‘Ce22-0qd- o085

APPLICATION FORM FOR ASSISTANCE (Healthcare) th tka
mh Linite it { bl foundation
APPLICATION No. apPLICATION DATE oY) [0 |2 Iy b, o e
mewm: [V)p722] 0333 st 107 jdom
NAME of APPLICANT AGE-vEARS Wrg-m | sEx fun
e “Hahamani 90 E
FATHER'SSPOUSE™S NAME .
frmgea % Cami Khan
5 PRESENT RESIDENCE ADDRESS HASA MPTHIG 1
jﬂ!l]ﬁg— Toxe Faln 1Pk - l1Zaja OISt —Fiune o© :
L1
Ui ledhm — 2orio | Preep PoSto P
PERMANENT RESIDENCE ADDRESS - 7 - '
A qheue 0333 ﬂrhth|
T — -1
%’*m“‘ “: e kex mnﬁbm;unmzni_m
TOTAL ANNUAL INCOME : = {Attach Prool of Income)
¥ Wi s {8, svo [ ( Family) (s & we wH) NA
PAN No. ad wrm mmn bR = =
ARE YU AN IRCOME TAX ASSESSEE (Tick whichever |s applicable) Yeu (N
¥ 5 g ® 0w £ (W w9 W W we W fem e 11413‘!2
FAMILY DETAILS wftar
S No Name of Family Mambe Age (Yearw) Geno Relation with Applicant
wE nﬂ":!#ﬂgiémmr :m'mla nm" sIhos W wY_ S
1l Saoy Khan [ e Hibe~ |
£ Ty th €3 o S0
P | Huleeaa <3 E Do yhle iale
@ Oakir e m Cha-d Sary
F ]
74S) _HSha [} sl o) Cya-d S
BAGIS for REQUESTING ABSISTANCE (Tick whichevar is appicabie)
e ¥ fo e amam
BPL Card
{Attach Cord Cogy) {mfchw m Eﬂm lm E:H:I Mm nu';
wind T & E WM ™ ¥ | T m aueimn Wil o S
[ gy W e gie s el fwre e wl) wrn o W W) (e ay W ovn ofy sy wh '
“PURPOSE" lor REQUESTING ASSIBTANCE:
wmm ¥y fed i faedt W g
St Mo, Medical Reports/Prescriptions Atteched
o e o atezy & ot o wf el Wl W
J L]
T . == prIa]l
—JF - JolAl SENILE TRIARAC
¢+‘.”_:“.:".i“_‘“
T T
(S LSudeeyy — 7Z- SIS ¥1n]
ASSISTANCE BEING AVAILED for SAME -PURPOSE" from OTHER SOURCES
A TItTe % ¥y W o wm fedd e w9 fm o w?
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
F8 e 57 T W A et w wem o
= HNII]




DECLARATION by APPLICANT: Samw 0 wren w1

1)1 horeby confirm thal sl details in this Form are True 10 the best of my knowiedge. Any iise stalement will rendar my Apgdicaion & ongoing sssistance i any
table for rejection/cancallulion

2) | sobemnly confirm that assstance, If recaived from Kowhika Foundation, will be used only for the “purpose”, a1 sialed in this Form, for which such essistance
wid regquesled by ma

33 1 hareby confirm that | have nol & will ngd in hatue, avail of eimbursement, i part of In full, from any olhar sourceampicyniIREUIMRCE S ey of the amoyund
for which this sssistance s reguestsd
1) & dhem woon e yw uren 2 el nd el oo 96 went ¥ san wea v ol §) ot wi e o wen s e 8 of sy P w8 W weh
13 W pn o ey wfn *wifee wobwe”, | ot ow od §, e o ol et o o o fied few e, of v o o s one

3) ¥ e wim { f Fam wrom i o s o w8, ww ufe w e @ e free el e snfieealn sl A @ few f ol o ft e o ofm
AGREEMENT by APPLICANT { syars gn +91)

1} By affizing my sighature of thumb impregsion on this Form, | (Applicant) hereby agres & suthonss Koshiks Foundation and itU's Trusises o
usapublmhiput-upiroproduce my name, address, pholo & details of the “purpose’, lor which such assistance & reguasted/granted. throogh any
medium, incheding tut sl limded bo verbal, prind, elecironie, for saliclling donations for Koshia Foundation andior dissemingting infonmalics aboul it's
acliviissiachievamanis. Such use of my phota & datals con be made by Koshika Foundation belors or afler my reatrmen| or fulfilmant of the *purposs”
for which gasistence in being requesiod

