VAN-Cc—2]-09— 0838

APPLICATION F‘GRM FOR ASSISTANCE (Healthcare) K{?Shllm
/ HETHT B : (% ) foundation
ATI o. ! ] 1
;ﬁ?mnt" \ Inq;” ID??G‘{; mc&:ﬁmn DATE : %Iﬁ“l"lj l!lm-lu-rvith-nHﬂl
NAME of ABPLIGANT : ; AGE-YEARS 3F-T4 '| sex fafm

s [ Ouym Lukh - FH ™M
%TQ;?;:E’E HAME : ghfi:n 1E )

PRESENT RESIDENCE ADDRESS ainm S/ U

T30, Mawiga , (a¥am weeniyga , Prsf Zahing oo
= : . Peap  Postop

ERM ESIDENGE A 85 : qm

L (024¢) Fan
Some ok Abare — ) Fanampkh

mamu: m m_;nén (i) 1 UNMARRIED (i)

TOTAL ANNUAL INCOME : (Attach Proof of Inc
A apits 3{“")"—- Comn 0 e ) N A
PAN No, T WM HE i
ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver iz-applicable]: Yeal N
T R Bt LR R g ="
FAMILY DETAILS ofiam femmm
Br. No, H I Family Membar ' Genda
m'm qg:huﬁ ‘{-KFjiIT H H z‘fﬁ%ﬁ" ?!;rr r Rﬂﬁi‘m‘mm ?H;F :innﬁm
1 —uwbn Jde i £ E Lol Fo
2 ___'_JI' wWiak o <0 ™M S 6
Z P 93 ) EX s E ﬂ#ﬂxﬂ::a_mJ.n.-—'_
3= T alaay Cr F L.qaa:ad_d.ﬂ.ﬂﬂm.
5 T : :"—'ﬂﬂ—__ﬂ F il 1!

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
awE & ford faafa s

BPL Card EWS Certilicain Raotion Card Other
{Attach Card Copy) (Attach Cerlificate Copy) {Attach Copy) Bl.nlen'
i T % S gy 57 s T g g I e s v we
(W wa W) mvm uf e wh (SR o = e wEe {TaE T ww i e

“PURPOSE" for REQUESTING ASSISTANCE:
e B fl o e = e

Sr.No. Medion! Reporis/Prescriptions Attached
w FEET B A R T vt {6 SeA

RE——=Ceagje (afamaci

LE_— PH

S\ﬁ%ﬂ}&f__*—_@ﬂ_\_‘gfﬂl -

N

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
0 T W og w0 o aem e am =ie W fem o e

&t No, NAME of OTHER SOURGE AMOUNT of ASSISTANCE BEING AVAILED
0 HE S W il

I DBCS B P

= J




GECLARATION by APPLICANT. S7ats g siwm w3;
1) | harstyy corfirm that all ditads n this Form are True o e best of my knowledge. Any false statement will render my Application & angoing assk

ligbts for rejaction/cancelalion
2 I solemnly contim thilt wssistance, f recalvad from Koshika Foundation, will be used only lor the “purpose”, 8 staled in this Foem, for which such assi

was requestad by me. ]

) | haraby copfirm that | bave not & walll mest Im Totiare. sl of reimbure=ment, (n e o in full, fmom gnly other source/smployarfinsurancs company, of he
for which this assistancs |s requesiod.
nﬂmm{ﬁwmﬂﬁinﬂwﬂmﬂﬂm«mﬂmmﬁmilmﬁmﬁwmwmtﬂﬂmﬁmﬂmmi
1) # g s e e s, # F W b, e e il e o o @ e fem i, s e s

3) & e w7 § v T we g ov wnkn w1 8, wa oft w s o s e fed o S e @ A A fra & o o wf o g

AGREEMENT by APPLICANT (smivs gm wam).

