‘C-24Y-07 -0ln8

APPLICATION FORM FOR ASSISTANCE

HETIAT B 3HEa WiEq

(Healthcare)
{ FEs )

APPLICATION No. : APPLICATION DATE : © 2 -0~ 2
s T H’m_u/ouﬁ e fne |
MAME of APPLICANT ; ! ace-vEArs wg-m | sex fifn
R e indo Deu g2 | F
FATHER STSPOUSE™S NAME .

g W = Lt Ram

Precf

K¥hika |

foundation

Ruiiding ok ol e

Potts P

PERMANENT RESIDENCE ADDRESS = Taif Srss 1
OCCUPATION - 'y T MARRIED TFSfEa] | UNMARRIED (o)
mm.mumue (Attach Proat of Income|
w Wit wm o000t/ foml) (amm w1 v AR
PAN No. TIf T HE AR i
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever Is applicable): Yes [No
W N A T § (W W R 38 W w W P e ﬂk—tﬂ)

FAMILY DETAILS wfigm faamm

Hame of F amily Meme Age (Years) Gender Felation with Applicant
F:r;;l mniﬁma; nt:*T fism TR & WY O
T SEITaOm == H Huxm_‘i
L MukahL gy | SEn
T AT Bl no F 7 Daugh#e=Tn-1a W
] Nﬂﬁn‘j tﬁ_ ™ (v yand 2 B
BASI5 for REQUESTING ASSISTANCE (Tick whichaver is applicatie)
wrem % ol il smum
#PL Cord EWS Certificate Ratian Card Any Other
{Attach Card Copy) {Attact Certificate Copy) (Attach Copy) BasisProc!
it tem % ¥ v M WE M T TR T IuEEn WY _ r il
[T T W e W S W (W T W N w0 O w1 W R e .

“PURPOSE” for REQUESTING ASSISTANCE
wE ¥ e o fel W oI

Er. No.
T W

Medical Reportu/Prescriptions Antsched

wepmEaieT § Wil W) of i g e

POIOL

@fujmw
[(-

—

S enIT

Cabsivall

© __wilH PmmA

ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
o Tgdve W by W e e fedl sew wiy 2 fe e W

Sr. No
B4 W

NAME of OTHER SOURCE
= T WA

AMOUNT of ASTISTANCE BEING AVAILED
#fl wf wpvem ot

AT




DECLARATION by APPLICANT: wriew Tm wige w-
nmrnEWmMﬂMMIﬁanHTMMMMqumw Mrfﬂ-Mﬂ:nﬁthlmﬂlm It mevy,
e for rejectionicancetation

2) | solormnly confirm tho! sssistance, If received from Koshika Eoundatian will b uned anly for the “purpose”, a8 staled in this Foam, fﬂﬂummelm
was requasiod by ms

3] | vty conifirm @l | fave not & will nol o fulure, avail of mimbursemant. i par o in 1L, from any othor sourcsmgloyedinsurance company, af e smounl
for which tws asutslance is requested
1) d s wrw f e g a6 fed o ol feer S weelt o s amowd wf boaft s fee o W s o wn £ 8 40 wrem S ot el b

1) % gm oW o ofn s wrgmt Al Lo e R e P R St e e, s mwmd wm b
3) & qfw s {5 faw e £ = wde ) oof §, 78 o w s W aee e fedl e g feiwsetm wsE @ @ e b ol 5 ofes o

AGREEMENT by APPLICANT | wrees om %07}

1) By aflising my signatute of Mumb impression on this Foem, | (Applicant) hereby agree 8 authorise Koshika Foundation and if's Truslees to
usapubliehiput-up/reptoduce my name, address, pholo B detalls of the "purpose”, lor which such asslstance is requestedgranted, through any
midism, including but not fimited 1o verbal, prink, electronic, for soliciing donations for Keshiie Foundation angior disseminating (nformation about it's

activitles/achievements, Such use of my pholo & details can ba made by Koshika Foundation before or after my treatment or futfilment of the “purpose”
for which assistance i being requesiad,

2} | (Applicant) turther agree that sny such use of my name, sddross, photo & delails of the "purpose”, for which such aesislance s requastadigranied,
will iol automatically entite me for recaiving or continuing the sald assistance. The decision for granting and/or continuing the mm!mlﬁﬂy
with the Trusiees of Koohiua Foundation. and their decision I this regard will ba final and scceplable 1o me

1) v we o e o W) e e, 8 (omdew) sl sl o) e won f of Mﬂhﬁﬁm wwmthhw
T, W sl @ v @ v d e}, W e o e, T, T R S W e sl weeteed % fr fedt & wam e

A it w71 = fo sfege § 9 venow frae Aoy ® e T e O W F fre il e w Sl s §)
111{#1}“&#“{&1!17-mqﬁaﬁhﬁﬂhmiﬂtﬂ#ﬁiym.mwmmwmnmt
“wifrw " gy T =i W fede wf sl wrogesd v

APPLICANT'S BIGNATURE OR LEFT THUMEO IMPRESSION
HASE ¥ B

| o

AGREEMENT by HOSPITAL (wenme om ®01)

By affixing hateurer, fure ol our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hersby affirm & accapt following:

1) thit e naither are presantly nor will n future svail of fnoncial asststance from another NGO or any other source, for the same patient/case, as we am
requesting 1o ge! rom Koshiks Foundation, 1o the exlent thal such sssistance & granied by Koshika Foundation. (I the requested sssislancs is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves I1's right (o make up the shortfall from anothar NGO or any ather source, This
confirmation stains thal the Hospital will nol @vall any duplicsts assistance for the 3ama patient/case from sny other NGO or any other souice.
2) Th assistance from Koshika Foundatien is only financial in nature. The choice of the mesiment/procedure advised/conduched by ihe Hospital on the
patienl, in based on the smangement bebeian the patient & the Hospétal, and i in no way influsnced by Koshika Foundation. Hence, the Hospital will

assurne sole & complobe responaiblity of the treatment & it's oulcome & salety of the patient, and Koshika Foundation wil have no rle o respansibility
T At

et wlew, vl % d @ SR w st e W il ween wy feltn w) o #, B e (e B e @ W wle s b
1) s 7 & wihom s = & ofess o fafm wwemm ferit i ooenl wom w st @ A 0 v TR § S0 ow A W, 30 e el et
w feorfonfisd s o wa o “wifen st omowex by B b oft CsifeE et po wers Bl afewes gy v of S o b ot s
felt e i wrerlh W w Ped e W @ awee o e sfven e mee & o e o s ww we e somem fofe wee e i iy e
vt wew W R s we W S

1 sifire T 2 & of ae S fafre ol o b o w e e 9 of e @ Fel v orefee o R B o e

% vy w Ty & o o wrsdie g feed v w o oot B refiet e 4 Bl # g e e i e o wl Pasdoll B ud e
Wi wit sy i ﬁﬁﬁmwhﬂu&nmﬁimﬁm

RECOMMENDED FOR ACCEPTENCE
ﬁ‘h&‘-ﬂ w fom g

Date of Surgery
sfitm ) wite ll.ﬂ.ﬂ

36H2y !Ilmnl

ﬂlt
FOR INTERNAL USE of KOSHIKA FOUNDATION  si=fT% 79eim 17
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A T | =t EE 2

’ o

o/

11-04-2024




