NRN -C-22-05- || 28

APPLICATION FDRM FOR ASSISTANCE {Healthcare)

( R HETE )

¥ ¥hika

foundation
—— — ]

APPLICATION No ! APPLICATION DATE : Building block af lils

15]eHA2 |

wETT T | s Bt

NAME of APPLICANT -~ 4" : AGE-YEARS ST7-W4 | sEx fem
meww Ay Lal 4 M
FATHER'BISPOUSE'S NANE | "

f T = Shuchad

PRESENT RESIDENCE ADDRESS WANA WG T
Ma-hali m'h h’H’m /i .

st .MA_*H'\I.IJ'?H; U.F 1?”0H

PERMAMENT RESIDENCE ADDRESS - ®IE w@RM 9

wameé  dal aledc

OCCUPATION : FEanmen '\u}mfﬁ;ﬁn: / UNMARRIED (i)
TOTAL ANNUAL INCOME Atac "
o it A8~ Gmw e v /\J/]

PAN No, THU78 W) HEY|

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever (s applicabie): Yes / No
w5 S W 0w 8 (W 9= @ T W AR W e e I A
FAMILY DETAILS witm T
Sr.No Mame of Family Member Age {Yesrs) Gerder Aeistion with Applicant
WY wfmn % el W oam W () fem AR B FE
r Badng B E AR =
7 gy _H.‘-'ng;}h P A TN
Z zals i = T3y Fe 17
|
4 N TayE = M (aoamd 07
BASIS for REQUESTING ASSISTANCE [Tick whichevar I spplicable)
wErEm % i faafs smn
BPL Card EWS Certifl i
{Attach Card Copy) .nmc.dﬁ.ﬁ'&m (Attach E:;}] ﬁ‘:ﬂﬂmﬂ’:;,
i tE S e WA T =g = =y T U TR % w8
Corr vu Y e Y ey Wt (7 T W v E e (¥ wen o s wh oy

“PURPOSE" for REQUESTING ASSISTANCE
wern 2 el e e W TEm:

5¢ No. Medical Reports/Prescriptions Attached
¥ serhen 8wl o o sfieiey g e
BE - scnlle Cafnvoatt
L E- Senils (atauart
L;'.Ilj_ E’r':"f”- -rfL E%I .I'“i ;CS + tal-
_E '__3 1\‘_ i
ASSISTANCE BEING AVAILED lor SAME "PURPOSE" from OTHER SOURCES
W TR % By Wi = weww fei s wie W Fn o oW
S¢ No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
il = 351w W N il i wyem o
£ TS {iﬁfﬂﬁf‘ =




DECLARAT|ON by APPLICANT. % 5 e T
1:1narﬂ:rmﬂmmlmdmﬂ:lnmhmmmtmmmm of my knowledge, Any falso statemant will rander fry Application & ongoing

kabie for rejecticn/cancedation,
)| sglemnty confirm that assistance, |f recaived from Koshika Faundation. will be uged only for the "purpose’”, an staled in this Form, for which such
wis fequasied by me;
) | haraby confirm wal | have not & will nat in filure, aved of reimbursamant, in part or in full, from any other source/employerinsrance comgany, of the a
fof which this assistznoe is requasted. :
1;imimthnmﬁmﬂﬂm*ﬂmimmﬁvﬁhmﬁMa‘mmwmiiﬂmh«ﬂ-mir
2) #ope W s ufn *wfew o, @ @ W ol §, Tew T w T w it wm i

}}iﬁm{hm“mﬁtmﬂﬂi.nnhwmtmmm g v s ot @ 1 @ firm & s wfee o

AGREEMENT by APPLICANT (S [0 1)

1) By affixing my signature of thumb impressian on this Form, | (Appiicant) heraby agree & suthorise Koshika Foundalion and Ii's Truslees 1o
uselpublishipul-up/raproduce my name, address. phato 5 details of the *purpose”, for which such sssistance is requasted/granted, ihrough any
medium. including but not limited to verbal, print, slectronic, for soliciting donstions for Koshika Foundation and/or disseminatng inferrmation sboul it's
activiliesigehiavements. Such use of my phole & delails can b made by Koshika Foundation belore or afler my treatment of fulfimenl of tha “purpase”
o+ which assislance is being requesia.

