|
Mop. ¢- &;1 ob- |1%o

le

K¥hika

APPLICATION FORM FOR ASSISTANCE | (Heailthcare)
s ¢ ) foundation
APPLICATION No. : LICATION DATE | iy
moves e M|042410232  |[SSEIAEEbe —
NAME of APPLICANT : i ' AGE-YEARS ¥y~
- /-F a {":m 16 3
FATHER SSSPOUSES NAME :

frwges W

E;E-mwl' RESIDENCE AD/ 5:

: ST
= .
(Amame O  QboUP
OCCUPATION :
e Hemﬁmakfﬁt MBRAGED (i) | UNMARRIED (i)
TOTAL ANNUAL INCOME : CF ) {Anach Proof of Income)
i wiw s Shoo . (5T W T T )
PAN No. THF T W3 %
ARE YOU AN INCOME TAX ASSESSEE (Tick whichover Is applicable), | Yes /' No
Y 3N 3 e gA § (A W W I W W A e w /W
FAMILY DETAILS itam faem
8. No. Name of Family Mamber Age (Yoars) Gonder Rulation with Applicant
w5 e LT, e e M 5 (=) Jen TiEE F A =y
A Haig i AR m Pl
z J boam o v o
EASIS for REQUESTING ASSISTANGE (Tick whichaver 15 appicabin]
aerwn W foa el s
BPL Card rd
|.mnm:|r; Copy) lmﬂ'ﬁ%nﬂmw ‘*ﬁgﬂr m
il T & o s e W v T W s Wl e
(g T W T N G W tmmﬂﬁmﬁﬂﬁiﬁ (5= § W I uE e )

“PURPDSE" for REQUESTING ASSISTANCE:
wera ¥y fed g faedlt W ugde:

Medieal Raports/Prescriptions Attached

Sr, Ha.
w5 H| G . _mﬁmﬁiﬁ% - :
1 ?j":‘. 'E‘IE‘  9en a-faya (7
{J J o BB 1 .
'5;1 - @enle ( =iyt
<
. 3, 1
A (DLbLL L 1 T S— T —
7" |
|
ASSISTANCE BEING Tor SAME “PURPOSE" trom OTHER SOURCES
T IR W v e e e e st w8 T w0
5. Ne. MAME of OTHER SOURCE AMODUNT of ASSISTANCE BEING AVAILED
wr weal s Tm W ot s e
r (AY2ra ] = Lt ol AL




DECLARATION by APPLICANT. siFimw g sivem wa; "
111 harety confirm thal w# details in this Form are True (o the tesl of my knowledge. Any false stalement will render my Applicalion & ongoing assistance, if any,
Hable for repectionicanceliation, )

211 salemnly confirm that assstance, || recalved from Koshika Foundation, will be used only for the "purpose”, as slated in this Form, for which such sssistance
WEE requasiod by me.

) | herety confirm St | fave not & will nat i future, aval of reimbursement, i part o in Jull, from any other sourcelemployerinsuranca company, of Sie amount |
for which this assistanci s requosied
1) 8 v wo o T gm wey A fed vl fesr 30 sl o srm we w wl & ot i fevon o W wwe o w8 46 amen P W w e b
3y &t g W e wf *wive TeveT, @ R e od § e owin o whe o o S Rt few i, o mowe d womm

1) 4 gfe ww f e e wme g e b owt o B, o ni w0 saftes @ we e Pl s s s o o o e b oade 3 ofen d o

AGREEMENT by APPLICANT ( smies g W)

1) By affixing my signature or thumb Impressian on this Form, | (Applicant) heraby agree & authorise Koshika Foundalion and il's Trustees 1o
usefpublsh/pul-upireproduce my name, address; photo & detalls of the “purpese”, lor which such assistance is requested/granted, through any
medium, ncluding but not limlted t verbal, prinl, slectronic, lor seliciling donations far Koshika Foundation and/or disseminating infarmation about It's
acivilies/achisvemsnts. Such use of my phots & details can be made by Koshika Foundation bafore or after my treatment of fulfitment of the “purpose”
for which assisiance is Daing requested

211 (Applicant) further agrea thal any such use of my name, address, phato & details of the "purpese”, for which such assistance is requesisd/gmnted,
will it sulomatically entitie me for receiving or continuing the said assistance. The decision for granting andfor continuing the assislance will rest solety
with Ine Trusteen of Koshika Foundation, and their decision s this regard will ba final and acceptable 1o me.

1) v W s veneT w S S u w8 (embew) Sl el o gfe e € o M el ol o el t o afiss v o e dn o,
g, i she Wl T gn wee o @i b ol “wifew” oy s, o, wem el arbe O il s ol & e el d) s s

o wwfn wol o T afan itk v w fen S e o ek wm o 8w W e el el ol sifen

1) A (svdew) ym w8 v of feodn e, et ol e ot i e o g @ wfigy § oo e W v TR e e e

“wifyrn” vy Tud =i feie sffim s arsed v

APPLICANT'S SIGMATURE DR LEFT THUMB IMPRESSION :
EHTE ¥ e w st e fem

AGREEMENT by HOSPITAL (ywsmm gm %u1)
By alfixing hereunder, signature of our Authorised Signatory for recommanding Ihis casalpatient for financial assistance from Koshika Foundation, we
{Hospilal) hereby affirm & accept Roiiowing:
1) that wa nedher are presently nos will in future svail of financial assistance from another NGO or any other source, lor the same patient/case, as we are
requasting Io gat from Koshika Foundation. to the extent Ihal such assistance is granted by Koshia Foundation. [f the requesiod assistance is not grantod
by Roshikn Foundation, in part or in full, thisn the Hospl'al reserves ['s rght to make up the shortfall from another NGO or any other source. This
confirmation asssrdially stales that the Hospitsl will not avoil any duplicato asaistence for (he same patient/cane from any other NGO or any othar source
2) The assistance from Koshiks Foundation & only financial in nature. The choice of the trestmentiprocedure advised/conductad by the Hospltal on the

patiani, is basad on the arangament batwaan the patient & the Hoapital, and is in no way influsnced by Koshike Foundation. Hencs, the Hospital will

aszuma sole & complate respansibility of the treatmant & iU's oulcome & safety of the palient, and Koshika Foundation will have no role or responsiblity
ift thia matlers

vt sifien, et W sl @ SR W) st e @ el s T et @ it sl o (eeme) e e @ v s e wE )

1) we P 1 o by ol o o i o fafire e feed ot e w fed S v @ s el 9 0w A o 4, e e e
 frwftmdiedy 7w & s A s st gn e gy e howfe st st g e et sfrecwm f s fiem e § R s
foslt 3= iy ot sfem w fat e T @ W W e e e & TR 9w wn w b iR s e e aive i fed
ey wtew m Pt wen wmge # ot dmede

2 “witfewn wesstws” @ o of oo sbeer Sl it o BB wemes o o ) e @ Sl e w0 o e

= fa @ fo § o s wrehet oo G wer w W o W el om0 F e g s =t wd o el el o o e
w1 wi ol “wfra” ol w ot v fedoh oo F e

RECOMMENDED FOR ACCEPTENCE
Dr MAZHAR N 150l & fra s

Date of Surgery M8 B.3M.E FICC
v 2 adu Wl s E’“‘U

MJ‘(/ 78911 »
141%11-4' {Name of Dr. & with Stamg)

T W AW gfa= ) W A T e s s

FOR INTERNAL USE of KOSHIKA FOUNDATION  silts 993 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
il o il g 2

(4-03-2024



