VRN — C-2)-10-028¢

APPLICATION F‘DRM FOR ASSISTANCE
Hed B AT WEY

(Healthcare)
(T TEE)

e N |w2i{oass rrruoamononte: o lho]2a |
NAME of APPLICANT : n ' l 3 AGE-YEARS 572l | SEX e

s s

FATHER'SISPOUSE'S NAME :

k&¥hika

foundation

Butlding binck of i

Lakhan Sj‘«
PRESENT RESIDENCE ADDRESS Ty S Wl __

DAt Mathua, UF 2817 &
PERMANENT RESIFENCE ADDRESS Gl

béss) AHa
S))

Presb

Tamé ab Qeovje
g:ﬂcﬂu;am : Vrne 4 Lgan@: (Feafier) | UNMARRIED (i)
TOTAL ANNUAL INCOME : r f ! {Attach Proof of Income}
il bk Z’GUT_'Q}.;-‘- ( Fam;JH) (37 % T ) N A
PAN No. T6E @@ HEW ' -
ARE YOU AN INCOME ASSESSEE (Tick whichever is applicable): Yo | No
S W ST S (W AR R IE W W e l;f.!%& =
FAMILY DETAILS uftam Fam
8r. No, Namia of Family Member Age (Years) Gunder Relation with Applicant
wH A= Wi & Al W Am 30 (ad) T 7 T Ty
| Mohgq Ao 6l E p4e
b7 ﬁ_f;._:[ Cincd T 0 A9 (Y =
b ool a6 E n%&.d:m_'u_lg.ﬂ_
[ & Aok b [0 [ bhyond e |
5 Famah g M i R
BASIS for REGUESTING ASSISTANCE [Tick whichewr is applicabie)
o O v O
BPL Card - v
{Attach Card Copy) lmf:ﬁf.—ﬁﬁfmam EE:‘E::&P‘:‘I ;a?wm
ittt AN e P M W T T 3w wet
(S W o O e Cwn T W Wi W e (e T ) W o e
“PURPOSE" for REQUESTING ASSISTANCE:
wrrA 1w m fam = e
5 No, Medical Reports/Prescriptions Attached
wH R SRR 8w W e g W
LE — Seanle Cadawac g
o
Sy — [REL SIS FTJol
g < o
ASSISTANCE BEING ﬁ'lM:‘ILED for SAME "PURPDSE™ from OTHER SOURCES
T T F w0 36 e e o wh g fn v e
Sr. No. NAME of OTHER SUURCE AMOLUNT of ASSISTANGE BEING AVAILED
WA W s =i W AW wE TR T
I DECS 'Jm;.-——-




DECLARATION by APPLICANT: SOt R Wi ¥5:
1) | hereby confirm that 2 details i this Farm are True fo the tisst of my Knisdedge. Any false statament will ranter my Apphcation & ongoing assi

liable for rejectioncancatistion
21| solemnly oonlirm Ihal assistance, § received from Koshikn Foundation, will b usad anly for fna “purpose”, as stated in this Form, forwhich such

WS raquesied Dy me.
3y | heraby corfirm that | rave not & will nat in futlee, avail of rmimburssmant, in part ar i full, from any offer soucelemployerfinsurance company, of the

fair which his assistance @-raguestad

1) # g = wem uf “wife g, A o w8, e i ah ate 9 @ el fem o, 9o e F o b
3) 4 g wom £ fn weem ¥ T e =t o 8, 3m ol W wfee w se fren Sl s s S @@ R § s @ ofe A g

uﬂﬂmm(ﬁ:mmﬂf:ilﬂﬂm‘ﬂ‘!’lmimmﬁﬁ!uﬂﬂ%ﬂmmmwiiﬂmmﬁwm'I|

N

AGREEMENT by APPLICANT (3uems 210 =71}

1) By affixing my signature of thimb Impression on ihis Farm, | [Applicant) haraby agres & suthonse Koshila Foundation and if's Trustess 1o
use/publigh/put-upiraproduce my name, sddress, pholo & datails of ihe “purpose”, for which such essstance is requestad!grantad, through any
madium, ingluding but not limited to verbal, prnl, electronit, for soliciling donations for Keshika Foundation andlor disseminating information abaul it's
acliviliesfachlsvements, Such use af my photo & getafls can be mada by Koshika Foundation before dr after my treatment or fulliiment of Ihe “purpese”
1t which assistance is bamng reguesisd,