211 (Acphcant) furihar agres that any such use of my Aame, address, photo & details of Ihe “purpose”, for which such assistance is requesiedigranted,
Wil not sulomaticaly entitls me fof TecSiving or continuing the said assistance. The decsion for granting andior continuing the sssistance will rast salaly
with e Trustees of Koshika Foundation, and their decision is this regard will be final and accoplabla o mo.

nmm1:nﬂmudﬂﬂmm.ﬂtﬁtﬁm‘ﬁwﬂﬁﬁﬂ'{ﬂ“ﬁ’iﬂwﬁhﬁﬂtﬂmﬁﬁ"w‘l sy = { T S0 =,
. s of i fewen T e A i §, 7 e T, <, e Tk § e s e @ o e o e e
a-;n-.ﬁamiﬁqﬂmhﬁmnwmﬂm#wﬁqmi:ﬂihvﬂmmwwuﬂqmi.
:}*tm}ﬂmﬂmﬂth&un,m,ﬂ#Mihmimﬂirﬁiyw;m-mmm:nﬂlﬂ

“ e mey T wafted w1 P s b el W

APPLICANTS SIGNATURE OR LEFT THUMB IMPRESSION ;

wins ¥ remn W w7 W R t\l !
gl e o
AGREEMENT by HOSPITAL (wems po 1)

By affixing hareunder, signature of our Authorised Signatery for recommending this case/patient for finangiat aseistance from Koshika Foundation, we
[Hospial) hataby affitm & accept following:

1) thist we nelther are presenily not Wil in future availl of finencigl assistance from another NGO or any other source, for the same patieni/case, a5 we 8
requesting 1o get from Koshika Foundation, lo the exten that such assistancs is granied by Koshika Foundation, If the requested assistance in nat granind

patient, i5 baspd on the amangement batween the patient & the Hospital, and |8 in no way influsnced by Koshika Foundation. Hence, the Hospital will
asslme scie & compiste responsibility of the treatmant & s ouicome & salety of the palient, and Koshika Foundation wil have no role or responsibility
in the mattar.

I'm‘inﬂﬁn,swﬂﬂﬂﬂ‘ﬂimﬂnﬁ!’r'ﬂhmﬂ'ﬂmmHﬁmﬁ!ﬂﬂtﬁﬂw[miﬁﬁmﬂﬂﬂmvﬁh
nwfﬁwﬂmﬂﬂnwﬁmiﬁﬁnmiﬁﬂrmwuﬁmmimﬁwﬂiﬂﬂuﬂﬁi.ﬁhtﬂ'ﬂhﬂmﬁm'
#fwm-ﬁwﬂtmtmﬂ‘mm'mmqhitﬁ*iﬁmmﬂn"mmm sffyrmmet By T wf Tem am # W s
mmhmﬂﬂwﬂmmﬂmﬁﬂmmmhwﬁimmmlhm%mmﬂmﬂiﬂﬁﬂ
i mrerd) W w Pl A A | A A
1'mm"ﬂmﬂmmmnﬁmhﬂﬂmnﬂdmnhiﬂmm:FMﬁ
ﬂhmﬂmIﬂt‘mmwﬁm'mhﬂmmﬁmqﬂhmmmiﬂimw#Iﬂwhﬁ
¥ 1ot s S = 9 e @ Pl oA A e

Or. SUFYAN DANIS H #EcounEanen FOR ACGEF TENGE

TS

- Sain T % fe e
Date of Surgery | 1V1:-59-9 It .

ek ok R R R A

FOR INTERNAL USE of KOSHIKA FOUNDATION  Siiis %1 ¥

SIGNATURE of TRUSTEE 1 SIGMATURE of TRUSTEE 2
= YR | R AR 2

S JANE




