁmm*ﬂmwmfﬂmﬂmi.&dn{mxﬁmmﬁw-mnﬂtl

HH#?W#HTmFﬁ#mmﬁm#mmwmhnﬁﬂmmmihmmmm#ﬂmmm
Gl R S —

l‘mmn'ﬁﬁwmmmqﬁﬁhﬁﬂwmﬂmﬁm s W e w9 i o e
ﬂiﬁmﬁntm“mm"mwmnﬁmﬁtrmﬂmﬁﬁimmmmmﬁmﬁmﬁﬁwm
qﬁﬂﬁ!ﬁr“hﬁm'ﬂﬁﬁmwm“mﬂwﬂm:

RECOMMENDED FOR ACCEPTENCE
e S & fo g

Date of Surgery =T
Sﬁﬁfﬁﬁ?ﬂﬂﬁ 11 B8 =Tl 0 1 1 §or &ye 4]
[Namg Designati &Ehmdﬁuﬁm&nmm
1 \" ]2 ‘zm-—- Communitly O _ ﬂwq]‘- -:11
L AR W re i e
NDATION  &=f® 3uam 7q
e ]
SIGNATURE of TRUSTEE 1 ’ = ~=* o SIGNATURE of TRUSTEE 2

T |

7 TAE

-/

18-08-2024



