(REC-23-072 OF LS

) APPLICATION FORM FOR ASSISTANCE (Healthcars) Koshika

T Y, (F J foundation

APPLICATION Ne. A AFPLICATION DATE :'.h OF -2 "=mﬁ
smewwn :  (JOR2T/0U7 S e fvd <ol3 -

NAME of APPLICANT ; AGE-YEARS Hg-¥ | sex fii A P —

S s, L0l iy £2 M QA . !
FATHER'S/SFOUBE'S NAME
MR W S o Nray /32340 el el

PRESENT RESIDENCE ADDRESS T+ stmita v M
L PP Ty /7T J R,
‘-r ) r.}‘f! ;H LAer D -f:}r)fh pPrre oF PastoPf

PERMANENT RESIDENCE ADDRESS - s sl o E}_r/?}é)j?‘(oz’/f5}
(2T 21 2A00C
QCCUPATION :
L N e 10 A MARRIED (Frifi) | UNMARRIED (i)
TOTAL ANNUAL INCOME | Antnch Proot of Incoima)
7 wits 5w 5 7000 ' e e N A
PAN No. Tif =81 e N\/L)
ARE YOU AN INCOME TAX ASSESSEE (Tich whichever is applicable): Yes |/ No
W a5 T (g N TR W e W P L P
FAMILY DETAILS irarr Ty
&, Mo, Wams of Family Membor Age (Yoars) Gonder
4 O oite ® 0T W A W () fin
L7t WY IS £00 =
(7] Xl [=/a, N
(& IOty i 3 /7
7, VTS A% T
[ N LD Rl £
(& e’ g5 /4
[ ALLO0 T
(A R /2 JZ7, v
(g) et F i d [ rdning e
ge ) i V) Fil#) £ (g Z L GEICH
il Kt s PN E _ O fi Lid QY (s
BASIS for REGUESTING ASSISTANCE [Tick whichever s appiicable)]
Her % fd G s
BPL Card
[Attach Card Copy) (Atach Gorifcate Copy) (Attseh Copy) Lo il
N T * A FT = g AT FE Tl
(w53 e W e W (SE LR Rl U B R o (W T W W i W W
“PURPOSE" lor REQUESTING ASSISTANGE:
woremn ¥ fed el o e
§r. No. Madical ReportaPrascriptions Attached
w H SRR § Wi W o s e dee

R z -
ijﬂjxﬁﬁf X B - IChilf 7o idairy

[E DIl (Fhilo (aXlarx?

—~
-Ef{}fgﬁ)fgdf- LE - (L6 107 FrTTH

ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
IR % 0 R o s e S e 8 e o 6
86 No, NAME of OTHER SOURCE AMDUNT of ASSISTANCE BEING AVAILED
w1 g5 N W AW it uf woum i




DECLARATION by APPLICANT; SIHT® BRI W w; =

1)1 hsrotly confiem that afl detall in this Form are Tree lo the best of my knowledge. Any fatse statement will render my Application & ongoing assistance, If any,

tmbile for rejschon/cancellation.
21|ﬂmﬂymmm.Hmhmmﬁuhunﬂm.wlhmﬂmwhh'pwpmn“uluudmman,hwﬁmnumnﬁunnn
wad requesied by me,

31 | heeby confirm that | iava not & will not in futurs, sl of reimbursament, in e or in Jull, from any othar seurcalemployerinsurance company, of Me amount
for which thia assistance is requested

1) & s v o e w wen A fot o e 6 s @ s wre o vl book el fewm o s s om T b A 0 wee P @ omow b

2) it g s v ofe v e, @ # m o) b, see Twim w vt o o i e o, W o F o b

1) & fee won f e e mwem i v wbn 9t ok #, 0 i e alew w e e T s dn P wer @ e @ s @ e o
AGREEMENT by APPLICANT (smts o wil)

