DE-C-35-0 — 433

APPLICATION FORM FOR ASSISTANCE (Healthcare) K(%hika
ﬂ ( ! ) foundation

Arnummmm D [ G /05!?_' mﬂ«o{\v;_ 125 Building kisck of e
AGE-YEARS -1 | sEx fom

HAME of APPLICANT -

T W A N@ZMQ 52 F

Fﬁ.THEﬂ SEPOUSE'S A

1 /8®

B v

Gall i Grro }U@lﬁ' fq&q—t :{Lﬁpﬁ% PRE PeST

OCCUPATION - r}.&, g fo b&i2 MARRIED (fenftns)-+ UNMARRIED (i)
TOTAL ANNUAL INCOME - {Attach Proaf of Income)
e Jitw am qﬂﬂﬁa /__, ;J_,g Yo 6“7 ( AT W A )
PAN No. #u 17 He o Eg -
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever 13 appiicable] Yes | No
T S I F W L (A U= W IH Wm0 w5 e S L
FAMILY DETAILS ofteamr Fersrm
Br, No. of Membe
- - }ﬁg J";' =, "SE;E!‘J;" o o oseyhin g
T [ [
S o hd =<y oo i Hirrions
[ m | o~ - £
(X THamza 5 M 1Y)
— by v
P on e = =
(= Wﬁ@y_gg Ol = = A
™ =€ , w%:ﬂm’urs

BASIS for REQUESTING Asmmucs (Tick whichever is applicabis)
e ® e frefr snm

8el. Caid EWS Certificate Ration Card Any Other
lAttach Card Copy) (Attsch Certificate Copy) |Antach Copy) . Basis/Proof
TN TE W 4w 5FY s = 0y A =
(W) e W i e W (s W i s e wh EUURER R R R R R
' “PURPOSE” for REQUESTING ASSISTANCE:
5. Na Medical Reports/Prescriptions Attached
W HE ) semEEtE A Wi w1 i 56 e .,
Fia) 41 ’ rr <L AT E P =4
L AU TE 77, = SCJvitt TGV @l
oL o ALz £ P
e — LJE!VIL. =
S Sauerr 7% Phico+Petot S,
= Y TrLff{ :
ASSISTANCE usm-a AVAILED for SAME "PURPOSE” from GTHER SOURCES
T F ¥ W S wer et s omm R fem o @2
Sr. No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
ER] 3w W = T T
A Z oL g e
{J,J' }%“) SCUD 0 Kr.i' -~




[

\\
DECLARATION by APPLICANT: STEE BRI Wm o:

11| heraby canlfirm that sll detads in this Form are Trug 1 the best of iy knowledgs, Any false statemant will tander my Application & ongoing assistance, I
ligdibe for meoction/cancEiaton

2) | solemnly confinm that sssistance, I recelved from Koshika Foundation, will ba used only for the “purpose”, as stated in this Farm, for which such assistance

wHE fefuested iy me y

3) | horetiy confirm teat | have net & Wil net in fulure, avall of resmiburssmiont, in part or mn full, trom any olfier soorcelemployerinsurance company, of the amaunt

far which this nssistancs is requested

Llﬁ'\l‘rﬂrm(%'Flm#f’{‘l1'rliH"ﬂfﬁm‘ﬁﬂmmrﬂimmﬁnﬂh!ﬁﬂfﬂﬂqﬂwmwﬂmtﬂﬂWMﬁth

1) Wrgm :nmma:ﬁm':‘d’mnmﬁ:ﬁ“.#?ﬁwmi_mmﬂmﬁﬁ#ﬁﬂfﬂfm.iWWﬂﬂﬂWh

,h#‘1‘-‘1!mfﬁrfxnm#ﬁwmﬂmﬁlﬂt.mnﬁmnﬁ:umﬁmﬁmﬂnﬂﬁwﬂmmﬂ:ﬂﬂﬁﬁmi st 3 ot o o

AGREEMENT by APPLICANT (sats: gy %11)

1) By aftiging my skgnature o thumb impression of this Form, | (Applicant) hershy Bgree & authonse Koshika Foundation and s Truslees o

uselpublishipul-uprepraduce my name. address, photn & details of the “purposa”, for which such assistance is requesiedigranted, thraugh any

madium, including but nol imited 1o yertal, grnt, electronic, for soliciting donations fer Koshika Foundation and/or disseminating information about iTs

aciivities/achicsaments. Such use of my photo & detalls can be made by Koshika Foundation before or after my trealmant or tulfilment of the “purpose”

for which Assistance & being regquesied.

