NAN-C- 23-6f- 6038

APPLICATION FORM FOR ASSISTANCE (Healthcare) KOShi.kﬂ
APPLICATC ¥ i ) foundation
liﬂ#-:h- '1//5523,-:‘_‘5‘1'6 WMTE:G&fao'f‘;S By bock o by
APPLICANT : . . AGE-YEARS ¥5-w1 | gEx fofn
e Bhai{ JEvy ;_;5"1 =
#mqwmwli\m: -J_ﬂ-'i Pw(()‘;f?d -
' i HM e

ﬁﬂﬁmk

Peishp

NT RESIDENGE ADDRESS 72y st ]

AT Oy ahaveE

OCCUPATION : - Home Maken M:m[ﬁh}
TOTAL ANNUAL INCOME : ¥ [Attach of Income)
W wits s YR OUD f—  (Faomdy)  Tamw e s A
PAN Mo, Ta1f W we
Hm::uﬂﬂlﬂ [iﬂﬂ!ﬂﬁﬂﬁl;!!ﬂl v TIT::I | /f—
FAMILY DETAILS imm faam
¢ No. Name of Family Member Age (Years) Gender Relalion with Apgiicant
= o % weed %) =) fitn 2P % S v
T Auadh L hang "7!37 e Hugdame
A I T R L o
4 GEITL] Iz = aw

or REQUESTING ABSISTANCE [Tick whichevar Is appiicable)
wym % i fef s
G ¢ EWS Certificate Ration Card e
(Attach Card Copy} (Attach Certiicate Copy) {Attach Copy) ol
it # A ovam ww g v i wnk """‘H'
(v v W e o we (vam 7% ¥ ww o W= BRI E R m— LSl LR
“PURPOSE" for REQUESTING ASSISTANCE:
v ft é fiedt W e
8¢ No. Wedcdl Reperarest -
¥ W SEmEER # Wi %) v wi e s
EE - Cotanant
LE — Calanalt
L L {i_}‘ 73
VR — !
'ﬂ%@} LM‘"
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
S T % ¥ W e wv o we A e
e, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
WU T 0 Wy W = vl e ol

- Lt Foae]—




DECLARATION by APPLICANT. Wriew: g wive 7s:
11| hrty confirm trat all detals in this Form are True 1o the best of my knowledge. Any false staterment will render my Application & ongoing sssistance, If any
|iontslay e P jesetiorycnnculation

2 | sabsmnly confirm that sssistance, # recerved from Koshika Foundation will be used only for the “purpote”. as stated in this Form, lor which such assistance
wns mequesing by me

3} | hereby confim that | haes rot & will not in biure, avail of reimbursement, in part o i b, from: any other sourcaliemployerinsurancs company, of the amount
for which thia pssistanco in roguentod

uiﬁwmiﬁmm:tktnﬁfnm#&Miwwmqﬁmhﬁtﬁmﬁmmnwiiiﬁmhﬂumta
1} g W e o e et 0 @ woof § e v ad wdve W) i o Sl few i, @ @ e o oo b
§) A g wom ¢ i P v by o ai o T #, 70 ofn W e m e S Tt s a Prddan ekt o o e by f s o o

AGREEMENT by APPLICANT (3w ma wat)

1} By afficng my signature or thumb impressian on this Form, | (Applicant) herety agree & authorise Koshika Foundation and it's Trustees o

use publshipul-upireproduce my name, Bddiess. photo & detads of the “purpose’, lor which such assistance is requested/granted, through any
medeith, mcluding but not imited 1o verbal, print, electronic, for soficiling donations for Keshika Foundation and/or disseminating information about it's
acihitiesachisvements. Such use of my photo A detalls can be made by Koshika Foundation bafore or afer my (reatment or fulfiiment of the “purpose”
for which asaistance is being requesind

2) | [Apphcant) further agres thal any such uudmm..ﬂm.mnmmuw'.hmmuwumm
will ngt sulemalically antitle me for ieceiving of continuing the sald assistance. The decisian for granting ndior continuing the assistance will rest salely
wilh the Trustees of Koshika Foundation, and their decision is this regard will be final and acceplatde to me,

1) T e W S e W s W e e (smiew) orel w9 yfe wom o o Swifiee wgs b g s © o sfee w o e dm o,
v, i ai @ femrn e owme 4wt §, o “witver® g s, o9, wrenm gt actvn o w@ wikifivet s sueied o ford el o w e

# pftn wr & for arfiege ot e W e B g o T e R W ¥ o i e v st b

1) & (siew) T w1 @ wewe e i o, v, w2 sl e o e we € weied @ wfs § g e TR W TRE W

“wifTw” m e e w Tl b sl e T

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (wmma g1 %)

By affimng hemunder, signature of our Authorsed Signatory for recommending ihis caselpatient fer inancial assistance from Koshika Foundation, we
(Hospital) hetetry affirm & acoept follawing:

1) that we nelthor are presently nor will in future avall of fnancial assistance from another NGO or any athar source. for the same potieni/case, 8% we &0
requesting Lo gel from Koshika Foundation, 1o the extent ihat such assistance is granied by Koshika Foundation, If the mquested assistance |s not granted
vy Koshika Foundation, i part of in full, then the Hospital resarves It's right to make up the shonisil from another NGO or any other source. This
cerdiimatian sssentinly states that the Hospital will not avail any duplicate assitance for the sama patient/casa from any othar NGO or any othar source.
2) The assistance from Kashika Foundatian is only financial in nature. The choice of the treatmentiprocadurs advised/conducted by the Hospital on he
patent, ks based on the srrangament between the patient & the Honpital, and in in no way influenced by Koshika Foundatlon Hercn, the Hospital will
sssume sole & complete responsibfity of the treatment & It's outcome & safety of the patent. and Koshika Foundation will have no role o responsibility
in ha mather,

vt s, wemed w1 SR S S W Cwf s @ b feed ot e ¥, e e (ree) e a8 w3 e w b

R . A8 5 F 2 LT p—— e R L E b R b AR EE R LR R LR
ihmhlnimE'MM"nmﬂhhﬂ'mm*mmmmnwﬁmniﬂm
sl st A s ven w et s wne T B el o T & e o me e e § e Rl e . e T e
#r wrt dew w Pl s e @ Aok

1 “wiftw w® @ o e e P gt o b ol o e g ) of e el ok TreuaiEn w g O 0w

o i w fews 3 o “uifire wirsti” g S wem w o T ot b el e 4 R o g g ol 0 WA W) R Rl O e g

Wi Wi sl “wife W o gw W fasion w o F W e

RECOMMENDED FOR ACCEPTENCE : UANIST
” vy w ﬁ wayfy ALSUF?AN . g ONB

LLA-B

Date of Surgery SIMRAT CHANDI . A2RA"
wivter w1 i MBBS, MS
(Name, Authorised Signatory

ol o DMC - 48640
Vil | by T o

FOR INTERNAL USE of KOSHIKA FOUNDATION St 393 1Y

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= W | el TR 2

7 AT




