ORE - 24 -0B- 05 3%

APPLICATION FORM FOR ASSISTANCE (Healthcare) K&h[ka
Herqan ﬁm e (e, S foundation
APPLICATION Ma. . BT —_— appLICATION DATE: 1) - O - Bullclzr Misch: of ks,
s s - SIORQY] 0UED e i
NAME of APPLICANT - ' ' AGE-YEARS W13-TW | sex fif
TR Mg, Feekha 63 3 ‘ ﬂJ
:'f' ) UDRESS WA [T
PERMANENT RESIDENCE ADDRESS . 2i et oy T{’&H’lﬂ,( 0!,{6

mﬁﬁwﬁnm; ‘HMJ Makf}'{ mmmtmm
W e ' %fa'ﬂﬂﬂ {&u“ﬂg% !fﬂf&]mdmtrmﬁmi' A
PAN No, T =i s ="
ARE YOU AN INCOME TAX ASSESSEE [Tich whichever ia sppdicabie): You | Mo
= AN SO T ¢ (W W W EE W A W Fee e LR

Bt No. Nama of Familly Momber Age [Yoars)

| i oftan & Wl %] Am 3% (7%)
f ﬁg}: :.E E A

o [4] = !!%
!E. XU [

BASIS for REQUESTING ASSIBTANGE (Tick wiichevor s sppiicabie]
e O e M B

BPL Cand EWS Cartificata Ratian Cand Aty Othar

(Attach Card Copy) (Attmch Cortiicats Copy) (Artach Copy) Bawis/Prool

i tEn % S wE T W W W A N TIN5 ) 31 30 e
(o Y Y e S v (w0 w ufy S W (e Y W W A s

“PURPOSE" for REQUESTING ASSISTANCE:
wa gy i m faedt @ agdve:

Br. No. Madical ReportaPrascriptions Aftached
W HE smmEvte # Wit W o afein e e

L4 & = o
XX —KE- SRl (aipiidds
e ) S S ol 4 4 PR 7 & W a DZ Wi F k2

O
hlmgrw - RE- CICS LJith PIMAH
4

ASSISTANCE BEING AVAILED for SAME “PURPOSE" hom OTHER SOURCES
W TR % i W s e fe s o A o 9

ar, No. WAME of OTHER SOURCE AMOUNT of ABSISTANCE BEING AVAILED

W wEn 5= T W T i e o




DECLARATION by APPLICANT: SFms g W 91

1) | bty confim that 24| detalls in this Famm are True 10 the best ol my knowledge. Any false statement wil tender my Application & srgoing assistunce, Il iy,
liptxie for ro)

2) | sdemsnly confirm that assistance, i raceived from Koshiks Foundatipn, wil be used only lor the “purpose”, as stalisd v this Form, for which suth assistance
wins mEouestsd by me,

3] | hereby confim ihal | have rot & will ot in futane, avall of reimbursamant, in g o in [ull, from any other soueaemployetmsuranne compary, of the amaunt
feir whibch this Besistancs 8 reguisied '

1) % vt e o P w8 Tl ne et Tason oft seelt & g e Rt & i W T ol wee s s € 9w P o m owi b
1) & w wwm i st w6 w o) b oawe avem i wtes o off @ S fewm wmim, w o owe o wnoma b
31 & g W f 7 T e d o e W o #, 3w o ow Wi s T el e i fies A wern B o1 e d ol 3 0 ofes 4 dm

AGREEMENT by APPLICANT (smivw pu %11

1) By affxing my signiture or thumb impression on this Form, | {Applicant) horeby agree & authorise Koshika Foundation ang i1's Trustees 1o
use/publishipulpireproduce my name, address, phato A dataits of the “pumosa’, lor which such assistance is requesiedigranted, hrough any
radiuim, including but nol limited 1o versl, prnt, elactranic, for soliciting denstons for Koshika Foundation andfor disseminating information about it's
vctivillnefachiovements, Such use of my photo & details can be made by Koshika Foundation bafore or afier my treatrmant or fullliment of the *purpose”
foe which assisiance is being nequekied.