2) | (Applicant) further sgres 1hal any such use of my name, address, photo & dataits of the “purpose”. for which such assistance is requested/granted,

will riol automatically entitle me for recedving or eontinuing the sald assiitance. The decision lor granting and/ar cantinuing the sssislance will rersl spialy

with 1he Tristees of Koshika Foundahen, and their dscision |8 thig regard will be final and acceptable to me.

P — e g b R R R R e R R LRl S
i, i ) T v e 4 e, T e v wwd ot weam gt SRt 0 0 el sin v o T @ s
‘1Wrﬁ!mir!ﬁﬁ.“H:r_wﬁlt‘-'ria#mmhﬂnﬂminﬂtﬂﬁﬂiiﬁq'dﬂmm"aﬂmﬁmh

S| 20 & (suEes) grwm @ g e %o am v w1 b fewm @ 5w ¥ TEed W wiea # 9@ T WV W T A9 T T e

it v T e W s i www

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
s W wee w R W e

ik
AGREEMENT by HOSPITAL (wwems 5 i)

By affixing hereunder, Bigniture of oul Authorised Signatary for recommending this casa/patient far financial assistance from Koshika Foundation, we
(Howpital | herelsy atfirm & accept faliowing

1) thist we natther gre prasently nor will In futuss g@all of fmancsl assistance from anather NGO or any othwr source, for the same patisnticase, as we are
requesting to gt from Koshika Foundation, fo the extent thal such assistance |s granied by Koshika Foundation, I tha requested assistance & not granted
by Koshika Foundation, in part of in full, then the Hospital reserves it's right o make up the shortfall from anolher NGO or any ather source. This
canfirmition ssseatially states that the Hospital will it avall any duplicate assistance for the same patient/casa from any ofher NGO or any other spurce.
21 The assigiance frmm Koshika Foundation is only financial in nature. The choice of the trestmentiprocedute advisedioonducted by thie Hospilal on the
patianl. is basad on e arangement between the patient & the Hospital, and is in no way influsnced ty Keshika Foundation. Hance, the Hospital will
assumie sole & complete responsibility of the treatment & IS outcome & safuty of the patient, and ¥oshika Faundation will have no role of respensitility
it thie maitar,

went sian, ERR = mﬂmﬂnﬁm'ﬁﬁmwﬂm*ﬂhﬁnmmmﬂﬂﬂt.mmtmjﬁﬁmﬂmimnﬁh

1) f o2 o v she 3 o whina o fafim s el T s st W ft s T # T e § A @ A o ), W R o e s
i Trwrvie T e A s W g s Eg e b i it wratvE " e T s fy T <6 e § A s
Sl e o T fah e S R e S w1 st i T &) w e e v oam e s Tt e ww il ¥y e
sl sew @ TR S w W AR S

z‘mm:hﬂ'ﬂmﬂfmmqu;i‘g#ﬂmmmﬁﬁmmmﬁm“wﬂmt#mm

ﬁmmmtm."dﬁmw@&"@?ﬂﬁ“
am

.p-ﬁm#ﬁllimmﬁﬂimﬁmdimﬁarﬁnﬂwﬂﬁdnﬂﬂrhujrm

e st iy L PRt o o 8 e
.;"1- Sy I_':" -:"’:'-l"_,".'
b AT o RECOMMENDED FOR ACCEPTENCE
QP Pent ¥E o e % fem
Date of Surgery AT
iR ® wiE ) T
oo
_-J ‘/&/ {Name, Designation & 31
d? J—--'?_ 25 (Name of Dr. & Regn. No. with Stamp) 1alf of Hos
W W AW E e A T A & T O A

FOR INTERNAL USE of KOSHIKA FOUNDATION 3w v £ \
= o
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
R e | S TR 2

! s

b

18-08-2024



