VRN—C— Z1-09- 00% 9

APPLICATION FORM FOR ASSISTANCE (Healthcare) w H
/ HEIE 89 sEET 9y (TR TEH) KOShlka

mw1h V‘Iﬂﬂllbq.” APFI..IL‘:ATKJHDATE

fnu ndation
Bhﬂdnuhlorluﬂ'h

Aoles|2)

. . nss?uﬁsaﬂi?ﬂf ~ SEX fein
e |ateet Khan =

nrum-s.'ilm#:ﬂ NAME: N | kl’\m"[
T RESIDENCE ABUES_S TR /A T
L] (3 n "

D F.lﬁ%ﬁsncgﬁﬁr %‘?mﬁ:rm @4‘“ ) lﬁM
Khay,

— 4

Jaml- cob 0Deus
mxnm: UM Q{_m J | MARRIED (Ffi) | uNmARRIED (Frifi)

TOTAL ANNUAL INGOME - " . {Attach Proof of Income)

o AiE s A_m""ﬁ CFWT’}.}) (R 1 TG ) AN A
PAN No. T8 3511 Wil 4 ' ==

ARE YOU AN INCOME TAX ASSESSEE [Tick whichever s applicable) Yos | Mo

A w k(R e W oae w o W e s LR A
FAMILY DETAILS mftam faamm
Sr. No. Name of Family Mamber Age (Yoars) Gandar Relation with Applicant
w9 HeEm En % T W om g (@) Gl qumlﬁmm
1 Pt Aolde r AN &<
Q !*ruuLO»F Aoy m S
e 3 | S Y P E "f'w}&utcn T Laso
p.s ooy PR M Iorytod SO
[ Vﬁ = - ﬂ M 11 1]
g 4 Z0 |
BASIS for REQUESTING ASSISTANCE [Tick whichover is applicatile)
wrm & fird fimf s
BPL Card EWS Certificate Ration Card Any Othor
{Attach Card Copy) [Attach Certificate Copy) (Arach Copy) Basis/Prool
T T W A W FY AW W T T AT T8 it
(w3 =) wm v Hem W (e T S el s (wwm w3 = v Wl e w1
“PURPOSE" for REGUESTING ASSISTANGE:
wwram i e G = e
Sr. Mo, Medical Reports/Prescriptions Altached
wH H s A Al W wd wivaee gE wee
RE - PP
JTE — 7ot Seae Cajowacd
Slingeig — (8] =TT F7sC
Voo
ASSISTANCE BEING AVAILED for SAME "PLURPOSE” from OTHER SOURCES
W I W ¥ F o weww T w5 w6 o A
8. No. NAME of OTHER SOURCE AMDUNT of ASSISTANCE BEING AVAILED
R 7 T w T =t omd mErm it

] DECS f

ql_
\




DECLARATION by APPLICANT: S0 §m mom i
1)/ herelby confirm that oll details it this Form are True i0 hie st of my knowledge. Any faise statement will rencier my Appilicastion & angoing Assi

inbbe for rechionfcanceliation /
2 Fsolemnly confirm thal assstonce. If rateiad from Koanikn Foundation: will be used only lor the "purpose”, as siabed in this Farm, far which such a

was requisted by me y
311 heraty confirm that | have not & will nat I fullrs, avall of reimburssmant, in part e in full, from any olher sourcelemployeriinsurance compary, of the

for which this agssstance is equestad
l}it&wlm{hwmﬂﬁ&ﬂmﬁwmﬂﬁmﬁmﬂtwwﬂﬂﬂﬁﬂ&!ﬂimﬂmmmmiﬂ#&wﬁmﬂu
1;ﬁmimm'MW".I?r?ﬂmmi.mmmﬂnﬂtﬂﬁmmm.ﬂrmwiwmh

3) A iz wom § e T wwwm ¥ o webn 9 of 3, @ o oW st = s few el o W tEEn wer @ @ 8 e T @ sl A dm

AGREEMENT by APPLICANT | spige Bi0 w00)

