VAN -C- -2~ 2H |

APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
TETEW 8 T W (3 ) foundation
m'ﬂh: ’v[eﬂi"-l [DUfG(I Eﬁcﬁm:}nﬁ 2{/55}(3[1 Pisiding kisch af lfe _|

ST Do Sogh o e F-_,j ‘
s ot Sima, é_

PRESENT RESIDENCE ADORESS WiHH SFEpma wm _t__ . oA
Pm edp F'GL{F’ 0p

N 5P p f'hrflhﬂ_i‘ﬂ'. s
aumﬁ AMadhoa , U-P. aF[HWo]

FERMANENT RESIDENCE ADDRESS : #a7 saraig ool

NATNME A abpr e

e L ,:._,_b@LU.[ Bumﬂﬁﬂ | UNMARRIED (st

TOTAL ANNUAL INCOME : - {Attach Proot of Incama)
0 wits s L{E’{li?ﬁf" (5™ 1 Fe HeA) _/\L1
PAN No. 71 I T
ARE YOU AN INCOME TAX ASSESSEE (Tick whichewer is applicable): Yes i M o
T ST A HGW R (F G N IR 0w w0 W j =
FAMILY DETAILS wftan faam
Br. No, Hame of Famnily Mamber Age (Years) Gendar Rulation with Applicant
W wE uftam & w1 T 3y (=d) faim SR % T Ty

| hevre! Loc = {1lie

< Jod 211 e e A (]

G Fe 633 A vy O — =5 a,UEI Jden (o 1ol

BASIS for REQLIEE'I'!LH? ASSISTANCE [Tick whichaver la spplicebla}
wEEa % T i smm

BPL Carg EWS Certificats Ration Card Ay Othar

|Attach Curd Copy) {Attach Certiflcate Copy) {Attach Copy) BasiniFroof

T fEn W A= T #e wn W g I w2 _ e
(O W W w W we ({5 59 W) v W s wE W we v He Wt '

“PURPOSE" for REQUESTING ASSISTANCE:
wemm #y e m faeedt w0 gt
5r. No, Medical Reporis/Prescriptions Antached
w0 aerevERr 3 Wi # n ofes g W
HE - Cafdanacf

Lt - Cafanans

g o7 = 7 RE = SIS =P AR
a—cf L=

i

ASSISTANCE BEING AVAILED for SAME "PURPOSE” tfﬂl'l'l OTHER SOURCES
T T W g o = wee R s w9 e o wg

Br. No. NAME of OTHER SOURCE AMOUNT of A.ﬂ-SIETAHCE BEING AVAILED
H HEE T TN W A =i W werwm U

I- IR does]




CECLARATION by APPLICANT: SPiow mm v wy;
1) | heretry confirm that all detalls in this Form ame True 1o the bestof my knowledge. Any lalse statement will render my Application & orgolng assistance, |f any,
liatde for reisconcancalialion

21 | solennty cornfirm that assistance. if received fram Koshika Foundation, will be used only for the "purpose”, as stated [n this Farm, for which such asslstanc
was requested by me

3} | harstiy confirm et | kave not & will not in ilure, &l of resmbursement, In part ar I kll, from any oiber sosrcelemployesinsurance company, of the amoun|
for whach this asmsiance m reouested

1) e won o o @ TR ond e T A0 vl s v v wE oo wi fene wE S s T o & W o wemn B owt w e b

1) W B W Wemm T wTe wEes oW o me ve o, e Iwan T e w gn = o e amon, ot omm oo F ogn oam )

2} f i wm f B R e # o oyl wionE §L wa ool w s w wee e el s daEdee e vl @ 9 A e # sk g @ ofem A o
AGREEMENT by APPLICANT (weew 210 W11

