VRN-C=2]-10-0[99

\ APPLICATION FORM FOR ASSISTANCE {Healthcare) Kﬁvs q-l.ka
SE "ﬁ i 3 ( ) foundation
APPLICATION No. - b - N APPLICATION DATE : Buslifipg liloaek of lie
s = - V(1o U{saey e 04 “12-1 :
MAME of APPLICANT : i AGE-YEARS o' | sex film
SR C_huinnj {3 M
FATHER'SSPOUSE'S NAME
Tommgm & de\j
PRESENT RESIDENCE ADDRESS vl S Tal
B B sl A —
C LW . U P 20\
= NENT RESIDENCE ADDRESS : 701 SWaeira wa
Aﬂme a3l abag
QCCUPATION : }mﬂﬁm ¢ UNMARRIED (mfier)
muL .umunL INCOME : “TAttach Proof of Incoma)
wH A iy { 1 W wEE Her) A
PAN No. wli = W
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicabile): YesiNo -
a1 W A W OW R (R WA 6 39 W g W A E) Ll
FAMILY DETAILS oftan Tommm
Sr, No. Mame ol Family Member Ago [Years) Gender Relation with Applicant
wH T _ qftan % T A 7w () fietn WA W TN
I =2 EVES-E bo F LAd i 4
2 Ve e nba | 22 ! SV
2 Honicy Y4 E Da
a Mot & 09 M Ireed S,
= | Y oL %] 0 It
BASTS Tor REQUESTING ASSIETANGE [Tick whichever is applicable)
2 L B
BPL Card i ¢
(Attach Gard Copy) Aisagh Corificase Gomy] (Ritach Copy) oy oo
i e A= W &= = i i e 1 0o W
(s vy % v Wi wo (T T ) R e (WAF T W W R S

"PURPOSE” for REQUESTING ASSISTANCE:

w7 fad Tl e e

Sr. No.
wH HEE

Madical Reporis/Presoriptions Attached
sreEvETR 8 a0 ) M Wi T He

RE — Ceagyle {QHH_Q_F'AF-

Y =

—

Seagle Catasialt

A1

B orco=Tal

ASSIBTANCE BEING AVAILED for SAME “PURPOSE" rom OTHER SOURCES

W I

¥ #q Wi o7 wewm R s v A fem o

NAME of OTHER SOURCE

Sr. No.
== TR W A

A W

AMOUNT of ASSISTANGE BEING AVAILED
it wErmm i

DECS

Looe]|—




DECLARATION by APFLICANT: WEEE
1)1 heraby ganfirm {hal all detais it s Form ame True o the best of my knowiedgn. fny false slamment will rendar my Apphcation & angaing

jiible for Faiectiah/cancelintion
7) | selemnky conifirm hat assitanca, || recered from Koshika Houndation, will bo used only for the ‘purpose”, ab statad in this Fom, far whish

was requestad by me.
3} | herety coniim fhal | osiym riot B will not in futire, sl A pairbrssmant o per or o full, frestry ey oAtiEr sourcaiemployerinsurance COMpany, of

o which this assisanc s requesisd
uh&mm{ﬂmmﬂm‘lwimﬁmﬂﬂmtmmvﬁmﬂtmﬁﬂm@mmwmi#ﬁ&mm-ﬁﬂ
:1ﬁwimm*ﬂmm*.iﬁ-ﬂml.maﬂﬂmﬂﬂthﬂmm.ﬂwmﬂwmh
J}ﬂWM{Hhmmigwnﬁi‘lﬂii.ﬁ:ﬁnmmﬁmmmmm“wm*admimﬂﬁmnﬁm
SGREEMENT by APPLICANT (st G %41}

