Mom- (80U -09-0240

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kovshlka
‘3‘11 ( ) foundation
;;:::mnm; P’”ﬂ cr 2. 4_},35 5—?1 m:;;m%m_i fﬂjcg | Bulng o of e
. : ; =il
e crmeant: g Sty = il
FATHER'S/SPOUSE'S NAME : 6.1- u EHII Leve/
e % 9w c!J’
PRESENT RESIDENCE ADD AT S(Hra. T ,
Mugmhﬁiﬁumﬁw__
OUFoH Pywadeal - 8§46 179°¢
PERMANENT RESIDENCE TR
Sk f 213 ahoe
gecuranon: ——— Flome AaKos | iin (wetvn) | uearsen (i)
TOT UAL INCOME - 4
o Lo Fardly ) et
PAN No. 7o T Hmm
ARE YOU AN INCOME TAX ASSESSEE (Tich whichevar ls applcabla), Yes | No
¥ o AW W T ¢ (A T W m A w e w /W
FAMILY DETAILS wimm faemm
51, No. Hamw of Family Membar Age (Yoars) Gendar Relation with Applicant
¥ uiver % w1 W ( fen SETE B wn e
[ Eableel Y. J A Adn
T Yooenh Z5 1 <&n

BASIS for REQUESTING ASSISTANCE (Tick whichover In spplicstile)

wEE ® fag el amm
BPL Cand EWS Coriificate Ratien Curd Any Other
{Attach Card Copy) {Atach Certificate Copy) b
ittt % S W T 0 = wTe m.m' mﬁ
(WOr= T W v W W W (v v W onm uiE EEm oWt Lot W o R W Wi

“PURPOSE" for REQUESTING ASSISTANCE:
. L L LE

Madical Reporta/Prescriptions Aftached

e ST A W W T e g W
JE | BII }has;g EE - Stiule Cafudact
(& — Newle (afgsiact

= \‘Q‘Lujmbi I SICS _Cidh Jhka P Tarh

ASSIGTANCE BEING AVAILED for SAME “PURPOSE" trom OTHER SOURCES
T8 It % ¥ W W e fe e e A fen o w0
of AMOUNT of ASSISTANCE BEING AVAILED
Sr. No. NAME of OTHER SOURCE Lo e

WA W EE WD A
= i 2.0on [

La ﬁﬂf”s- 4




‘ | « |

DECLARATION by APPLICANT: IR 2 W Wi [

tJlmhymﬁﬁmmudmﬂshmrmmen besi of my knowledge. Any false statement will render my Applcation & ongoing assstance, |Fany,

lable i rejectiontcancaklabion,

2} i solemnly confim that assistance. If recaived friom Hoshila Foundation, will be used only for the "purpose”, a5 siated in this Form, for which such ascistance

wia requaniod by ma

3) | hereby confirm Mat | kave not & will not in fulure., aval reimbursemeant, in pan or in full, from any other sourcefemployesfinsuranc company. of the amaoun

fiat wehiichy Ehin manistancs & requissted

13 4 v wm © 7= WS o fob o wdt fon O wRd % g v e o oo o e o s s o T W S s fre = e b

2) & g W e ofn Cwies wede®, @ o w oo b, e v T gt oWt g & fee fem wem, o w s d wnow b

v) & e wom o P o v dy o sebn W) o b, T i W s m e fieem el s uin sl st @ frw b ol o1 @ sfes S ofm
" AGREEMENT by APPLIGANT (Wits g )

1]B;lﬂmbnm',riq1m'a-wlhuﬂllnmmmmllﬁh+mI{ﬁppﬂmllharmawwinuManMFwnmanunTmhﬂln

uselpublshiput-uplreproduce my name, address, pholo & ile ol the *plrpose”, lor which such assisiance i requesied/graniad, ihrough By

meedivim, inciuding but not limited 1o verbal, print, alectronis, for soliciiing donalions for Koshika Foundation andior dissaminaling inlarmation about it'e

aciviliesiachevements. Such use of my pholo & detaks be made by Koshika Foundation before or after my treatment or fultliment of the “purpase”
for which apsistance in being reguestnd |

231 (Applicant) further agrae that any such use of my name, address. pholo & details of the “purpose”, for which such asssiance is requestadigranied,
will nol @ctomaticelly entitie me for receiving or continuing the said mqw The declsion lor granting andlor continuing the assistance will rasl solaly
with the Trusiees of Koshika Foundation, and thieir decisi " is this regard will be final snd accepiable o me

1) TH 5T WA R W S W W e, 3 (i) s S g wm f v i st ol =E A " S afvem e B S0 s,
w, R sf A e e e o i B, Wi o S, v, o T ke @l e s reeford & o fd o v e

4 woren wrd % fo, sl &1 o e B o e o e o s i

1) & (ats) T W R e of e dn owe, g, 9 o e o T s o vl @ wfile & O s e e weEn T w0 e o
'ﬁh'mmwﬁwﬁlﬁﬂ:uwnﬂ'ﬂm”

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION ©
sy oy w iR = fvm

| AGREEMENT by HOSPITAL (wtwm g wir)
By afMxing hemounder, Bgnalure of our Authorised Elqnuh:dr for moommpnding this coaa/pationt for inancial aesisionca fmm Koshiva Foundation, wi
(Hosphal) hereby afliom & accapt lollowing:
1) that we neidhet arg pregently nos will in future ovail of inancial assistangs from another NGO or Goy other source, for the sami palishbcoss, ns we nre
requasting Lo gel from Koshika Foundation, to the exiant that such assistance is granted by Koshika Foundation, |f the requested assisiance ks not granied
by Hoshika Foundathon, in gart or in full, then the Hospital reserves i's right o make up the shorifall from snother NGO or any othot source. This
confirmation essanliolly states that the Hospital will not aved any duplicats assistance for the same patient/case from any other NGO of any other source.
#1 The: assistance from Kostika Foundation is only financial in nature. The chaice of tha treatment/procedure sdvisediconduciad by the Houpital on (ha
paatint, ks pased on ihe armngement beiween the patient & the Hospaal, and Is in no way nfluenced by Koshika Foundation, Hance, the Hospital wil

pssume sole & comploto respansibility of the treatment & s outcoma & safaty of the patient; snd Koshiks Foundation will hava no role o respangibillty
i e matlar

et sife, wemel W) 8 sk W) wifiee s 4 fa s ) ity € o 8, Pl (reee) B g d e o sl st b
1} = 7R 7 s 1 A s § e T e i s wee o Bl e w @ mw Wit F R m A v R e S g
# fenfinvfd o 9 wap A Vel e o wex i s ook il s g weem el sfmeee g v T S ow @ @ s
Pt o= e sl o Sl aen W 4w o % s el T b v e § e v o # fie s ol sty v ol oy e
b e Fedl W= owE @ W SR

L "W R A ot mew e R v SR 0w s g @ o e w el e s R O e

n‘:hwht*"ﬂhmﬂm'wmmuﬁmuﬁhﬁhﬂmiﬂimwaﬁm&iﬂnmwﬂﬁm
Wi ol “wifme” o wf gfie m fechoft o F oo

/RECOMMENDED FOR ACCEPTENCE
O i S
Date of Surgery D? M KHAN

2 _
a‘*?:j /Sq S.FICO

r

FOR INTERNAL USE of KOSHIKA FOUNDATION st i #7
mm__;pﬁns of TRUSTEE 1 ' SIGNATURE of TRUSTEE 2
1

s | TN

11-04-2024



