E. Mom- ¥4 -29- S 7

APPLICATION FORM FOR ASSISTANCE (Healthcare) K&g’h[ka
TETAW B IMATT W= (awaT Sae) foundation
el LR e Sl -y R
wmarment: Shanbt Dewy =7
rneraeouees e Ko Uy ob i
PRESENT RESIDENCE ADDRESS wiwH s v PASTE

“\wh ) ; eﬂlq_ﬂd_c—'u_{_in.ﬁr_ﬂi}_ﬁm_bé.a_.
-_—-ﬂmb— M““"‘ﬁé@‘““%&“m A LTS bue- fayA—

Coiine ok 2 halp

gocupamon:  bfgpae  fuoulley L |
(TOTAL ANNUAL INCOME : 3 = TP ttach Proof of Income}
i s quiQ«""mﬁk\ Nawdly ) o e W)
PAN No. THE &A1 W&
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever ks applicabla: Yo | No
AT ST W T E (W W W IR WO W e A w
FAMILY DETAILS wfmm famm
Sr. Mo HWarme of Famlly Member Age [Years) Gender Ralation with Applicant
w9 WEl ufEr % 7 w1 T 7% () fom RS % W Y

BAGIE for REQUESTING ASSISTANCE (Tick whichever s applicabio)

wpm # fird fofn s
BPL Card EWS Certificats L’mcu- Any Other
{Anzch Card Copy) {Attach Certificata Copy) Copy) BastaProo!
nil Tam o w0y w st g Tt Wi gt Y
(wmr W W of s wh (F T W R A (wom T wi wen U A i
“PURPDSE" for REQUESTING ASSISTANCE:
e Ty el e W e
Sr. No. Medical ReportsPrescriptions Attached
W et W it o) nf i e e
ML ﬁrnﬁf'th ',{I' - Co2uile (afakact
[T = Siagle Ixtouarl
a o P Fal
L - f—-u.:n”r%f T & TS oulthk Pimnas 8t lony
g, |
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
@ e % §q W s mwm e s w @ P e e
&r, No. NAME of OTHER SOURGE AMOUNT of ASSISTANCE BEING AVAILED
WY HIED S| T WA = Wi e

I3 Dors 1970 |




|
| | .

DECLARATION by APPLICANT. SIS 9 Wy w3: |

1) | neraty conlimn Mat 3 detmls I this Form are True bo the best of my knowledge. Any false statement will render my Agplication & angoing assistance, If ary,
limhle for rejection/canceilation. |

2) | saiermmly confirm that assistinge, f recalved from Kishika Foundation, will he used only for the “purpese”, as statid in fhis Form, for wihich such asalstance

wos reguetied by me |

31 heraby ml:vm that | haves ot & will nod in fulure, aal of resmbursisment, in pet or & full, Bom any offer sourosfemployedinsutance oomaany, of the amoan

for which this assistonce s requested |

thﬁwm{hmmnmmwm#ﬂm'i wyem wen v T & wlE owad T v wm e wm W & W odE e e W e

27 e W e ufn “wifee s, woof w ool #, o weokn i e wh gl oo e e i, of oy wee s omw

1) ¥ g wiw f e fam wem dy e odn w8 ol §, 0 o W o W e feen fel e dinfeieede W A A e @ ol o ofm F dm)

AGREEMENT by APPLIGANT { s 210 =10)

1) By alfaing my signalure or thumb Impression on this!Farm. | (Applicant) hereby agres & sulhorise Koshika Foundation and It's Trustees to
irsedpubimhiput-upireproduce my name, address, pholo & datalls of tha “purpose”, for which such assiatance is requestodigranted, through any
mediurm, nclading bul net limited bo verbal, prind, efectrgnic, for soficiling donations for Koshika Foundation andlor disseminating Infermation sbout it's
heiviliosiachievemanty. Such use al my phote S details can be made By Keshiks Foundation before or aftar my aslmant o lulfilmant of the “purpess”
lor which asssiance is being requested l

2| 1 (Appicant] further agree that any such use of my name, address, pholo & details of the “purpose”, for which such assistance is resuested/granted,
will nat sutomaticatly enditie me for teceiving or conltinuing the said assatance: The decision for granting andlor continuing the assistance will rest gokaly
wiih i Trustees of Koshika Foundation, and thair deci ts this regand will be final and scceptable o me

1) o e w srh e W afrd ) we eemer, # ¢ ) e wyein wh gfe o f ue “sifre i o ol =i C oW sfie e f fe S o
o, i o A feen v e o st B, < slfre e, o, wEvm g ate @ e offed st sreied % fied fat b
ﬁmmihmi-ﬁmmﬁmﬁmkuﬂ-mﬂimem-ﬁmmwﬂ-mm

2) & (spiw) ve WA A wew T o, 9 o e @ B e ¥ v § i g e w0 wss e T o
e R

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION - M

yrow & Wi st ow e

By sffiung heteunder, signature of ol Signatory for recommenting this case/patient for financial assistance from Koshika Foundation, we
[ Huspital] hereby affirm & acoopt folgwng; |

1) Tt we neithor s presently ne: willie
requesting 1o gel from Koshika Foundation, 1o the extent ihat such assistance is grantod by Koshika Foundation. If the requested nusistance i nol granied
bynamgumeMhn,nMurﬁ!m.mmmummlf mil'umhMuwmmu#nanGDwmermmmﬁ
confirmation essentially states that the Houpital will not avail any duplicate aesistance for the same psantcase from any other NGO or nny cihar siEce
2) Thie pasintance fmm Hoshika Foundalion is onty financisl in nature, Theeholce of the treatment/procedurs stvised/canducled by the Hosplial on the
patent, is haseid on the amrangemaent betwesn the patient & the Hopital, and inin no way influsnced by Keshiks Foundation. Hence, th Honpital wit
aasume sole & mlnlnumﬂmwulthunmallimllﬂ?ﬂmtmlm.uﬂmlemllnHMIhmﬂnnmhurmpuwm:y

i ithe matter |

veat mifwwn, e o s @ s W Y sfine st o il o i fette o el 8, T o Ormeme) fee e A we o wi

1) B 1 e b o sfies o o e P st stea m P s e @ sen St om0 o § e O wen sl
# fapiinfefy o9 & v F “wifwm W g0 e i f b ool Sl et oo e e s 0 == 90 few s #8 sweoen

fmtmhmﬂmwﬁmmﬂmﬂ#w:ﬁmgﬁmhwfwimwm!kmﬁummﬂt&mnkﬁ
he sy ste o fash e wu W o s

1 T W W o e o el vt ® b R o v o 8 of e o Rt vrvon W e il o v

5 wie = v ﬂt'ﬂﬁﬂnﬂ#ﬂ'ﬂhﬂﬁﬁﬂﬂd{mqﬁhﬂrﬁmﬁﬁ#mwﬂtnﬁﬂﬂﬂhﬂuﬁﬁqﬁm
ut it sy “atr Wt Wi e @ Tl o 4 s e

RECOMMENDED FOR ACCEPTENCE
witwpef) W ferg vt

Dato of Surgery

s 91

EIn"J Y
0% 1

memwrzummufuunnmm e 3 35
SIGNATURE of TRUSTEE 1 i | SIGNATURE of TRUSTEE 2

=it e |

Sy | | il

11-04-2024 | |




