\VRN-C-21—09 ~§I3 4

APPLICATION FORM FOR ASSISTANCE (Healthcare) K{?shlka
/ HEEAl B SEad "ET (T FEE) foundation

mfm'ﬂ"n.: V qu’, n aq o} ;I;‘ql;ﬁf-::ﬁmﬂﬂﬁﬁ? I o Buitding hlsck al |
gfﬁﬂ

NAME of APPLICANT . = AGE-.YEARS S-a | s
mwaw S ulan kKhor o |M

FATHER'S/SPOUBE'S NAME | I |
fomwge %1 Bajiy [chan
PRESENT REGIDENCE ADDRESS e SAMAM 90l

~.

= iy . = ! T
T e e\ m——— ff’mflo foat=p
?ﬂm'?* LAl abbul - qu }DS%

OCCUPATION F_ SULE Llwgn{ﬁm}ruumnmen (i)
TOTAL ANNUAL INCOME : # (Attach Proof of | )

wel At 3 .2_8((5‘:3}#’_ i:mmwﬁmn N H

PAN Mo, T8 STl W0

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever 1s applicable]: Yes /N

1 A A w W A (W W w3 W A W e W 1/

FAMILY DETAILS gftam faamm

Sr. No Narnz of Family Momber Age (Years) Gendar Relation with Applicant
WA T TiEn % Tl Wl 39 (=) e HHETE & O T
Loy e

rJ

| Naneeq, Lote E
Z Ch o 2R ) = on
=

i Tl lbeda = Lln-u-f-hﬂa_m.kﬂ
4 1‘%5_3\.—-1 J VRN “ Nnmad 564

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicablo)

W % fom faefn sman
BPL Card EWS Cortificate Ration Cand
{Attach Card Copy) (Attach Certificatn Copy) (Attach Copy) ﬁ‘:‘:{‘?,“g,
wird) T A W s s W I AUV ST e A
(T T A W (ynre = S il W (FATL W% H] EE WN HEE w
“PURPOSE" for REQUESTING ASSISTANCE:
e v el Pt e
St No. Medical Reports/Prescriptions Attached
#H Hw s ErR A W &1 7 e g e
KE - ocaanler (adawald
LE - Seanle (amedacsd
Jurgl Fﬁ_‘_@m:u:ﬂ [
7
LY} L™
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
w T & ¥ W = W PR o @@ A few e
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
=Y HEm P #fi i wEmm wh

| UisC S '2.-_*35-1::];.-—-

¥




- N

DECLARATION by APPLICANT. SICH: F10 W w:

1) | heraby conbirm that @il details in this Form are Trus to e best of my knowledge, Any falso statement will render my Applieation & ongoing assist

+ liable for mfectonicancallation :
2) F solamnly confirm that assistance. If recenvetd from Keshiks Foundation will be usad only for the “pumosa”, as sisted in this Form, far which such assl

was reguesied by me
3) | hereby. oonfimm st | have nol & will hot in fetone, syail of eimbussement, in partor i il trom apy other soufcafemployerinsurance company, ol tha

for which this assislance s requasied

1) A e e § B T e A T o w4 e @ s o §1af i e  we s o wm b o A e e ) w w8

z}ﬂtmﬁmnﬁ‘mm',ﬂEﬂmmi.mwﬁﬂﬂﬂﬂﬂﬂimﬂmmﬂ.ﬁwiﬂﬁmwh

¥ 4 g o § B fan e &7 90 e 9t 8, 7 0 W A W e e Sl s sfrm s @ @ ok s A dm
AGREEMENT by APPLICANT (sihes 20 %711)

1) By atfixing my signature or thumb imaression an This Foem, | (Asphcant) hersby agree & ol horse Koshiks Foundation and i's Trusiees 1o
usalpublish/put-upireproduce my name, address, pheite & detuls of the “purpase’, Tor which such assistante = requested'granted, through any
b, inchiding bul nal fimited (5 verbal, prod, slecironin, (ar soliciting donations for Koahika Foundation ano/or dissaminating informalion about it's
aalivitesiachiavamants. Such use af my pholo & details can be mads by Koshiks Fourdation before or after my treatment or luliment of the "purpese”

for which assistance i taing reguasied

2} | (Applicant) furthar agree that any such wse of my name, sidrees, pholo & detaie of the ‘purposa”, (or which such assistancs s rejusstadigranted,
will not automatically emlile me for receivirig ar conlinuing the sald ansistance. The decision for graniing andlor continuing the-assistance will rest solaly
with tha Trustees of Koshika Foundation, and fheir decision 18 fhes regard will ba fnal and acceptable to me.

1) R W s v s W w E, # () sl qen o g w  od Cwifen s s e sl o) sfep s e G
m,ﬁdshahmﬂwmﬂﬂ‘rﬁﬁi.:‘ﬂ'ﬁ‘lﬁm“mﬂ.m.mtﬂkmﬂaﬂm*m#mmmm-m

vl S & o o 0 ven w1 faon 8 v 8w w o A W o T e wredee " W ) s b

1) A (sodew) T8 WM A e S0, w2 i e W Seem W agil @ sl & o v e W veR W w @ e

i T ekt W Pk s ol s g

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION -
wlbrs & wewe o s W P

By affixing herunder, signatura of ol Authrised Sigriatory Tor moommanding this caselpatient for Tirarilé jisietance from Koshika Foundution, wa
(Hospital) harety affirm & accept following: :
1) thal wa nelthar arg presently nor will in lutune avall of bnencial assistance (rom another NGO or amy olher source, lor ihe sama pallenlicase, &S wer arg

| requesting 1o get fram Koshika Foundation) to the sxtent that such assistance is granted by Koshika Founidation. I the requestsd assistance |s nol grantad
by Keshlke Foundation, in parl or in full, then the Huspital resarves if's right 1o make Up the skartfall from another NGO or any other source. This
confirmation essenlially stales that the Hospital will nof sveil any duphicale assistance for the same patienticase from any olher NGO or any other saurce,
2) The assistance from Koshika Foundation is anly finagncial In naturs, The choice of the treatment/procedurs advissdiconductad by the Hospital an the
patient, is basad on the srangamant botween the patienl & the Hespital, and (500 no way influenced by Koshika Foundation, Henca, the Hospital will
assume sole & complele responsibility of the treatmant & Ii's oulcame & salaty af the patlenl, and Koshika Foundstion will have no role-or responsibilily

in the matiar.

Wt s, wER W) s # e W s s A il e b et W 8, e e () R A e T e s 6

1) wF fi5 3 8 Wi o4 @ sfne A fufm w fe e wond st R aE w A TR AR T W o A @ 3 A e el et
W Tttt TR & wEm A s Tt g w6 ol st st go s el sesen fy ool fem T b s
faeh s & sl wen w el s e @ w0 W Sfeen g Tew § o g F we o e e Rl e e dda iy fed
Ay vt wow w Pl o A st Fovd

2, *wifems WA 9 # i T e Tl Tt w6 O W e g onf e W T sTetee W e el o s
% dtw W foomn & sy "o wate g T e S o o Bt w90 S v gow o o e w i Dol
o v et @) o e o fasd o Sl ol ;

RECOMMENDED FOR ACCEPTENCE
T =it & fon wR
Date of Surgery ——¢, Dr. SUFYAN DANIST
b i B.B.S., DOMS, DNB -
B a
2510:;]1, (Name of D, iagn. No. Ilfanf B9 orr e -

TR W T 8 e L TN A W B Sewa S

FOR INTERNAL USE of KOSHIKA FOUNDATION it 3wam 1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= T | i s

f‘” TAF

19.01.2021



