VRN -C-22-06-615Y

—__ APPLICATION FORM FOR ASSISTANCE (Healthcare) K%hlka
HETaE BT, AT HIET ¢ ” ) foundation
APPLICATION No. ! APPLICATION DATE e Baibileneg bioch, of B
s T V’Gfi;{lnlgﬂ s Tl [6]eé |32 =
HAME of APPLICANT - - .. AGE-YEARS S19-m | sEx fm
STE W HE S LLJ’.-'aj M LLK'h-{ _5 2 -
HER'S/SPOUSE'S NAME © ,
;u;:.fqm 1 T AM p\ﬂr‘}’}?
PRESENT RESIDENCE ADDRESS AWM 30y T
o Al :32 EH : [-P300Y4%
o RESIDENCE ADDRESS : B2 = T
Same  as ahove
OCCUPATION : ) ]
SR Heme  Mal<en Kw— ) 1 UNMARRIED (frafir)
TOTAL ANNUAL INCOME - 4 ’ = {Attach Prool ol Income)
T WME 30 v (= (Famudy) (7 = wa w) A4
PAN No. T &R WE _
ARE 7OU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes | No
e T R T geom -
FAMILY DETAILS wftan famm
5r. No, Hame of Family Member Ape [Years) Gender Retation with Applicant
¥ e i o e L L T () ST % W Hay
E Hu-ﬁu__iﬂ Elmgh a4 M Hadgnd
S - Teefeondan il A O
L Bakda 30 F 17 gRTcy 7 Lall
"'I.- L Mhant, £ M [ e aAnd D
] S @zabhy . M (2nohAd N
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
g & fad fasfy smm
BPL Card i
{Attach Card Copy) {Mimm*mupﬂ Imé:::i 5?.’;.?::.:1
T T % A ynm U HEY W W T W Y FESre R
{wErm we WY omn i e wl (W™ T W e e W (v T W W A W

“PURPOSE" for REQUESTING ASSISTANCE:
e ¥ e o e w

S No. Medical Reporis/Prescriptions Attached
wH e swmrvehe ®# w w o sfee g e
BE — Cadanact
= Cadarmel :
v T W B O )
Slianeny — ' y TC e
ASSISTANCE BEING AVAILED for SAME "PURPOSE” from OTHER SOURCES
W It ¥ g W A weTem T ary T W P v W)
5. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
F HeE= 5= T w1 T = ™ wemm T
B DECS EM::;I——




DECLARATION by APPLICANT. Siwes Em whes Ti:

1) | haraby confiem thal sl dotalls in this Form ase True (0 the best of my knowlodge. Ay lalse ntatarment will render my Agplication & ongoing
feabla for InERalGn

2) 1 solemaly confirm thal asslstarcs, it tsialved Tram Kootike Foundagen, wil be uned oy for e “purpose”, as stited in this Form, for wiich such
was requested by me

) | herby confiem that | kave nat & will not in fulure. svall of remburEaMANL. In pan of in fisll, from any other sourcelsmployetfinsurance company, of the
for which this assistence & reguested -

13 A e wom f v owew # e wd T S ool @ s we wel ) Bl ad foem w ey e g € 40 ween o ® W owe
23 Wt g 9w ot Wi e, 1S W oot ¥, e T MEn A v, A w e fwm

nigﬁm{tﬁﬂmmﬂmiﬂtﬁi.mwﬂiMmmmﬁmwﬁﬂmmwiq#mtﬂuﬂm:!* .

