VAN~ C-23- 6543
APPLICATION FORM FOR ASSISTANCE (Healthcare) K&hlka
e ( ) foundation
o i Vf¢5?3fn32§ mmm’ﬂmmfkﬁferi[ 27 DAding Wi ol W
: 5 ol | sEX ffn
NAME of APPLICANT: |\ ¢ )~ : AGE-YEARS 7§
Spew w AW Kyom 3-40’15*} 62 M
fomwge w1 W - -Bhu"l-l Simdh
PRESENT RESIDEMCE ADDRESS wawm soard T
Eidvamganh; — THAE Hathnad,
(L F g0l
PERMANENT RESIDENCE ADDRESS - #=i sariin W
SATE TUF — AbAve
— | pYy kw’@m;m{m
TOTAL ANNUAL INCOME - {Attach Proof of Income)
T wiis s %lemfr ( Faoy f}}'} (s W o W) A /A
PAN No. TuIf W W -
ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver Is applicable). Yes | No L
Hmmﬁmiﬁmﬂnwﬁwmml WM \
FAMILY DETALS wftam famm
B¢ No. Name of Family Member Years Gander
w1 T wimm % w1 W l;l{m' fn m?m
l- Ahdrapalt, AY | = VYR
2 G 273 A ZA A4%
z — oA i E__Danghde N oh LAl
BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicabie)
wgram & fod fefn sn
BPL
lﬁm“’nﬂ?ﬂﬂ mmcum mm Any Other
il tem & WAy T W wm v e T T s mmﬁlmlm
(v W ¥ e W S W) (uum vy 51w wl e w=) (v v w v W e
“PURPOSE" for REQUESTING ASSISTANCE:
we ¥ fied m el agde
sbroi Medical Reporta/Prescriptions Aftached
Y Hem sremevateE § Wl o wivier gt s
PE - Ca¥aiiard
L E - T oadanart
el -
Sl “"ﬂﬁ%# :{é L STCS T PR
ASSISTANCE BEING AVAILED for SAME PURPOSE" from OTHER SOURCES
v v ¥ ¥ W sen mene fed s w9 fan wa W)
. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥4 _swn =i 4 wm W o of wewn vl
L: JILSUS gﬂm“rfﬁ




DECLARATION by APPLICANT: wits 0 W T
1) | hereby confirm that all detalls in this Form are Trae jo the best of my knowledge. Any false stetement will render my Application & ongolng asststance. i any,
leabin lor rogecion/cancelation

2} | solermely condirm that assistance, # recetved from Koshéka Foundation, will be used only for the “purpose’. as stated in this Form, lor which such assistance
wis reguested by me

31 | hevatry confiem that | reve not & will not in future, avail of reimbursament. in part o in full, from any other source’employedinsurance company, of the amoun)
for which this nasislancs m mguested

1) & v wvm f e we w8 Bt el fewon o we % srme T w w it e few oe e e w90 weeew S W med
1) & g W wew oin e srrstwa” o o om ol &, e Todm T e W) gl & el few e, o wowen s wm d

1) 4 fie wom f iy e e dy o ande o of B o w s w owe fren Nt s el weel @ o o S # ol 3 ) wfee o o
AGREEMENT by APPLICANT ( spies mo 771)

1) By affixing my signature or thumib impression on this Form, | {Applicant) hereby agree & Guthorise Moshike Foundation and it's Trustess 1o
uselpublishipul-upiieproduce my name, sddress, pholo & dotads of the “purpose’; for which such assistance is requestedigranted, Mrough any
medam, including but not limited to verbal, print. electronic, for soliciting donations for Koshika Foundation andlor disseminating information atout it's

aciivites/achbeverments. Such use of my pholo & detals can bo made by Koshika Foundation before or after my trestmont or fulfiiment of the “purpose”
for which assistance s baing requesiod

2) | (Apphicant) further agres that any such use of my name, address, photo & detalls of the “purpose”, for which such assistance |s requestedigranied,
will not automalically antitle me for recalidng of canlinulng the sald assistance. The declsion lor granting and/or continuing he assistance will rest solaly
with the Trustees of Koshika Foundation, and thair decision is this regard will be fingi and accepiatie 1o me.

1) v W W e W s W e, § (swiee) s ey = gfe e f o it eides oy e sind ¢ wl sifen s e dm o,
. wtE ol Py gn v o wifen e g ad, e, wemm gt et @ ot affeied! sl weeferd of feed fed o g e

& wates wel % Pore s 1 Bt v fern 8t g € WA W W W ¥ Ty Wi e T e s

1) & (swvew) W A w1 fF S0 oA, w2 fer 9 e e % Tgied @ wfils # R e aeew W o i o o d

*wifew " v Tes i w1 g s s e e

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
arew oy w e W e

AGREEMENT by HOSPITAL (w¥urms o Sam)
By affiung hereunder, signature of our Authonsed Signatory for recommending this case’patient lor inancial sssistance from Koshiks Foundabon, we
(Hospital) horaby affiim & accept
1] that we neither are presantly nor will in future avail of financlal assisiance from another NGO or any other source, 1or the same putlenticase, as we are
raquesiing lo gel from Koshika Foundation, 1o the extant that such assisiance is granted by Koahika Foundation. If the requasted assistance s not granted
by Kaahiia Foundabion, in piant or in full, then the Hospital reservas i's right 1o make up the shortfall from another NGO of any other soutce. This
confirmation essanBially stales thal tha Hoapital will not avall any duplicate assistance for the same patient/cass from any other NGO or any other source
2) Tha assistance from Koshika Foundation is only financial in nature. The choies of the treatmentiprocedurs advisediconducted by the Hospital on ihe
patiant, is based on the armangemant batwesn the patient & the Hoapital, and i in no way influsnced by Koahika Foundation. Hence, the Hospital will
assuma sola & compiete responsibiity of the teatment & iU's outcome & safety of the patient, and Koshika Foundation will have no role o responsibility
in ihe matinr,
wet i, e W s @ wmAad W sifen st A e aoen oy feedn = el 8, fed we (vee) Fre e @ W v wew e
1) = T o when okt v f ofm F fufim ween ferft A uend e w Mol ars win 9 e i o o om0 o 4 e o Cfe et
# it T % w4 “wifve v o wecig B ook Csife we=mt ov mem finf afeews iy v T e e oF s
fost s wowd wen w et = w4 S 3 W s e e b ow e O we v o # e s Tl e e e i e
e wrwd) v Wl s e Ao el

1. “wifre wrtme® 4 o of sy v fefe wg W b R W e g @ of e @ R T aTefEn W o ad
% wa = fom o “Ee v o T e W oWl b ol v § Al S e g el W W
wit vt s “wifn” ot Wi it w fasholt o e oft et

RECOMMENDED FOR ACCEPTENCE
frha witgfi & forg dhegf

HA YADAV

Date of Surgery
e #) #ia

A¢[os { a3 . § Begn. No wdil Stamp)

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
il v | P 2

= T e

06-04-2023