1] By effixing my signature or humb impression on this Form, | (Apolicant) heraby agiee & aulhorise Koshika Foundstion and it's Trustees o

usalpublishipul-upireproduce my name, address, photo & details of the “purpose”, for which such assistance is reguested/granted, through any

mefium, nchuding but nat limited 19 verbal, prnl, slectronic, for soliciting denations for Koshika Foundation andlor disseminating Information about i1's

achvitiesfachisvemnents. Such use of my photo & detalis can be made by Koshiks Foundation before or sfiar my (reatment ar fulfilmant of the “purpogs”
for which asglsiance s being requestad

21 | (Applean) further agres thal any such use of my nama, address, photo & delalls of 1he “purpose”, fof which such assistance |s requestadigranied,
will nat automaticaily entilie me for receiving or continuing the sald assistance. The decigion for granting and/or continuing the assestance will rest solaly
with the Trustess of Koshika Foundalion, and their declsion is this regard will ba final and acceptable 1o me

L1 Im o s e s S e wmer, § (epbes ) sl el = gfe won f o wifee weEee ol Toe =i ¢ o afesn e o B dn o
A, i s o fmr n ey A wifes &, o it o e, o, wew gt e A wEt il st avefedd @ fem feslt o wan seen

o wari W w fer sl b 9wy W fee o e % e mowm § we o fam Cwifime sl ) =l sfiegn #)

21 A (mEns) T A T € B v o, uE, R ot R S R e ® et o wiile & qE v owiem o e e T s o
‘it v T S W rle ST s s R

APPLICANT'S SIGNATURE QR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (wimeams §m %)

By affining hereundar, signature ol our Authorised Signatory for recommending this case/patiant lor firancid issistance from Keshila Foundation, we
[Haspital) heroby affirm & accept Tallowing:

|} that we nelther ara presenily nor will in Tulire avall of financial essistance from another NGO or any other Source, lof Ihe same palienl'cass 88 we are
requesting to get from Koshika Foundation, to the extent that such assistance is grantad by Koshika Foundation. If the requasied assistance (s not granied
try Koshia Foundaficn, in parf or ln full, then the Hospital reserves ifs night 1o make up the shortfall iram another NGO or any other source. This
ponfirmation essentially siates that the Hospital will not avall any duplicate assistance for the same patianticase from any other NGO or any othar source
2) Tha assistance from Koshika Foundation is only fingncial In nature. The cholce ol the reatmenlprocedure advissd/conducied by the Heospidal on tha
patient, is hased on (he armengemaent botwasn the patient & the Hospital, and @ in no way influenced by Koshike Foundation. Hence, the Hospital wiil
g=surme aole & complele responsibility of the treatment & It's outcoma & safely of ths patient, snd Koshike Foundation will have na rola ar responsibility

11 e mgliar

eend sfh, preld ®) S SRl W i Rt @ i me b o = =t 8, o (oeeE ) e owme @ we s sl w R

1) u T W v i o o7 W ufirey f fafire wer fand s s W TR S w8 T TRamE F #i wm oA o 4 o el e
% it T % T 0 s we” e R i e ool el westve” w0 oo S almeoase 8] e T e owm d @ e
Tl s T wOwT Wem W TR S WM W R TR W SR e e # o g | e w5 ow f e s e i ae wlees g e

i wowl wen e e weE B o S

3 “wifn wryE” @ = w omeem Sae fafm vt s &) 0 ow wwrE oo @ o wew on S g aosmrhen w5
7 o w o ol e srsEvR” o et e o wE o an  anleE e A O ® e e S s T
=t o st e W Wi gfe @ Pt oo A Al v

RECOMMENDED FOR ACCEPTENCE
i ———

Date of Surgery
siuty ¥ wie

:.7*-?{ nd’f‘,’:‘t{

fMeed Signatory
on behalf of Hospital) .
9§ T2 wee lewn s

FOR INTERNAL USE of KOSHIKA FOUNDATION 5731t waim #

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
M FTEE | AR T 2

4 A

¥ B

11-04-2024