1) By affoang my signature or thumb impeession on this Foem, | Applizsnt) hereby agres & authorise Koshika Foundation and it's Trusiées o
use/pUblishipu-upireproduce my nemie, address. pholo & details of ihe “purpoge”, for which such assistanog la requesisd/grantsd, theough any
madium, ingluding but not limiled 1o verbal, prinl, slectonio, for sahoifing dorations for Koshika Foundabon andior disseminating information about il's
activiliestacnievements. Such use of my photo & detalls can be made by Koshiks Foundation belore or affer my freatment o Afiment of the "purpose”

far which assistance s baing reguested

2) | (Applicant) further agee hat any such use of my name, address, pholo & detais af the “purposa®, for which such assistance 15 requestedigranied,
will not autematically entitle me for recaiving of canlinuing the said assistance. The deciston for granting andlor continung Ihe assistance will rest solely
with the Trustees of Keahlka Foundation, and Ihar decision is this regard will be final and acceptable to me

1) vE W WS W W A W e, § (s ol apel W) gfe wo f o i e e e i ¢ oW sfegm s e G,
o, i sk T v A sife § 58 Yei T Sl R e R v | o i s aoefer € e e o v e

A wafin w6 % fo sfumn & 9 o W feEm 4 ge F 9 W oAR | W W T e e 9 e sfem

23 A (swiew) T Wm F e M oo, wm, wie sl e o i aem € el A wid & g8 e wnow w0 oewr o W

i R T e ) et ol e i

APPLICANT'S SIGNATURE BRLEFT THUME IMPRESSION !
s @ gaE W aE W

AGREEMENT by HOSPITAL (FEqR Gm i)

By affixing hereunder, signature of our Authorised Signatory for recommending this casaipatient for financial assistance: from Koshika Foundation, we
{Hospital) heraby affirm & sccapt following:

1) that wa nelthar. pre presenlly nar will s future svall of financial sssistance from anaier NGO oo any othor source, for the sama patiant/case, as we are
*| requesting 1o get from Kaeshika Foundation, to the extent that such assistanoe s granted by Koshika Foundation. If the requested assistance |6 not granted
by Koshika Foundation. in part ar in full, ihen he Hospital resarves 118 fight to make up the shortfall from another NGO or any olhar sourca. This
confirmation essentially states that (ha Hospital will nol avail any duplicate assistance for the same patienticase from any other NGO or any oiher sourca.
2) Tha assistance from Koshika Faundation s aply financial ih ngtire, The cholea of the trestmentiprocedura advised/conducted by tha Hospital on the
patienl, & based on the arangament batween the patiant & the Hospital, and is in no way influsnced by IKoshiks Foundation. Hence, (he Hospitai will
assume sole & complete responsblity of (he teatment & iI's outcome & safiety of the patient, and Koshika Foundation will have no role or respanaibility
i the mattar.

wart sfengn, wRI w1 s § A W it T A fm e gy i ® wd §, P e (ree) B v S e w wEm s b

1) U B o s s 9 @ vl o T s Sl e woerd deom W el o A T P F St wm A @ 83 e oon sifre st
& feiviE T F e s sreRve g s iy B b ufe i wrsdve g we Rt ol B v v w4 0 e
foell 3en e wowl T W R s wETE S R o sl v e 6w e F we ww o s sem it v e dliamd 4y Rl
A sl sem m Fee e e A A e

2. ‘it s W = 7 e s ffir st w0 E T w0 eee mo S o e a et o avehEm s ah o S b

o v w fren # st s s B e e s s o o b el weme o 0 S e goe sl s aE W e

w1 o s “wifrn @ s e w et voowE O T 5 4
n
RECOMMENDED FOR ACCEPTENCE

L2 =it  forg e

Date of Surgery Dr. SUFYAN DANTSH
ot B8.8.5..DOMS, DNg
2;[:.1,@_,; (Name &1 £ o.with StanfgMC €258
LR
FOR INTERNAL USE of KOSHIKA FOUNDATION st a7ai 1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A T | T ERw 2

o AR

...-

19.01.2021



