JAA - C-22-0F -c23|

K¥hika

foundation

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HEEal &9 wiEq (TR FEE)
A V[0725 [ous s e S Y
: " . AGE-YEARS Wrg-wd | sEx fom
wwww Ay Simgh Fo | M
FATHER S/SPOUSE 'S NAME ©
fmwges W am

Bulidiony st of b

W:m{”

(Attach Proof of income)

o s son Sreovr| ~ CFHWH—) (s w wwe ww), A S /)
PAN No. T T weml B "
T T

FAMILY DETAILS itam fieies

Sr. No. Mame of Family Membet [Fears Gender Retation
W qﬂm‘!'i W *ﬁ cmh} [ m'&“"'ﬂ"
I- Tolazn. £4 E Saldr
L& Favdak Tq A A%
A 2Mumdoa, RS E T :
BASIS for REQUESTING ASSISTANCE (Tick whichaver bs applicabie]
o & fd faefn s
BPL Card
(Attach Card Copy) (Attoch Cortenss Soey) . o, Aty Other
it % A v W % Wy - S
(7 v v oy S (v vy W W W e e (v w1 W) w o v e 3 ®5 WA

“PURPOSE™ for REQUESTING ASSISTANCE
e ¥ e el W et

St No.
¥E Em

Medical

ons Attached

Reports/Prescrigl
wrprvEie ® Wit W i g s

RE -

Cadgmmpe L

LfE ol

CalaralF

p——
\}_u.tﬁﬁﬁ-_@ﬁ = X3 F PAAmB

ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
¥ T % 1 W o werw feedt s wie @ o v @)

MNAMNE of OTHER SOURCE
o wm W T

AMOUNT of ASSISTANCE BEING AVAILED

= W o

NYL{N

dmma/ —




DECLARATION by APPLICANT. MeTs ZF1 Wv= 71

1] | heruby confirm that st detads in thiv Form are True o ®e best of my knowledge. Any faise staternant will rencer my Application & ongoing assistance, If any,
lisble for rejactionicancsllation g

271 solemndy bonfirm that assistance. i receivod from Koshiks Foundation, will be used only for the “purposs”. &3 striad in this Form. for which such assistance
Wil requesing by me

3 | ety confirm (hat | have rol & will not n Tuture, avml of eimBursamant, in pan o in ful, from any other sourcofemployerfinsurance company, of the Emount]
fok which Mhis passianos & requested

1) % e w5 em w4 e wm el fewen 8 weed & sepm v wlt B ol o feen o e smee wn wm | o Af e P v ow ol B

21 & g ool v wfn C e s, 9 ol w ood B, s avdin ol wdve o ol o Bt fem wdm, W m ome A s b

1) ¥ dfe wim  fe fam s oy o sk ¥ of &, 9 ofn w wifes @ ave fee fedt s s feiedds weelt 4 2 e b a3 @ ofes d o
AGREEMENT by APPLICANT (=% gn %71

1] By affissng my signalure o thumb impression on fhis Form, | (Applicant) hereby agree & aulhoriss Koshika Foundalion and il's Trusiees o

uaa/publishipul-updreproduce my name, addross, pholo & detalls of the “purposa”, for which such assistance is requasied/granted, through any

medum, mcluding bul net imiled (o verbal, prinl, electionic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activithes/achievements. Such use of my pholo & detalls can be made by Koshika Feundation belore or after my ireatmeni of hifiiment of the “purpose”
for which assistance is being requesiad.

Z) 1 [Appicant) further agroe that any such use of my neme, address, pholo & delails of e “purpose”, fof which such assiltance i requestad/granied,
will ped @utamaticatly enfile me for recelving or contining the sald assistance The decision for granting andor continuing the asssstance will rest sol=ly
with tha Trusiees of Koshiia Foundation, and thalr dectsion i this regard will ba final and accepiable (o me.

1) TH T W AT reme WA W wr e, 4 (smive) ol wwnft # e s o “wifow write st v il © owh sfop wn e de .,
o, w s @ fewen 1w owoy | witen , o “sifee T s v wrem gt et S wl nivieieed i e @ e el o e e

® yim we = foe sfemn ) 8 vy w e B e 8 W we 2w € fre e sl w sk sfee

1) & (svvew) W ow @ T £ 5 A o, v, o2 ol fee W e mr o agied @ w5 v W W v e e e

“witfow ™y v e wr Freta st sl et g

APPLICANT'S SIGNATURE DR LEFT THUME
srdrw % T W S W T

AGREEMENT by HOSPITAL (wmem pn W)

By affixing hereunder, signature of our Authorsed Signatory for recommending this case/patient for financlal sssistance from Koshika Foundation. we
{Hospitsl) hereby 2firm & accep! tollowing:

1) thiat w nolther are presently nor will in future oveil of fnancial assistance from ancther NGO ar any other source, for the same patient/case, us we are
requesting 10 gal from Koshika Foundation, to the &ilant that such assistance is granied by Koshika Foundaton. If the requesied assistance is nol granied
by Koshika Foundation, in part or in full, then the Haspital reserves it's ight to make up the shartfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patentcass from any ather NGO o any other source.
2] The assistance from Koshika Foundation is only financial in nature, The cholce of the treatmentprocedure advisediconducted by Ihe Hospital on the
pafienl. ks based on the arangement batwasn the patiant & the Hospital. and ks In no way Influenced by Koshika Foundation. Hance, the Hospitad will
assurne sole & complate responsibiiity of the teatmant & it's outcoma & satety of the patient, and Moshika Foundation will have no role of responsibility
in e matiar

woot oo, wenwidl w) il @ sl Wl et STt o fides vty fawden o) wl 3, Pl v (e e g W we oy wle v

1) w B T o ke sl 3 o e F el e Pl A mowlt s w feslt e i 9 v Bt F @ omow o #, R e oo e s
A firfreviiris 7o & s 4w wnster” g we g A it s s g e frd e by s fe w0 s
fdt s & wrwd) wew w feed a T @ e o w s en e b e O wre e e T s Rt e e e iy el
e mradt e @ fodl = e @ W At

1, “wifee W @ 2 wren e fulw vt w2 b o wore g G ol s w el nd awesties w g O o wee

o i w fovs & o “wife wrsen” oo fealt e s wh e ol b rediet weme d O o sem e ode sod wrd o) el Pl f o pe

ol vl oy “wife” o Wi sl w fehtt ow o o e

RECOMMENDED FOR ACCEPTENCE
DR. SIMRAT % forg degfr
Date of Surgery v
S 4 i — DMC Tapedy
crjfa:,t‘ az [Huu-ﬂﬂr.”lm & Hnmw
R R R

FOR INTERNAL USE of KOSHIKA FOUNDATION  w=ifis Twam

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
s . | S T 2

&’ A

09-04-2023




