r‘. o

P-32-569 -0617

' APPLICATION FORM FOR ASSISTANCE (Healthcare) thika
HETOA BT HIHEA WY { Ty S ) endatior
APPLICATION Mo. f APPLICATION DATE - ["7-09 -101 1L Busistinng Lk of iy
ww - f]esas [aSen e P
NAME of APPLICANT : agE-vEARs Al | sex fm
s Pusinfy Dew 67 =
FATHER SSPOUSE S NAME
fomg= = ™ ArJun
. _ PRESENT RESIDENCE ADDRESS a#WF SRTHIS M
UNage = ThanFyeT| . TPh.- TheamaJaz] . TSy~ Alway
H"-Ti*‘-'l.ﬂhi‘lh- Aoinia : P"Eﬂp
PERMANENT RESIDENCE ADDRESS  Ton spwin 7 oS0 ﬂiﬁhm
Hs gfoue 3
Pevi

Postuf

OCCUPATION — = ]
= Home  makex MARRIED (F5mf%) | UNMARRIED (sarim
TOTAL ANNUAL INCOME 3 T Praot of Income)

o 0N " cseool  (Family) (s W wwE)

PAN No. E0If 0 BB 5

ARE YOU AN INCOME TaX A
L R R R

SSEE (Tick whichever is applicabile)
(3 == ¥ TR W W w e

You | ¥
o/

FAMILY DETAILS wiran faamm

§¢ No MNarre of Family Membgr Age (Teare) Gonder Relation with Applicant
¥ FE ofiar % oo & o g (mf) fem TATE ¥ oY oY
i ﬂu‘rﬂm Ial 9 .
- Tancldl k13 m
1, dodzra b r
3 i uﬁ.ﬂ‘l'.l'hlj ‘-1 I""'I
Sy rien by E'.:h;_ n
BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicadle)
e ® fed i amam
BPL Carg EWS Certificate Ration Card Any Other
{Attsch Card Copy) {Attach Cectiflcaie Copy) (Attach Copy) BasisProot
it AR % S W S = S W v IS W S
| 5T 79 ¥ W i Eee wh (WM 9 W e W W W (' T W g W e W

“PURPOSE" for REQUESTING ASSISTANCE
wer Wy el ma feeit | Tt

S No

Medical Reporte/Frescriptions Attached

a wema s 8 W) of wEEs g S

e L] * i

L SN nn ol RKE — SEALLE CHIGREL

1 =St {e (A THEOHCT
(=7
ASSISTANCE BEING AVAILED for SAME “PURPOSE" t;-urrh OTHER SOURCES
W T W W i W 5= g e a0 ae W e T ne

Sr. No KAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥ T W= A W] T ol of ore o

D FITT




DECLARATION by APPLICANT ey gm sfos 10 '

11 | henby condiemn that ol detass in this Fomm ane Troe 010 Best ol my Wnowledgs Ahy faise stalament will serdes my Applicalion 4 ongoing assistance. i any.
iadslm 1or rejechOn’CEr e talion

2] | salemaly confirm hal assistance. i received from Koshia Foundason. will e ued anly for the "purpose’. as stated i this Form, lor which such asssiancs
wins rpguesind by me

3) | haratyy confirm that | rave ool & will not in future, avad of reimburssmatt. in pan o = Ll rom any other sourcelsmployeringuerance company, of the smount
o whioh Ses sskislence & reguesied

() & wwm v f e v S oo o fewn & arwelt F s v o o b afe s fee o W e o o d o @ wee e ot w o b
3 F g W v Cwe e A m il meam e Ee R s e e s mesd b

1) & e we f fw fam omen vy o s o o b T o e e @ owm e el e st el sl @ 3 0 S # ol 3 ) wire o o
"AGREEMENT by APPLICANT | sydre gim %11

