C-22-069 -n28¢g
APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
AT W SETE WrEy (vraqy FEaE) foundation
APPLICATION Mo APPLICATION DATE | of -0~ 043 il bilocs of v
ke T 8] |pa9 locao s e
NAME of ABBLICANT AGE-YEARS ®rg-wi | sEx fem
i i | L]
e Camdl 63 E
FATHER'S/SPOUBE'S NAME ;
frages w1 MukKesh
PRESENT RESIDENCE ADDRESS L e
.WMMHT ﬁ; - Blwar
REASThan —30lyoL Pes? Posie
T PERMANENT RESIDENCE ADDRESS : = S 3 ?
Be dpave 0SJ0 SemH
OCCUPATION me puaket um‘fﬁﬁnﬂn; I UNMARRIED | wfteatfim)
TOTAL ANNUAL INCOWE © ) = {Astach Proal of Income|
WS 52,000/ - (Fmil) (3 = @ W) A
PAN No. =t mm wmn [ ==
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever ln applicabile) Vais ;Guﬂ')
s s 2w s Tw § (E W W 3 W ER W s e w
FAMILY DETAILS wiray firpm
5. No Name of Family Member Age [Years) Gender Relation with Applicant
wn i g % =eEl W oA Td (wl) fisin HETE W A wEn
L
a Huklel h [ M Clbbong
2. ViErTam qo ™ O
1 Hoah R§:S F Maug pie-—Tn- law
B q m:jeeu B ™ [axansd AGn
BASIS for REQUESTING ASSISTANCE [Tick whichevar is applicable)
wegm % e el s
BPL Card i
{Attach Card Copy) u...ﬂ'?;.?ﬁﬁ‘i“.‘f."?zma 1:3:“: E:,,‘:,J aﬂ'ﬂm
i T F S owmm o wee o ol T ER L P Y
(rEre i W e ufh e o) (v o Wl wm v s oW (v T W owm W EEE W
“PURPOSE" for REQUESTING ASSISTANCE
e i R om e w aE
5r. No Medicel Reports/Prescriptions Attached
¥W W sepmeveee § it o nf ufielr sl wee
9))] TNDSIS RE - SENITE CHIARALT
[ = SINIIE (ATANHCT
L)) S ey —RE - SL(S WIIHL [omAT
. {-'I EE R RE Rk e
CE T LR 1) 4
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
v TRV ¥y W o werem fes o v o fem o 00
5. No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
A = TR W TN & i s o
L]
1 NI




DECLARATION by APPLICANT: smive gm wiwew ¥Y:
1) | haraby confirm hal 58 dotads in this Fom are True (o the best of my knowledge. Any lalse statement will render my Agplication & ongoing assistanice. if any
lizbie for rejecticn/cancelialion

21 | anlarmnly confirm thit assistance, I recalved from Koshika Foundation, will be used enly for the "purpose’, as staied in this Form, for which such aasadance
wias meguosiod by me

A1 1 mmeby confiem ihut | ave nol 8 el nol in feture, el of eimbursement. in pan o in il Irom any ofhet source/employetinsluancs company, of the smouwnt
for which this essisiEnce & mguestod

17 # e wrm f feoyw w4 fed v wd T % e ¥ e e o o b ol wi e o e e wm wm € v S we fom o W et &

21t gm wt werem ofn *wifimee s, o o oo onh ¥, wow wey el wive o o 8 fed few e, ® oo F w6

11 & wiee wom f i Fan wemm fy o wndin W o §, 70 o W wfes m o e e s el sl 8 3 @ G d ool = 6 oo F A
AGREEMENT by APPLICANT (sniew gro win)

1) By aMfiing my sighalure or umb impression on this Form, | (Applicant) hereby agres & authoriss Koshika Foundation and Ir's Trustees in

use‘publshiput-up/reproduce my name, address, photo & details of the "purpose”, for which such essistance is requestedigranied, through any

madiism, including bul not imiled lo verbal, prinl, slectronic, for soliciting donations lor Koshika Foundalion andler disseminaling information sboul if's

activities/aciievorments, Such use of my phalo & details can be made by Koshils Foundation belore or afier my treatmant or fulfilment of e “purpose”
for which assistance is being requested.

21 | (Appleant) furiher agros 1hat any such use of my nama, address, photo & details of the “purpose”, for which auch assistance |4 requestedigranted,
will not satomalically entite me for receiving or continuing the said assistance. The dectsion lor granting and(or confinuing the assistance will rest solely
whih the Tritess of Kowhika Foundation, and their decision |s this regard will be final and accepiable io me

1) T e wee stk ol wm we, F (s ) ww Wit & e won f el el sl e sodd t @ sdfiegn wen of e i o
s, o s @ fem e # e § T Ceife” o el weaw e agtm @ i el Sooefee W B T @ we s

i yoite wrt % fe sfosn b S e w fee A g o el w e o wrd € T " wife sl o sl sfoq b

1) 4 Coavbow) v own W wrem T dn o, wm, ot o feerw o e oween % il o wfile § s e W ovwor o ey
“wifyr ™ g Tow =i W fefy e sl e o

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSMTAL (v gm w1

Ay aifixing heraundar, sigraturs of our .h.w-nﬁm:l Signatory lor recommanding this casaipationt for financial assistance from Koshika Foundaton, we
{Hospital) hereby affirm & accept

1) that wa neithar sre presantly nor will in tulur' pvail of financial pssistance from amather NGO or sny offser source, for e ssme patienlcase, os we are
requatling to gel from Koshika Foundation, io the extent thal such sssisisnce is granied by Keshika Foundalion. If the requesied assisiance s nol granled
by Koshika Foundstion, i part or in full, then the Hospital reserves iT's right lo make up the shorttall from another NGO or any othar source. This
conflmetion essentially states thal the Hospitsl will nol svall any duplicale aesisinnce lor ihe same paliesticase lrom any olher NGO of any olher source
7} The assintance from Koshika Foundation is only fnancal in nature. The choice of the treatment/procedune advised/conduciad by the Hospital on the
pablent, ls based on the arrangement batwesn the patiant & the Hospilal, and is in no way Influsnced by Koshlia Foundation, Hance, the Hospital wil

pssume sole & complets responsibity of the treaiment & it's outcoma & salety of the patient, and Koshiks Foundation will hove no role or ragpongsbiity
I B rratled

pot e, vemed = s A mwlieh wl wifen grrdee” @ fafie e vy Rreftr @ ol §, fe e (peee) B owm @ oo s e

1) BT W whe ah 3 ofre § e o el i wvell e w fel o wie o ve el F A ow A b S B e el s
¢ firrenfiedh yoe o wop F " wifve wrten” po o iy B §i ol “sifee i oo wee Sl sl iy o= o fem we b s
foe o e wowd sfen w feht sr e & wwew W ow s e T B v e o s ww e | e seee ol e e SR iy e
#r wowdt v m T e A ) dme

2. “wifee worss® A o v werem W ffien et W b O W wen o @ of s W el arnfen W o b o e
1n‘huhﬂi#"mm'wﬂmnﬂmﬂhmmitmimm#mﬂﬂmﬂhmﬁm“wm
# ool obt w1 W e m fesul w we € W

Qo = mem \\&/
Date of Surgary

sthvive % \D“ r. WAFI ANSAR| CH&R&H MASSEY

( Mﬁmufﬂuﬂwmd Signatory
o2lealan | weompmih | o S

FOR INTERNAL USE of KOSHIKA FOUNDATION ~ Siits T 1]

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
il | uH! TN 2

’ FA B