1) By affiing my Signatum ar IS impEeEsien o i Foim | [Applicant) hershy pgroe & authorse Kodhika Foundation and II's Trustees 1o
usalpublisipul-upfraproducs my rama, adress, photo & deimilg of the “purpasa’, far which such assisiance i5 requestedigranted, through any

madium, inchuding it not lirmilted 1o verbal, phink, slectoms fot selitilng donations ot Heshika Foundation andiar disseminating Intarmalion ahout it's
activities/aohissments. Sych use of my phito & detnils can bt e by Koshikn Foundation Wefoes or after my (rsatment or Julfiment of iha "purpose”

for which assistante |s Being requestad

2) | (Applicant) further agree it gy sugh uaa of my name, RIdIess, kot & details of the "purnasa’, far which such assislance = requestedigranted,
will not automatically entitle me for recehing o coplinang thie said ansistante Tha dacigion for granting andlor continuing {he sasistance will rest solely
with the Trustees ol Kashiia Foundation, and {ivats- ciecikiie b this regard wiil be final ant! acceplable 1o me

nmmmm#mmwn‘-ﬁﬂmm.ﬂ{nﬁwwmaﬂEﬂwm{ﬁ'ﬁﬁmmﬂmmwm“ﬂwm{hhﬂm
m.ﬁ#ﬁmﬂmiﬂmt ﬂ“mﬁm'mmﬂ.m,mﬂ@_mﬂaﬂnﬁWdtmimﬂﬁmm
imﬂamﬁimmhﬁmmﬁm_wﬁwniﬂﬁmmﬁwﬁm‘ﬂﬁmm'wwﬁl = b
::cir.mwmimtﬂﬁﬂﬂm.ﬂm.ﬁ&'mmﬁﬁmimﬂﬁmﬁutﬂm:mwmwmtwmi

i o =t Ft o o S w0

AEPLICANT'S SIGNATURE OR LEFT THUMR IMPRESSION
Mimﬂwmﬁmm g

AGREEMENT by HOSPITAL (e T )

By affixing hereunder, sighalne ml miar Alithorsed Signatary fof racqmnianding this casepatiant tor financial assistance from Koshika Foundalion, wa
{Hospital) hersby affitm & gacept aliewing:
1) that we naiiner ara presantly nae will i it & ail of fimancil sesigtanoe rom anotter NGO or any olher saues, fiof the Sama palienl/cass, 45 wa are
ing 1o get from Koshika Foundation, o this sxted tol aunh assistanc is grantod by Koghika Foundation. if e requeated assistance Is nol gronlad
by Koshika Felndation, n pant ar n full, then the Hospital reaervm I right 10 ks Lp e shartiall from analher NGO or any other source. This
eonfirmation aseenlially stotas thal (he Hospilal will nol avall any duplicaie gssistancs far they same patenticesa froim any other NGO or any oihar saurcs.
2| The assistance from Kashika Foundation Is only financil in nature. The chiiles of tha irastmantiprocedure sdulsndiconducied by tha Hospital on the
pallent, is based on i arrangement batwean the palieni & the Hospltol, ardd i I no way influenced by Koshika Foundation, Hence, the Hotpital will

aseume sole & comphale rasponaihiily of the irentment & s outcome & salety al {he patient, and Koshika Foundation will haye no rolé of reaponsibility
in fhe matier |
it s, T W) ﬂtimﬁrﬂi‘r“ﬂmm"%mmqmﬂﬂt.ﬁﬂHEM}Mmiﬂﬂmmh

ljﬂﬁﬂﬁmd{ﬁﬂmﬂfﬂﬁﬂmﬁ!ﬂ#’wﬁpﬁmmﬂmmﬁmWﬂ#Wﬂﬂi.ﬂhm"mw*
imﬂnﬁm#"mmﬂ'mmnﬁf;ﬂwwﬂ'mmmmWiuwmmﬂiﬂm
m:mﬂtmmuﬁmﬂmnﬂmﬁmﬂ@mhmﬁﬁmmmthmmm-mmnm
"flmm“fﬁn’lmwiiﬁﬂwﬁrhu .
z.‘:‘lﬁmW"#ﬂldmmmmﬂuﬁmmﬂmmﬂﬁmwmvﬁmmwaﬂﬂ
!hhlqmt#"ﬂﬂmmﬁﬂ"mmﬂmn#mwﬂhmmﬂﬂnﬁimw#nﬂﬂﬂ v
mmm-wnﬂ@m-mmmﬂmm

DANTSHACOMMENDED FOR ACCEPTENCE
M.B NOMS, DNpETE * fom S
[Nsms, Designation &
Cs':H | n\g_l (Name of Dr. & Regn, No. with Stamp) i
oS 1 TR 6 g 8 U A 1

FOR INTERNAL USE of KOSHIKA FOUNDATION s T
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
1

&g’ AL

19.01.2021