291 (Applicant] lurthei sgoes Thal any such use of my narme, address, photo & detalls of Lhe "puipoug”, lor which such psslsiance s requasiedigranied
will not autormatically sslilhe ma for moskving or continueng the sond assmtance. The decision for granting sndfor conlinuing the asssiance will rest solely
with the Trusiess of Koshike Foundalion, and their deciion s this regard will b final and accepiable o me

1) g wwy o wred wome w sl o wey vy, @ (oo ) aredt wwofin o e won f o *wifee vtk sl ok sl < wd wefieem wm o e i
wm, wi si o Fevn w v o w8, T “witew " T s, T, e gt gt 3w nieifed s weeiend S T fes o v wem

¥ warE wed W T s & A o ow e 6 e R owE e R S W e el el w e aifem

vy A (s v owm o wyoe f B v o, s, ok sl faer = fowerom o wooed o wids & e s e W e W v R wore @

“wifyr® w7k =l w P affes e wnmely v

APPLICANT'S SIGHATURE OR LEFT THUMB BMMPRESSION |
Ty % wen w = W e

='~. ' - i }"-'J'f".ll..'ul'

. L AGREEMENT by HOSPITAL (wwsm gl %)

By aMiuing hereunder, signature of our Aulhe Tehert Signatory lar recommanding (his casafpation] lor lingncial assisinnes from Koshika Foundalon, wa
[Haspial) heraby affirm & socapt kollowing

1) that wa neither g prasently ror will in futurs svoll of linencial ausisiance trom another RGO of any olher source, lor tho wame palisnl'case, &8 we e
requestng o get from Koshika Foundation, to the extent that such assistance |s granied by Koshika Foundation. i the requested assistance i nol granted
by Koahila Foundation, in part o in fgl, then the Hospital resarves ('8 righl to make op the shortfall from anathor NGO or any olfvir Souce This
confirmalion essentiafy sintes that the Hospital will nol avail any duplicate sssisisnce for the sama pabenticase from any ofher NGO or any offer source
21 The aniistance from Koshiio Foundation s only financial in nature. The cholos of the treatmendprocodure advisodiconductivd by ihe Hospliel on the
patisnt, fs besed on the armangemant betwesn he pafient & the Hosplial, and is in no way influsnced by Koshiks Foundalion Hence, the Hospetal will
sasume s0le & complete esponaibility of the troatmant & iI's oulcome & safety of the patient, and Koshike Foundation will have nd role or responaibiiity
i ine maller

vt sfen, wevel W ai @ webiied ) “wife omrtee 9@ felie s by fewfn oft e § ol en (eemee fes e @ s el we

1) o B 3 o whey s o F ofes o B s Tl o deass T el o w8 e Sl € W ow A o 1, @ e oo Cwitew st
& ey 7e # wav d ‘s vt o e g e bRk Cdfen wetm" oo v Rl svswsE g T 9 e e k& s
furh w= & areft dew w fedt o wEmE A4 e 8 W sfeen grfi e & om ool F e e wm § fe s i ger e dhe By R

v wowsl viom W fendl sy way o o el
1 “wifne TR W o wwe sew flm vl S b w e oo 9 oo e w R e ) T T O e
® e fen &l “wifem sty g fnd wam w i v o gt o O W e g sl s e W) w0 o T o v

o gl ol *“wifwr” o o gt m Frabof e oo o W g \ /__.
RECOMMENDED FOR ACCEPTEMCE

— wiph % fo s CHARAN MASSEY

Date of Surgery Dr, WAF| ANSARI Administrater
on e M8 [W‘."‘Hi} " DLsimT’ s o A
nim, Uasignation tam
? P /?_ ) (Name & Br. R¥ba DM GARILER) W o behall of Hospita g

TR W T W v Y L 1 ™ U W e e st

FOR INTERNAL USE of KOSHIKA FOUNDATION  swafis 37s iy

smmu[& ol TRUSTEE 1 SIGNATURE of TRUSTEE 2
= TR | = w2




