AN -~C-24 04~ [2]®

APPLICATION FORM FOR ASSISTANCE

Y@ B TEST WY

(Healthcare)
(= )

APPLICATION Mo. ;

/gy [oup2

APPLICATION DATE :

As [of [2Y

K¥hika
foundation

NI Wo ; s e

: AGE-YEARS - fiin
meww  Lakhom Simdh 7 Ff‘]
meﬁ'lﬂ&gﬂn ua-'ﬂ S:;m %

PRESENT RESIDENCE ADDRESS =AY/ Sarard ga

Plne@f,

U A%na, () _P. axgee
UPERMANENT RESIDENCE ADDRESS - 31y sy ool
Saane _ak abhpre
s Lak pA] W}rm&n[m]
TOTAL ANNUAL INCOME : {Attach Proof of | )
T WS 3 b oV /[ (o w1 e vy A )
PAN No. BT & Hem ==
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes [ No J—
0 51 5 % g & (A 0 0 T8 T AR WA W ¢ (o
FAMILY DETAILS e fpmamy
5r. No. MWame of Family Member Age (Yoars) Goender Relation with Applicant
FN HE e 0 3w (=) fin aﬁﬁfni_qw
' £y = s
I SUEA D '
oy \S Y [ N S @]
2 ,
. iy fip === = Jlama Jden ih Lgii
3 Chonel eondty : &=
BASIS for REQUESTING ASSISTANCE (Tick whichaver Is applicable)
e % fir fiefa smm
BPL Card EWS Certificate Ration Card Any Other
(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) Basis/Broof
e T w AT T #7y o wt ymm wrd Bt
(S W e W WA W (w93 1 e ulE mee wh {um T W W e Wi
"PURPOSE" for REQUESTING ASSISTANCE:
T ¥ R e W e
Sr. No. Madical Reports/Prescriptions Attached
W wE sreE et o T wfeee w we
AL - T odanals
LE — Cafamct
= Unpa71y— A2 —33CyF+ PAAME
.-""_lf ,
.
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
T T W ¥ w0 &= e fed s owm W fen oo
51, No. NAME of OTHER 50URCE AMOUNT of ASSISTANCE BEING AVAILED
FN Hed S T R AH wt i wwmr T
t o i Apcn Ef —




DECLARATION by APPLICANT: s@TE G s o

1) | herehy ecnflem thisl sl detalls in this Form are True to the best of my knowledga. Any false statement will render my Application & ongoing assistance. Il any,
liehle for rejection/canceliation.

2 | solermnly confirm thal assistanca, If recaived from Koshilke Foundstion, will be used only for ihe “purpase’, as staled in this Fofm, for which such asssignce

Was roquested by me,

B} | hersby oconfimm e | have rot & will not in futute, avail of mimbursamant, in part of in [ull, from eny olhsar sourcafampiovaninsurgnce company, of the amount

far which this assistance Is requesied

1) s o f T w v o TR m el T S el wem we e aa § ol s e vE s s o B A O see e W ow wwd b

2) W g W v i “wifen s, # oW onlt #, e T A e w9 % e w6 wowen F o

1) gfe wrm f e o wEmem o oow wndw o o f, I ol W siew m awe feen e se e w0 | 9 @ e 8 i 3 1 owfew o |

AGREEMENT by APPLICANT | smesr gm &0}

1) By affizing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Keshika Foundation and 1's Trustess 1o
usa/publishiput-upireproduce my name, address, pholo & details of the "purpese”, for which such assistance is requesisdigranted, through any
medium, iIncluding but not limited to verbal, print, electronic. for soliciting donations fof Koshika Foundation andfor dissaminating information skout it's
activilesiachiovemants, Such use of my phoio & detalls can be made by Koshika Foundation before or after my treatment or fulfiiment of the “purpose”
for which assisiance is being requested.

2 1 (Applicant) further agres thet any such uBe of ny name, address, phato & delails of (he “purpose”, Tor which such assislance |s requestadigraniod,
will nal avtomatically entitle me for recelving of continuing the: sald assistance. The decision for granting andfor continuing the assistance will rest solely
with ihe Trustees of Koshika Foundstion, and thair dectsion ks this regard will b final and sccepiable lo me.

1) W T o we W A Wt wry e, (v s wesls wY gfe won of o “wifne s i e =i ¢ W s w o T dn o,
o, W sk w fere vo wew o Wi 3 iR Ay S, T, e g etk A ol wiied s avefend 2 e e o s e

3 wafr = o sfege §1 9t 99 W fewer 9 e ¥ wee woww 8 wn F o Cwiftee wedmt w0 sl sfiem

2) A (smivs) 0w F v { R G0, v, e ol e W e owe % e A wike § g3 e wem W w6 ) i e g

i ™y T il w1 foiy s s s

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
WETE W R A S W
oy a,mga

AGREEMENT by HOSPITAL (w&mmet g1 R )
By affing hereundar, signalure of our Authorsad Signalory for recommaending this case'palient for financial assistance rom Koshika Foundation, we
{Hospital) hereby affim & accept following:
1) that we naithar are presently nor will in future ayail of financiol assistance from another NGO o any othes source, for the same potient'cass, 05 wa are
requesting to get from Koshika Foundation, 1o the extent that such assistance is granted by Koshiks Foundalion. T the requesied assistance |s nof granted
by Hesshika Foundation, in part or in foll, then the Hospital reserves iUs right 1o maka up the shortfal from another NGO or any ather source. Thig
confirmation essenfially stnlas that the Hospital will not avall any duplicats assistance for the same patient/case from any other NGO or any other source
2) Thae assistance from Koshika Foundabion is only financial in nalure, The choice of the trestment/procedurs advised/conducted by he Hospital on Ihe
patlent, is baged on the arrangement batwean the patient & the Hospital, and s in no way influenced by Koshika Foundation, Hence, the Hospital will

assuma sola & complata responsibility of the treatmeant & it's outcoms & safoty of the patient, and Koshika Foundation will have no role or responsibifity
in the matier,

Tk sy, gEwl @1 S S wwAAd S alnm et o Gl s 3 fowie W oo 2, Fel e (reee) Freouwe d ue o sien e

1) i 7 A we st = o wfirey F Fafirg v fid v W m fedt aee wim R e iiimee F #omow o #, et e et eien okt
® Fopfefaf s & ey d s wEs T gn W 4 & ol s vt o sewn T sireene i aep T e o § d s
famit s ot sfen W fasl s e @ W W sl e T o e F T s b s i et e et iy e
o vl o W il W e O S

2 “witow TR W A T we wee fatm v w0 W veam g oW s W R T aniE W :
5 ¥m w1 fimy & ol “wifve s gm faed vwr oW s e w6 mi weme o B0 oF e gon sk it v T
w0 W s s W g Pl v F a8

RECOMMENDED FOR ACCEPTENCE
- =it % fov def

Date of Surgery
swmawm | DR S

2e[offan | MBRSS Stamp)

WPWIE 699G 1+ 1
FOR INTERNAL USE of KOSHIKA FOUNDATION  s1=ifi® 33am #7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
! T |
~ IR
. .i e

11-04-2024



