; C-24-66-002€

1 APPLICATION FORM FOR ASSISTANCE (Healthcare) KOUS"I.L,Q&
m&'{ﬂf&'ﬂm (TR e Yovadition
NAME of APPLICANT : - AGE-YEARS S1-* | sEx fifn
i Nﬂ‘-.‘;'!_’g 11 M
FATHER SMAPOUSE S NAME -
s W 9m
T

___ PRESENT RESIDENCE ADDRESS

| Precl  feshP

. Faymer—

-
-AHE(MJM{M

TOTAL ANNUAL INCOME (Amach )
HR W 5= ﬂ:"ﬂ_m/—— (smwmwade) NA
pasio, vl i wow N
ARE YOU AN INCOME TAX ASSESSEE (Tick whichewer is applicable): Yo | No
¥ Ty ¥ T (4 == 0 3@ T A W e LR
FAMILY DETAILS witam fissm
5. No. Name of Family Member Age (Years) Gender Rulaton with Applicant
o e it % W aq (wl) S o T T
4 U 0 E I
2 Sakud 974 Il =oh
2 Beita Wiy a
e B 7% ™ U Bop,
BASIS for REQUES TING ASSISTANCE (Tick whichever is applicabie) 2
Al & fod feafa amm
BPL Card EWS Certificate Ration Card Ary O
{Attach Card Copy) {Attach Cartificate Copy) {Attach Copy)
ol % 99w W = ws vl wm Teviem W mmﬁll m"I
(i v o oew i v el (v T o wa ofy e wh (o o wem uf wem Wil

“PURPOSE" for REQUESTING ASSISTANCE:

wrm i R fedl W A
Sr. No. Medical Reports/Prescriptions Attached
wu T FemreEte § il o o e gl dem
F . ;\'LE i "
S & W S 91 (<51 A DA

1LE

':nux'a-r_h:l ]

ASSISTANCE BEING AVAILED for SAME
Ta T W ¥ W s wem fed s | P ma w?

“PURPOSE™ from OTHER SOURCES

MAME of OTHER SOURCE
W W Am

AMOUNT of ASSISTANCE BEING AVAILED
wi T T




T T T T

-

DECLARATION by AFPLICANT: Wime gn W v 1=

1)1 maroby confiern Bat all detals in this Form are True to the best of my knowlsdge. Any lalse statemen! will render my Appleation & angolng assistance, If sy,
linbte for repctionfCancadlation

2} | solermnly confirm that assistance, i received from Koshika Foundation, will be used only for the “memoss”, 05 stated in this Form, for which such assistance
Wil reuested btry e

1) | hereby confiern st | have not & will not in fulure, avail of reimbursement, in par of in full. from any other sourcelemployerfinsurancs company, of the amount
far which this assstance & requesied

1) # stvw w5 g wen @ fedow wl faw S et € s w of et ool st feven o e e mw e | @0 s fo o w el b
1) % gm = m o Csre sEm . dda i me T s e A e i e e e mwsn T by
1) & e wm o fie fan mervm g o ounds o vl &, w0 ofn w0 afow @ W frem il e i el weel @ 7 W e § sl g o wfes o o

AGREEMENT by APPLICANT ( siiew o wat)

1] By affiumg my signature or thumb impression on this Form, | (Applicant) herebry agree & authorss Koshika Foundalion and s Trustees 1o
use/pubishipul-upireproduce my namg, address, pholo & detalls of the “purpose”, lor which such assistance is requesiedigranted, through any
madium, inoluding but not limited to verbal, prinl, slectronic, for soliciting donations for Koshiks Foundalion andior disseminaling information about it's
aciviies/achievements. Such use of my pholo & details can be made by Koshika Foundation before or after my treatment or fulfiimsant of the “purpose”™ ‘

for which assistance (s being requested.

2) | {Applicant) furthar agree that any such use of my name, address, pholo & detsls of the "purposs”, lor which such assistance is rquestedigranted,
will nol sulomatically enfithe me for receiving of contmuing the said assistance. The decision for granting andior continusng the assistance will rest sobaky
with the Trustess of Koshika Foundation, and their decision |s this mgard will be final and acceplable to me

1) T W AT e oA S e e, § (arbew) s wrle W gfe v f o vl i ol sow it ow afege W f e o,
o, wid s Wl T gs v o wifes #, wa S wifee” oes sl o, wenn gt wgtre @ o nfidied si Tosfeed o fert feslt & vem mes
# surftn wrd € fow sl & 20 ovy ow faere O g o m e @ wrd T lfow el el sfege b

1) & (stow) e & v f T A o, o, o ofe e o e e ® ot o ofde & o e T W oo ot s T e
“iv” ey TEE anien w fie s sl e im

mmmmmummm {

AGREEMENT by HOSPITAL (wwss gm w09)

By affiving hersunder, sgnature of our Authorsed Signatory for recommaending this casafpatient for financial 2ssistance from Koshika Foundation, we
({Hospiltal) heraby afirm & accepl following:
1) that we medher e presently nor will in future avail of financial assistance from another NGO or any ofher source, for the same pafient/case, a6 we &l
1o ol from Keshika Foundation, 1o the extent thal such assistance ls granied by Koshika Foundation, If the requesied sseistance & nol granied
by Koshika Foundation. in part or in full, then the Hospitad reserves it's nighl to make up the shorifall from ancther NGO or any other source. This
confirnation essantially stales that the Hospital will not avall any duplicate sssistance of Ihe same patient/case from any other NGO of eny oifer source.
2] Tha assistance from Koshika Foundafion is only financial in nature. The choice of the frestmeni/procedure advised/oonductad by the Hospital on the
patian, is bated on the atrangemant between the palient & the Hoapital. and & in no way influsnced by Koshika Foundation. Hencs, the Hospial will
assums sole & complete responsibility of the meatmant & it's outcomes & safety of the patient, snd Koshiks Foundation will hawe no mile or responsbility |
I i Rl

wwt s, veowl W 5 @ SR W e v @ faim wen v fowin =t = e oe () B ooee E we oy wien wn |
1) W e 7 W i sb v wivm F fafey swrem feddt T el e w el sw wln O v Ol F @ owod o £, e e e S :
# ferifivdh o & wow o “ oifw soedm " o o iy b ool “sifew st go o fel sfcoes $ T 0 few owm § R s
Pt = v sl v o fed e s § w8 W s e e o e o we wn o s s e we e Sl iy fedt
el wom m el SFn W A T e |
2 “wifrwm wrdtm® @ o of myem e e vl ®t b O o e gm 4 o e @ et e W e o o e

® wire o fown & ol “wifre wrestn® g Sl wen W oom 3 b eefel e 0 & e e obe ol wrd o) s fedol a o g
Wl W “wifeT W w0 qfve w fecrgd o F o

FOR ACCEPTENCE
== mct@?u
e doie e r. Mohd. Raméez R i

syt %) wiw M B8 S. M.S. Ophthat Assistant Administrator

| (GmEDesio sty o Keaphak Signatory
f’l,\‘a\Tl h ™ wWM

FOR INTERNAL USEyof KOSHIKA FOUNDATION St 7w ¥

SIGNATURE of TRUSTEE 1 - SIGNATURE of TRUSTEE 2
! | 2 e 2

oon AN

04-03-2024