1} By afllxing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation pnd It's Trusiess lo

uso/publishipul-up/reproduce my name, addrass, photo & details of the *purpose”, Tor which such assistance Is requested/granted, through sny

madism, including but not limited to verbal, print, alectronic, for soliciling donations for Kashika Foundation andlor disseminating informalion about it's

aclivities/achiovementa. Such use of my phole & detals can be made by Koshiks Foundstion before or afier my treatment or fuliiiment of the “purposa”
for which assistance s being roquesisd. _

Fl {Applicant) furthar agrea that any such usa of my name, address, photo & detalls of the “purpose”, for which such asatetance is requestedigranied,

will not automatically entitls me for receiving or confinuing the sald assistance. The declsion for graniing andior confinuing the assistance will rest solely
wilh ths Trusiess ol Koshika Foundalion, and their decision i this regard will ba linal and scceplabls to me.

1) ¥ W TS e W st wY w e, § (o) e Tl W o w0 sifew et s e i W) afeg s g e S
wm, 8 she W fern 5m oew A s §, 3@ “wifen " g el o, wene et aghe o il s il ® Rl sl o s S

T e weh o fv sefiege W T ow e & v 8 W W o @ v @ R twifen wiede” w sl s b

2) A (sview) v e W v 1% dy o, e, W oby e s fe o ¥ et @ wida & gl e e W v W o e A

“wifom" v s ufidl w fele off s awrd wen

= AGREEMENT by HOSPITAL (wsmms §m %oT)
By aflixing hareunder, mmduwhlmmhmmmmh%uﬁlmm Irorn Kowhikn Foundation, we
[{Hospital) heraby &ffirm & accept following:
1} that we naither ate prasently nar wil in future avall of finantial sesistance from another NGO or any other source, for the same patient/cisa, os Wi &re
mummmwmmnhm.hhmmmwmummwmm.llmmumhmm
uyHmnFmdnﬁnn.lnmﬂuﬂnI'uIL'mmMuumﬁntmlhmnmhuphlhurﬂﬂhmmmurﬂﬂnnrm?mmm.mu
confirmation sssentinlly states thl the Hongitel will not avall any duplicate assistance for the sama pafient/case from any olther NGO or any othar source
2) Tho assistance from Koshika Foundation is only financial In nature, The cholos of the treatment/procedure advised/canducted by the Haepital on the
puimt.!nbundnnnmmwmhnwlmmpﬁuﬂthmmihmmMMMFmﬂm,m.ﬂwMﬂﬂwﬂl

assuma solo & complete responsibliity of the treatmant & Il's oulcome & safety of the patient, and Koshika Foundation will have no role of responsibllity
in the maltar,

ot s, weme =) bt @ sl W st sesten” 4 ffie wen iy et @ w8, R o orm) fre T d v el e b

1) f 7w e sl T wive o fidier oven fsl A womd wees el s v @ e i F @ ow b of £, % eA S wifrn s
# fawfmfrft 79 % W § “sifvs s w0 e iy e b ool “wifes st o v Sl s by e o fee s § A s
firvlt o e wen W Tt o v & T A W sfoen gdes v b e o v we wm b T s fim e e S i e
By wewrll son w el sex s A o WwEd)

2. “wifype e # o of wwem s faf vl s b B0 o weee g O of w0 fed v Tmaiee W T e

% w oW P & ol S vt wnebe Do e v W W v ) ondte v 08 © e goe s ad W o wd fedod T e e
Wl ol e W s ofe @ Rt v e F e

[\
RECOMMENDED FOR ACCEPTENCE : l@
| gt ® forg degf A
-l e 52
20-07 2027 Dr. Sandeep Ghildiyal e Signatory
{Mame of Dr. & REGANG - ERGw) v il of Hospits
T W N R O i st s

FOR INTERNAL USE of KOSHIKA FOUNDATION  =¥weiis: 3w ¥

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= v | =il e 2

/_.Q'£°”'/€~

09-04-2023