AGREEMENT by APFLICANT (SI00E §m #1T)

1) By afflxing my signature of thumb impression on this Farm, | {Apglicant) heteby agree & sulhoriae Koshika Foundation and #'s Trustees to
usefpublish/put-upireproduce my name, address, phota & datalls of the *purposs”, for which such assistance i requestedigrantad, rough any
medium, including bul rot limitsd 1o varbal, print, elecironic, for soliciing Sanations for Koshika Foundalion ndfar disseminating Inlermation aboul iU's
sciivilles/achieverents, Such usn of my photo & detalls can be mass by Koshia Foundation before of afear my traatment ar hulfiiment of the “purpose’
for which agsistance i b=my requesied

2) | (Applhcant) lurther agidd that Bry nuch uee of my nama, addroes, phota & detaiis of the "purpose”, for which such assstanca |s requestad/igrantsd,
will not automatically enftitie me for receiving of conlinuing the sald asslstence Tha datision lor granting andior conlinding the sssistance wiil rest solely
with the Trusises of Keahikn Foundation, znd irlr decistan Iy i rogard will ba Tingd and nccaptolve o s,

1) v e N v W s w s e, § () mﬂ—«ﬁrﬁjﬁszw'ﬁﬁmwﬁmaﬂtmﬁqﬁi"ﬁwﬁm{hhm.
u,mﬁﬂximmmﬂﬁmi.ﬁ'ﬂﬁm‘Tﬁwﬂ.ﬂ,uﬁwﬂﬁtmﬁqém:hm#tﬁﬁimw
ﬂmﬂ!ﬁdiﬁnﬂh{lhﬂtmmmﬂﬂiwtmmmﬁmtfm*#mwﬁq'uw w4
nhuin}nmﬂm{hﬁuw.m,m#rﬁmﬂhmniﬁﬂmﬁhtﬁm;mﬁmmmm-mmi

“ i e e soited w Frofe s s el v

APPLICANT'S BIGNATURE OR LEFT THUME IMPRESSION !

AGREEMENT by HOSPITAL [ wesms gra =)

By affoing herounder, signature of our Authorised Signatory for recommandmg 1his casafpatient for financial assistance fram Hoshika Foundaton, we
(Hospital) hereby sffrm & accepl following:
1) that we neither ars presenty not will in future svail of inancial assistance from snofher NGO or any other source, for the same patlent/case. as we ore
requesling 1o ge! from Koshiks Feundation, ko fhe exlent thal such sssistance ls granled by Koshika Foundation, o the requesiod assistance i not granted
by Keshika Foundation, in part of in full, then the Hospital reserves t's night 1o make Lp the shertfall from anather NGO or any othes source, This
confirmation essentialy stotes that the Hoapital will nol avall any duplicate msislance for (o asma patienticass from any other NGO or sny other source
2) Tha assisiance from Koshvka Foundation i only financial in nature, The choice of the ireaimentiprocedure advised/conducted by the Haspital on he
patient, ks basad on (he arrangement bolwesn this patient & the Hoapital, nnd ks in no way Influonced by Koshia Foundation. Honce, the Hospital will
:nm soie & oomplets responsibilily of the treatment & it's oulcome & safety of the patient, s Koehika Foundstion will hove no rale o responsibilily
hee matlied
wit e, wEnwh 9 i B IRl Wt st sTetie T 6 T s iy Tewrion =t = #, F A (veE) fom= vm 2 w= u = S0 b
:}wﬁnﬂ“ﬂnﬁqﬁuﬂﬁf&immhmﬁmmmmmﬁmﬂmﬂﬂﬂwﬂ T &, W% fif e “wie T
A Tefm el o1 o s & o wrene® g o o T ol i vt g s el sl 1 v e fem b W e
el sy wowt Wen m Fe s we @ T & W e e e g e w1 = 1 s TEw iy a ehes iy e
WO Wom W W W W TR e

2 i T @ ) of o Swe A e W 8 oh s v g 4 o e ek g veyfen ® g S g we .sm

% e w1 T § oby * wifom st T e v w w e st i v R 9w g ot il w wl
= it sl “wifem" W vl o m Teeded g w0 =0 A g;s-

Or. SUFYAN DANIS RFCOMMENDED FOR ACCEPTENCE

T

Tt & fora vieufh m\ Adn.infélrau; E
&/

Z (Name, Designation &S
(Nama of Ds.&-Regn. No. with Stamp) on Hospital)
T W T8 T EE A A g s e
FOR INTERNAL USE of KOSHIKA FOUNDATION  S=ifts 2%m 7Y
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= WA | =l TR0 2

Sy’ A