2) | (Applicant) furthve agree that any such use ol my nama, addrss, pholo & datalls of the “purpose”, for which such assistance |s requestad/grantod,
will not automatically entitle mve for teceiving of continuing the said assistance. The decision lor granting and/er continding the assistance will rest solsly
with the Trusless of Kashika Foundalion. and Lhair decisin in this regard will be final Bnd accaptatie i ma.

1) T W T E T W s e e, d i) swd e o g s o e wed e w Swie oW s we o fS oo,
o, TR S W fa vE 9w o i A, 9 sl o =ml, o8, oeeea gat S3Rr B e il s st & e ) o v e
ﬂmﬁimMtrﬂmmﬁmﬂﬂimﬁqﬂ‘mmﬁmﬁﬂm“mm'tmmtl

7y # (swirw) v =@ @ wew o R F T, i s e @ e e ® Fged @ wite § 58w weE W v o o

“wifren" 3w il w1 fein S sl e E

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

A & FE W A W e gd\"";:\“‘{- ,\Zé/_—]?’f

AGREEMENT by HOSPITAL (T 210 i)

By affixing hereunder, aignature of our Authorlsed Signatory for recommending this case'patient lnr financlal assistants from Koshika Foundation, we
{Hospltal) hersby affirm & accept following:

1) hat we neliher are presantly nar will in future avall of ftanel sssistance fram anather NGO or any olher source, for the same patient/case, &5 we ars
I raquesting to get from Koshika Foundation, to the extent that such assistanice 4 granted by Koshika Foundation. If the requeshed assistance is not granted
by Koshika Foundation, in pan ar in full, then the Hosplial reserves i1 rdabt to make up the shortfall from another NGO or any other source. This
confirmation essentially staies that the Hospital will nat avail any duplicals assistance lor [he same patienticasa from any other NGO or any ather source.
2} The assistanca from Koshika Foundation is only fmancial m natire. The chaioe of the treatms niprocadure advised/conducied by the Hospital on the
patient, is based on the drangement between the patienl & the Hospilal, and is In no way influanced by Koshika Foundation. Hanoa, the Hospital wiil
pssume sole & complets responaibility of the reatment & 's outcome & safety of the patient, ard Koshiks Foundalion will have no role of responsibility
i1 he mattar

W s, e W ol R TR W st s 3 P o i et 9 8 B e (eEme) e e @ A s e s

1) ug f o 7 ol 3 6 s R s T f i e w fe st wi A owR dlad F W ow A o 2, e e iR e
A fafm e == & T A Cwlew s 5w i 0% R R R go wevm fei sieewse i g e o b svm
fodt s ) slen W T e e A s A9 W st e T & W e ¥ e ww s & R s i R e dives i e
e wowt wwen  faeh o R RO e

2 “wifemt wisEv" 2 = of aeE wun fiin oSt 0w e g d o wew W &R T ST W P O T
% e w1 fre € o i s oo fed wen w w o  d e s F B0 e o s se e s e
=l ob Cwiime" W w gftm m Pehod g owme o e

Dr COMMENDED FOR ACCEPTENCE

Dr. SUFYAY DANISFFcoree % fon st :
Date of Surgery  UIND -
HigE ® W 22893 : o

Mame, Designation & Sta
uqllqlll n. No. with Stamp) : of 5
i w e g T F T T S s
FOR INTERNAL USE of KOSHIKA FOUNDATION &l awam ]
SIGNATURE of TRUSTEE 1 SIGMATURE of TRUSTEE 2
it ww | =it R 2

il s

18.01.2021



