VRN-C-21-02- 0356

r'/ APPLICATION FORM FOR ASSISTANCE (Healthcare) KOS hlka
HErATl By AT W (RS -tanee) foundation
THIM Na BATE iiding Block af e
AFFLm:mu: V’UZEI 0335 AFFLH’.‘%‘;DN A I lﬁ2]2| Bl i
NAME of APPLICANT AGE-YEARS ST | sex fom
i eyl {})l\ﬂﬁ\-’ﬂ noee 6o =

FATHER 'B!SPOUSE'S NAME -
T wge 1 AW

Y Kamdy

PRESENT HEEFDEHCE ADDRESS oMM WM T

e

Ko,

“DAE N ‘1814‘0\ P

FERMANENT RESIDENCE ADDR s = SEET T
£ 033 _g')ﬁ}udvq hee
o A abowe =

o Heme  Makes (Famly) s el i

{Altach Proof of income)

TOTAL ANNUAL INCOME
wH wftE 3w QP‘{'m (o w o ge) N A
PAN No. T TR HIE
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever is appiicable) Yes | No
wmmmmi{mmmmmﬂﬁsﬁrﬁmml L
FAMILY DETAILS witan fasam
Sr. No hame of Family Member Age (Years) Gindaer Relation with Applicant
FH H gftar % wyel % A T A 5 O e
r N aH-haan - ™M Bul b d
= Daka STupd, L) ™ T
7 ;mw_x{wh 174 E '“"D%J—e PR
e Maaris I 2 thMﬁ—ﬂ%i%ﬂ;
5 Sajwna | 2 = i 4
b Fhn MG, ) E [ M
o BASIS for REQUESTING ASSISTANCE {Tick whichever is applicable)
R e
BFL Card EWS Certificate Ration Card Any Other
(Aitach Card Copy) {Attach Certificate Copy) (Attach Copy) Besis/Prool
it tw ® 5w 9 HeT W W = Ui W - S i
(e W e v e w (T W e R A W {wmm o Et wE iR e

“PURPOSE" for REQUESTING ASSISTANCE
weram £ Bt m R s e

5r. No
TN e

Medical Reports/Proscriptions Attached
srEmEvET | At o ufes g9 @

KE — Sevile (afanac §

LE — Yenvile (ada Macf

ot -

&g,t‘l?f% —11E] CITC +1aC

u r

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T I ¥ S04 A weew fRE = A few o owy

Br, Mo
HY

NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
N TR WA i T wEEm i

PILIae -szf,-r




DECLARATION by APPLICANT: iFe% F WINT 93:

11 | heraby confirm hat afl detaits m his Form are True do he parat of my Enowhedge. Any false statemeant will retdas my Apphicalion & angoing assstance, | a
lighke dor rejection/cancelation

2] | stismnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose’, as stated in this Form, for which such assistance

was reguisied by me

A1 herety confim that | have nol & vill notin future, Bved of rembursement. in partorn ful, from sy ather soucelemployerinsurance company, of the amount

fior which this - assistance 15 requested

13 & stwn T 7 05 T wwn o fe m w e S el # sem e v el b ofe S e o s s a B A 8 e e S o ow

21 W gm W e o iR S e, W o ow i § s e wl et S @ e T o, @ ow owee | o om

11 4 i wn { 7 faw e o W A B 8, 38 ofn W srs w e fren e @ et s 9 T A b st o wfse d s
AGREEMENT by APPLICANT (== g %01)

1) By affixing my signaluse of thumb impresson on s Form. | (Appicant) heraby sgree & aulhonse Koshika Foundabon and it's Trustess io
use/pubhshiput-up/reproduce my name, sddress, pholo & details of the "purpose’, for which such aseistance is requested/grantad, through any

madium, ineluding tul net imited 1o verbal, print, electronic, lor soliciting donations for Koshika Foundation andfor disseminaling information aboul it's
activitesiachisvements Such use of my pholo & details can be made by Koshika Foundation before or afler my treatment or fulliiment of the “purpose”
for which assistance is bamng requested.

20 | |Applicant) lunhit agree thal any such use ol my namy, address, pholo & delails of the “purpose’, lor which such assislance is requesiedigranted,
will pot sutamatically enfiths me for receiving or cunlinulng the said sssistance. The devision for granting andior continuing the assistance will rest solely
Wwilh the Trustees of Koshiks Foundation. and thelr decision 18 his regard will be final and acceptable loome

|1 7H U9 T SIS R WSS W vy e, § (spiew) s wwei 1 gie wm f ue " s wem s Tes s ow sifleg s o B ot am,
um, e s Al e Tw wws o wiftw §, 39 e v S, T, wenw et aer @ et riieied s rrefeed f frd el 6w e

# wfm w1 % e s b 9t Ty W Femn At 6 v W e d W @ g st wede A s s b

1) & (weE) v O @ weEn f R 40w, T w2 ol fere o R e 8 i ® ot § g e me s e ot e o oy o

iR TR wee st fie ol i s g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSI

ON |
spes ¥ gemn 0 SR W fe

i

AGREEMENT by HOSPITAL (7ermm o )

By affining tareunder, signalure of our Authorised Signatory for rcommending ihis caselpalient for financial assistance from Koshika Foundalion, we
(Hospitad] hereby affirm & accept following

1) thal we neither are presently nad will in future avall of financlal assistance trom another NGO or any other source, for the same patient/case, as we one
requesling 10 gel ftom Koshiks Faundalion. 10 the extent thal such assmsiance 8 granied by Koshika Foundaton | Ihe mouesied assistance is not granted
by Koshika Foundation, in parl or in full. then ke Hospial reserves s ngni 1o make up the shofall from anolbier NGO or any alher source. This
confirmation essentially states thal e Hospital will not avail any duplicate assistance o Ihe same patientcase from any other NGO of any other sourca
21 The assistance Irgm Koshika Foundation 1s only financial in nature The chuloe of ihe realmentprocedurs advisediconducted by the Hospital on the
palient, bs bassd gn the armangement betwesn the patient & the Hospital, and is in no way influenced by Koshika Foundation, Hence, the Hospital will
assume sale & complate responsibidlity of the treatment & it's cutcome & salety of the patient, and Koshika Foundation will have no role or responsibility

in the madler

v i, T S s @ SR st wesa” 9 ffe o i et Stowd § B owe (vm) B TR A R S e w b

1) wE B 3 o A ol 9 ufsa o R wme T R el dea @ el e wi § v it F A | o 4 39 B e e el
i fewfnffa sw @ s & sl W= g aes oy e &) ot s wrsvR o e el st b w9 R oamn # @ s
Berdl s T wen T e S WA W W S W SR et §1 g g § e wwoam f e amme el wss o it 4y el
#r sl W W e S A @ e

3w TR A A e e TR R s 0w s g 4 o e w R oW TR w g Ol o reem

# o w1 fior @ ol e ot g el v g o v i b vt e G0 S e g b e L T RRTRTONT R, e
¥ it st “wiea W w0 g @ feh g aes A Administrator

B a?hTﬁfFfE‘!f‘EﬂTf}ﬂS‘[ﬁu[c
. 1 = RECOMMENDED FOR : )
Dr. SUFYAN DANI S ettt = mhﬂ;%m "n"rlniidil'u'm‘llllhurﬂ
Dateof Surgery | M.B.B.S., POMS, DNB
sqive &) arE

l:?.}uz]m

FOR INTERNAL USE of KOSHIKA FOUNDATION  swafts 7w ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

T | 7} &ﬁ/{ié—_‘

30.12.2019