11 By affiong my sgnature or thumb mpoession on this Form, | (Apphicant) herety agree & authorse Koshika Foundation and 0's Trustoes to
ussipublshipul-Lpirepfoduoe My nama, addiess, pholo & detais of the “purpose”, lof which such ssssiance is requesied/granted, through any

madium, mehudng bul ol imiled 1o verbal, print, slectronic, for salicting donabony for Koshike Foundation and'er disseminating information sbout I

dctimiesiachievements Zoch usd ol my phofe & Osimls can be mads by Kotheka Foundabtion before or after my treatment or fufilmant of the “purposs”
for which aalistance & beng egueilid

Z) 1 Aapplcani) hurther agrea that any such use of my rame. aonress, photo & getails of (e "pupose” for which such BEsslance s requirsiedigranted
will mol smmatcally eniite e b0 rectiving of consming e sald sssissance. The deiison for grantng endior continuing the sssatance will rest uchly
with the Trustees of Koshiu Fourddation and thair decison is this regard will be final gnd scosplable o ms

i) W Em R A @ 9w e 8 (spies) sl mesth o gfe s o o Cwifre st o see e W dfep e fE o
wm. at e W T e owTy F wren # R Cwifme ey s, wR, s gt oorn o @ ofeiieend s e W feed fesit o onn Trem

A woftn wrd & fim ot b v W e O e o e o) e et & e S wiiee sl s sl b

N mem A Een f i oo W o e W & e o 4 ol § o oem e W reor ot s o e

"R g e e W e e sk e o)

APPLICANT'S SIGHATURE OR LEFT THUMB IMPRESSION -
o o w e

e ——— AGREEMENT by HOSPITAL (woyms g F17)

By aftung hereuncar. pagnature of our Authonsad Signatory for recommending this case/patient for fnanca! assistancs from Koahika Foundaton, we
| Hospital) hatety afiim & actepl lollowing

1) nal we nnher are prasenty nod will in fulure @yl of Tnantel ssswtance rom @nothe: NGO or sny oiher source, for the same paliantcase. @5 we arg
rguirsling (o gal from Koshika Foundahon, (o M antant el such sssislance & granted by Koshike Foundabon Il fe requesied assslance is fol granted
by Hoshika Foundation, o gar or i full, en e Hospotal raserves IS nght 1o make up the shomfall from another NGO o any other source. This
gonfiernaton essenbally stabes thot the Hoapdsl will ngl mvsll By duphoate aswstonceg 1o the same salisnl'cess fom any olher NGO or any oiher soulcs
) Thao assislance fram foshika Foundaton s otly fnancal in naleme. The chosce of the reatmentprocecurs advisediconducted by the Hospilal on the
patsenl, is bassd on the arangement boteasn the patient & the Hospital, snd & in na way infllusnced by Koshiks Foundaton Hence, the Hospital will

apsume sols & complets rasponiibiity of the reatment & IU's culcome & sately of the patient, and Koshika Foundation wil have no role of responsibsity
iy W ROAtLOT

vt wifew, pemed W) 3R R weRed W e W W e g gy fewftn w al B faed e (e fe s 8 oo wlen se b
1) uw fom o wbaes ol v e o faefon o Sl A oworl) wear @ fiedd sr e o e et f oW ow W o b A e el T wrre”
A fwrfrnfied 790 % ey 4w wrrdea” po wee i e b oft st et g wo fee sifrewes i wop W few wm b d s

fodt s & oerh dnr v e v @ ome R oW Sy ghe e b oo 4 we we wr b S s e s e e iy el
Wt snr e m el e s @ ) st

L wifew v A oS of swren fom e ol o & oh ome v g & of e ow et o w o i o

# ¥ w fow & S wetm " o 5 e oW W oo b e | Tl ® o w1 e wr W o st 0 o e
@t ot e “wifme # s sfom w festoh oo @ o e g
—~ il
RECOMMENDED FOR ACCEPTENCE
L - il = fag sy
Date of Surgery =%

e g T Dr. WAFI ANSAR

MS .

FOR INTERNAL USE of KOSHIKA FOUNDATION ~ sr=ifTs Tvim 19

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= e | w2

~ BT

|'j

10.03.2022




