VR N-C—2]-09-0F3

K{’S’hika

APPLICATION FORM FOR ASSISTANCE {HBiI]lh:::.arﬁ:!
ﬁ (¥ ) foundation
APPLICATION No , APPLICATION DATE - " Bulding biack of lis.
s e V/ﬂ‘?ﬂ}ﬂfbf'l sz e ) Uqu; =
NAME of APPLICANT ; 0 AGE-YEARS MRI-Td | sEx fen
e wm NP2 0 4) M

FATHER'S/SPOUSE™S NAME : @ ! '1 p ZRM

Presh  Posfop

Tomwg™ W A
PRESENT RESIDENCE ADDRESS =aur Symiarg v
YAl , P B150]

ERMANENT RESIDENCE ADORESS - ¢ SIIHI Wl

Jane. ok coboi iBBSIJNiTMj%

&uﬁl (fermfEst) ¢ UNMARRIED (st

DCCUPATION :
R
TOTAL ANNUAL INGOME : {Attach Proof of Income)
W Al = 32@“["" (s & wm we) SN
PAN No. T 3 e 4
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicabile): Yes / No e
A A T & (A W F I WA F e e /
FAMILY DETAILS wfEm faam
Sr, No, Name of Family Member Age {Years) Gender Relation with Applicant
FH H JREH % = A 6 () fedn % [ wE
| MEcang 40 | = Ly e
2 "kf_w-n._.l‘ 19 M S
2 [ “Thasamvers g e = M = O
BASIS for REQUESTING ASSISTANCE [Tick whichaver Is applicabls)
o = feel Pl amm
BPL Gard EWS Certificatn Ratlan Card Any Other
(Attach Card Copy) {Attach Certificate Copy) {Attach Copy) Basis/Proof
i i e S Sy W wE P
(W TE WY R O s (umtm uy WY B T HE S {wwm R W e iy we s
“PURPOBE" for REGLESTING ASSISTANCE:
e w ) Td e W e
Sr. Na, Medical Reporis/Prescriptions Attached
N _ semmevetEn @ Wl W i gl gee
) k’?:' — Seayle (o lasacA
LE — Seagle Cadasiold
P Y
riﬁns\z;mu__ —(FE STCS T Tl
V| i
L
ASEISTANCE BEING AVAILED for SAME "PURPOSE" fram OTHER SOURCES
T IRy % B S0 s memm feet s w8 faw w2
sr. No. NAME ol OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
WU HEn F= 7MW W #ht wf EwTe T
\ [ pETS 2%y =




DECLARATION by APPLECANT: s g sim wi:
1} | hiareby confirm that all details in this Fonm o Tree to the best of my Knowiedae. Ay fatss slatement will tendar my Application & ongaing

labie for rejection/cancellEton
29 | solemnly confirm thill assistance, Il ressived fram Koshiia Faundation. will be tsed anly for = “purpase’, s stated in this Farm, for which

was requested by ms _
3} | hareby confiem thil | hevs not & sl met i foture. nivall of relmblrsement. In part or in ull, fom =ny athee souroafemployeninsurancs company, of

for which (s atssStancs is requsstad
1) & s won o 5 v e d R o w5 el 6 v s ) by i W e v e s € A S weme e @t @
2) Bt g W w0 W e, @ H o o f, e =i =ten w1 1 % B few @, @ mooem A wow
3}Iﬁm(hmmﬂwm‘hﬂtmﬂummﬁmnmﬁmmmmmwiwﬁmtmanm#@ \
AGREEMENT by APPLICANT (sme= &0 591)
14 By atfiing my signalung or thumb impression on this Fatm, | (Applicani) haratiy agrees &authorse Koshiks Foundation and it's Trustees io
usalpublighiput-upireprodute my name, addresa, phalo & detaits-of fho "purposa’, for which sych assistance 15 requested/granted, through ary
medium, including bt nal fimited to varbas, pnt, elecironic, for-seliclling danations. for Koshika Foundation and/os dissaminating information about its
activiliesiachlavaments: Such use ol my phale & details san ke made by Kashika Faundation befors or after my treaimenl or fulliiment of Me “purpose”

for which azsistance |5 baing reglprated

2) | {Applicant) lurthar agree that any such use af my namae, addrass, photo & detaits of the “purposa”, far which such assistance is requesied/granted,
will ot autematically entitie me for recefving on continump e Said astiblants. The decision lor granting and'or continuing the- assistance will rest aclely
with the Trusless ol Koshika Foundalion, and itial decision & this regard will be final and acceptable fo me.

1) 8 W U S g W S W A § () soedt wE g won f v it wEEE o s i " s st s { s dTm,
o, Wi ad ) fo e A i 8, e e s, O, e g i A g e s smfied & f e @ e em

& s =0 o fow v & W w P A e e AR A W W fi W wede @ S s §
1]i:m}nmﬂm{l‘kﬂu:ﬂ.m,m:hﬁmmmﬂmﬁm##ﬂatﬂm:mnmﬂmawwi

sy T TR S W frta s si e g

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION -
s # IR W W

—'«rs‘ﬂ:m A=

AGREEMENT by HOSPITAL (e S %)

By affiding harsunder, signiatura of Gur Authorsed Sigratory for recommending this case/patient for financial assistance fram Koshika Faundation, we
{Haspltal) haraby affirm & accept followimg,

1) it we nalther are pressnlly nor will s luture svall of financial essistanca from analhor NGO or any other soutca, for the same palient/case, as we are
raquesting to get from Koshika Foundation, ta the extont thatl such ssistance 15 granted by Koshika Foundation. If the retjuestad assistance is not grantad
by Koshika Foundation, In part or in full, than the Hospits! resernves its tight to make up the shortfall from ancthar NGO or any other source. This
confirmation sssentially &tates that fhe Hospital will nol avall any duplicate assistanca lor the same patient/case from any other NGO or any other soutcs.
2) The assistance from Koshika Foundation I anly finannial In naturs. The choios of the freatmentiprocedure advisedicanductad by the Hospital on the
patient, is based on the armngement betwesn the pallart & the Hospital, and Is in no way Infiuenced by Koahlka Foundalion. Hence, the Hospital will
assume sole & complete respénsibilily of the treatimenl & it's outcama & safsty of the palienl, and Kashika Foundation will have no rale or responsibility
I thie-matter.
mtnﬂﬁn.mﬁﬂm#mﬁmar"ﬂmmm“ﬁhhmmhﬁwhﬁﬂi.ﬂﬁn:mjﬂﬁ:ﬁ#mtmmh

1) = fm = =@ it shoa ¥ i o fifi e St A e T Tl s wE S TR o A W oo F 8 1fE er e watm”
ﬂmmmﬂtwﬂ“mmm“mmtﬁmhm"mm“mmmmnwﬂmmiﬁm
fwdl s i sl e W SR s e A wEE A i g v e g e s am e s T T e Sl T .
e wowrl) Fem W Tl o T @ R S

2. “wifv TR @ o wew i e w0 e e e 9w e w R e W e oo reg

w1 g sl wife” =) W ot = fadet v W A A

RECOMMENDED FOR ACCEPTENCE
(D et % fo e
Date of Surgery Ny r. SUFYAN DANIS
st 1 wita : B.B.S.,DOMS, DN " ‘ - e
a O mE = frod BN
IQJ“1}2| (Name of with StarigMC 8289 s Hospils
L F a1 5 U T e s
FOR INTERNAL USE of KOSHIKA FOUNDATION St 3% &
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2

2 WE |

i~ e E

/i

19.01.2021