2) 1 (Applicant) futther sgreo thal any such use of my name, address, pholo A details of the “purpose”, for which such sssistance b requestedigranted,
wiill ml autamatically entifle ma for isceiving of confinuing the said assistance. The dectsion lor granting andior continuing the sssistance will nest solely
wilh the Trustees of Koshika Foundation, and their decision is this regard will be final and accoptable 1o me

1) TR U W ST peeT W s ¥ e e, # (sries) sl ol S g e o o Cwine seiie ol e e o9 e wa e o,
s, w1 e W v gm o dfwy #, S o e, e e gt agke A ol ofiied st aoeferd % R fEl o v e

= gatn w % fv, wflegn & S vow W fewen @ ® we ww A we S e Swife greler” § S sfeg b

) & (e wRowm W v § TR W oo, e, W i e W R amen o gEe @ wive kg wm weren w) weRn Sl S m T A

“sifrm e zed st wr Bty oo v el v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION =

wriew ¥ YO W SR W Q)ﬁq&__

AGREEMENT by HOSPITAL (wsums gm %)

gy affiming hereunder, signature of our Authorsed Signatory lor recommanding this case/patiant for financial assimtance from Kashiea Foundation, we
[Hosphal) hepsty ofirm & sccopt following:

1) that we naither are presenity nor will in future avall of financinl pssistance from another NGO or any other source, for he same pabentcase; ns we are
requesiing 1o gal from Koshika Foundation, to the edant tfial such assislance ls granted by Koshika Foundation. If the requested aesistance |3 net granted
by Koshika Foundation, m part or in full, then the Hospital reservas ifs right to make up the shorttall from aneter NGO or any ofher saurce. Thia
confimmation sssantialy states that the Hospltal will nol avall any duplizale assistance for the same patlanlicase from any othet NSO o any otfjer saurce
2) The assistanca from Keshiks Foundabion is only financind in nutlre. Tha choice of the treatmentprocedurs edvised/condutted by the Hospital on the
patiant, s based on the arrangement btwean ihit patient & the Hospital, and is in no way Influbncad by Koshika Foundation Hence, iha Hospital wil

assuma sole & complete respoensiblity of ths trestmant & Vs ouldomo & safety of the patient. and Koshikn Foundiation will hirvs no role or responsibility
i he malar,

wait s, T W s & Sl W Cadee st W il s 6 el ot @, Bee v (e P e @ s m o W R

1) W T 3 o wieE A T o wftrss o fafim o faeh o ot sy @ TR sen wim o TR o F o om A o #, 3 fe e Cwifion et
% freemfovficfs s % wa § “wifm w© wo o @ b ol S s v g weem feln strsmee v e a0 e e o arm
ol w= i wierh v 9 Gt B ownet 8 g Sow afiser i oem b m gfe F we s oo B R st e aer o drivee iy el
by gy WA o fFE g W WA A

3 “wifew sttt @ o A e faw fem wet Wt bl W e oo @ of S @ RS T SRR WO O e

of i w e @ ol i ke g e v W oW T o ) e reme O O ® e e s s o e =R el B w e
= ¥l s “wfmRT W W o m fasd e e

RECOMMENDED FOR ACCEPTENCE
E’W. w fom i mﬂ-’ B.“'ﬁ“ ‘.R
Date of Surgery a ADMERIS T ™
Ham ¥l wie DMC No-- 111488 SCEH SBAHARAN «
19-04-2004 {Name, Designation & Stamp of Autharised Signatary
(Name of Dr. & Regn. No. with Stamp) on behalf of Hospital)
THT W TN T AT T A 2 M 0 T W ST s
FOR INTERNAL USE of KOSHIKA FOUNDATION  sfts e i
SIGNATURE of TRUSTEE { SIGNATURE of TRUSTEE 2
A FE | i

vl JAE

11-04-2024