1) By, afflxing my signature or thumb impressicn an il Form. | (Apphcant] hacoty agree & suthonse Keshika Foundation and Its Trusiees o
uss/publishiput-up/reproduce-my name, address, photo & detalls of the “purpose’, for which stich assistance |s tequestedigrantad, through any
madium, including but not kmitad 1o verbal, prinl, electonis, lar gnliciling donatinns fof Keshike Fedndallon and/or dissaminating infotmation sboul i's
acliviiesiaohlovements. Such use af my pholo & detaits can be miads by Koshiks Foundation bofare or afier my fraatment or fullilment of the “purposa’
for which assistance s baing requested

2) | (Applicant) furlher agrea Ihat any such uss of fy name, adtress, phote & details of the *purpose”, far which such assistance is raquistedigranted,
will nat automatically estitle me far raciving or continging e sald seslstancs. The dedsion for granting andior conlinuing fhe assistence wil rest solely
wilh the Trusiess of Koahikes Foundatlon, and thelr declgicn is this regard will be firsxl and aocepiable o me,

uwmmnﬂwum&ﬂmm,hm}MMﬂWmtﬁ“mwﬁﬁmrﬁm*ummtﬁhm,
m,ﬂﬁ#ﬂﬁﬂlmmﬂﬂﬂﬁtzﬂ*ﬂﬁm'mw.m.m@iz{hwﬂ?ﬂﬂw*mﬂimm'ﬂmm
imﬂnmﬁtmmiiﬁmﬂmﬂtmtwﬁmm#mﬂﬂh'mﬁmmﬁ‘m“nwﬁmﬂwﬁh
:}itm}wmimtfwhmm#d‘rﬂ!ﬂﬂﬁmﬂw{&ﬁﬁwﬁﬂaﬂm;mmmdmlmmﬂ

“if " v T il w B Sim s e W

APPLICANT'S BIGNATURE OR LEFT THUME IMPRESSION -
WEEE W TR W S W e

AGREEMENT by HOSPITAL (Fe7m# B0 WR)

By afficing hersunder, signature of our Authorised Signatory for recommanding this casa/patient for financial assistance from Moshilia Foundation, we
{Hospltal) hereby affirm & accepl Inllowing:

1) Ihal we neither are presently nor will in Tuturo aviil of finanotal aestetince from anolher NGO or any other source, for Ihe same patisnt/case, as we are
reqguesting to get from Koshiks Foundation, to the eedent thal such assistanca is pranted by Koshika Foundation. If the requasted assistance is not granted
tiy Koshika Foundation, in part of in full, then the Hospital reserves |i's nght fo make up tha sharifall fom anether NGO ar any other source. This
confiermation essentially states that the Hospital will pot avall any dusticabe aesistance lor tha sama patient/cass fram any olher NGO orany othar source,
2 The assistanca from Koshiks Foundation is onfy financial in nature. The choloe of the treatmentprocodure advised/conduciad by the Hespital on the
patient, Is based on the arrangemant betwean the patient & the Hospltal. and is in no wiry influsnced by Kashiks Faundation. Hengs, the Hospital will
assume sole & complete resbonsibility of the trestment & iFs outcoms & safely of the patient, and Krnshika Foundation will have no rols of respansibilily
in 1he matter.
mm,mnmﬂmﬁmwﬂmm*ﬂmmﬁmﬁmt.mﬂ(mrmwmamqmmh

1) W T 7 A e b T ol ¥ R e SR i aeed s R s=1 i A o\ iomw § W owm a8, R e e e
1 Faetryfieafs 3w @ e o i S g e g B b i e g e ted st e a7 R W e o s
falt s A welh wan @ S s W W T A W sl T e fwoge F e wn o i s i e dlvee i el
Hr werl viem o Fh e w9 s Al

2. ‘i wTEEIE" 3 W N s waw faf i @ 8 B w vmme g S wew W R FToate o oo E

% o w1 fw § s e e g P v e s @) v e O R ® g e sl s W

w1 ikt sy “wifi " W W e W P g s

£

‘.‘-
&3
[ & ) T
COMMENDED FOR ACCEPTENCE IA% #r. '-ms‘t.im.u) z]

x*
? ot

Date of Surgery s
SR ) i $/
{Name, Designation & Stam f
\\ & Radfe-#o. with Stamp)
O "'.TI\Q-\ L e WA T TR
FOR INTERNAL UBE of KOSHIKA FOUNDATION  3iis 37T &Y
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= A i BRI 2

i AR

19.01.2021



