C.22 -0 -oG31

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kt%l’llka
HETAM B9 A WEy (FFgG T T T Y
APPLICATION No APPLICATION DATE : [ ~0f)- L0l L fuilding biock of e
w0992 fogm e it i
MAME of APPLICANT ; AGE-vEARS - | sex fi
smieE &1 n
o P\q mech (hang Al M

FATHER'S/SPOUSE ™S NAME o
ik i Prabhu nayal

PRESENT RESIDENCE ADDRESS Hiw= WmTHIT o

Uiage= Noam L Teh. - li2axa . NSi- Aliar, -
el Prece fosty
Najatihan — “dclull P
PERMANENT RESIDENCE ADDRESS Ty STarin 0SH 2. HKamesh
Bs amue
Chand
DCCUPATION KD I i wiwien
STy vy me | MARKIED (Touim)  UNMARRIED | J
TOTAL ANNUAL INCOME {Anach Proal of Incone|
@ Wit 508 Copnninb— (5 W W @A) e 0
PAN No. warf wmn w0/ )
ARE YOU AN INCOME TAX i_uSEEEEE! [Tick whichever in applicatile) Yl S.:\
T OF S w g b (W U B Fm W oE W P e w .
FAMILY DETAILS sirom Taprm
Br. No Name of Family Member Age [Years) Genoer Retation with Applicant
¥R HEn gitam & =y = Wm T8 () fim e
1 "’T!;bndj. palf [ F i \ﬁ:ﬁe.
{
P \iscs ot o Yo [ o

PSP : SusiwiHa A E duszahlgg_? el I“ bt

u. lalst JZ m jk.lﬂd_m—_'-
i

S Vonld o faa s?ﬂ and i

BASIS tor REQUESTING ASSISTANCE (Tick whichevar iv applicable)
e & fod Fefe smun

BPL Card EWS Certificate Ration Card Othe

(Astach Card Copy) {Attach Cenificate Copy) :Mr-ilch Copyl Btl:::lll'l’fu;l

witd tw % e g T =P = 3t T TOEE EIE o W
(gET v W mm o wE Wt (9™ 9% W WE TR e e (T T W W T W W

"PURPOSE™ for REQUESTING ASSIITANCE

Br Mo Medical Reports/Prescripbons Altached
N HEm semmerten | ol st om ufe g were

== s 1 2
L1} WA SIS Wy - SEANTIF CHIARAC
L — SENTTE CAIHRRCT

[ Hhﬂr[r}ffgf RE- STLS 08 eahar -
-;-FTW

ASSISTANCE BEING AWAILED for SAME "PURPGSE" trom OTHER SOURCES
T TR W O W S mem el S o R e o me
NAME ol OTHER 3DURCE AMOUNT of ASSISTAMCE BEING AVAILED
HY W W 9 # ud aETEm T

e




DECLARATION by APPLICANT waTH $m stom v

1) | he=sshy confirm el ail detgos an fus Form e True 0 the et of my kng ﬁ'f_“ﬂ'__'l.'- Any latse siatement will render my Apphceion & ONQoing assRlsNCE i any

|igilikaE Fewi l_llun_:-.ll.'_,_-'u_lp dlicar

21 | speemndy confirm that assistance, 7 recewed from Kosnine Foundaton, wil be wsed only for the “purpose”. as sisted in this Form. for which such assatance
Wi fiequarsled by s

3) | hareby confirm that | neve not & will not in feture, @vail of eimbursement. . pan or m full, from any oher sourcelsmpsoyerinsurance company, of e amount
fot wisch e Dedslancs o redussind
) & e wvr f B wm wwn | w ol feen 4F aee® F e v w0 owh & s e o 5w s qon w4 @ 2 weem Bae 9w e 4
1) W opn ¥ ) ofe asiE e g Mo ow 0 8 s T w v =R g S el T e W e s d un ew
f e wm o i fem e e wde oW o b o= oo o wiftre o omem e ferft = P fntescdne s Ao m e # sl o o o 2 r-frr
AGREEMENT by AFPLICANT | wbw g =1

1) By affiwing my sigralire or thumb mmpression on this Form, | (Agplicant) hereby agrees & sulhorse Koshika Foundefion and d s Trustees o
usa/publivh/pul-upireproduce my ninme, address, photo & delais of the “puwpose”. Tor wilich such assstance is requestedigranted. theouph any
madwm, incfuding bt not Bmited o verbal, prind, slectranid, for solioiing donations for Koshika Founcatkon and/or disseminating information about it's

sclvitles/pchigements. Such use of My phato & detaily car be mads by Hodhika Foundabion belore or atias my trealmant or fufiment of the *purpose”
for wivch asnislance & boing reguatied

23| (Applcant) further agree Ml any suth use of my mame, address phote & aetalis of the “purpose’ . for whith such assistance s re quesied/granted
willl Aird EtDmatcally anltis me 'ar FCeHng of Sonlifeng this gaid aislanca The decison [od grailng andiai con ikl g the asslstance will ral monledy
il e Trugtees of Meshas Foormdabon, @nd [ decrsom s (fes regard will be firegl and sccaptania o me

e e s ) w8 sedee o et ol gfe s o o st weers e we el oWt sfus e o TR g o
am, wE o @ fewes on e o wife o e oes e, ), e qet et A il oS sl aoedend @ ferd ek o e
el wrd # Bmosfegs b St o S 8 s F ovd W o d wed B sl wrbm o it afesa b

firmm A W i o o TR s B W e omrem # wobvd A ofily 9 ) eew = v o T o e o
“wifrrhl” W T st w feetn ol oy o

APPLICANT'S SIGNATURE OR LEFT ‘I'HLIM.B. IMFRESSHON
aTETE W e 11 & W mm

r-ku-.rq m

AGREEMENT by HOSPITAL |wums g0 &170)
2y afuing hefeunder. sgrature of tur Authorised S+;\r|i|.!|3ry o fecomemanding his case/patient far hrancsl assaiance rom Koshika Foondation, we
Hospitnl) hereby affirm & sccopl following
1] vl wer neliber e presenily nor will in Tulure avall of Enancial assstance from angtier NGO or anyg othes sowce, 1or the same patsni/cass, 85 we e
eguesling to got from Poshiks Foundation, (o the oxlen! il such essiniancg B graonked by Koshiks Foungabon [l the requesiad assstance s nol granted
by Menhiks Foundabon, i part o i S0 (has ihe Hi Apilal eselives WS T u!':" |G FrakE u_l e shorttall from another NGO or ur}:l.- shit souroe. This
confrmaton essanhaity stames thal the Hospial will oot ivsd any duphcoia assistance for ng game pationticase from any olher NGO or By olher s0wrce
2] The assisiance from Koshika Foundalion i only bagnos i nalure The chosce of the eatmenlpiocedule adwnsst’conducied by ihe Hospllad on the
patisnd, is tased on the armngemeant betwesn the paten) & the Hospital, and s n no way mffuenced by Koshiks Foundafion. Hence, the Hospitel will
assuing sole & complate respongibiliy of the ealment & Uy oulcome & salely of (he patient, and Koshike Foundalion will have no ifole or responsibiity
e matles
s, TRl W o R weod W wiiee weene W Rl wmen gy fenfm @ wft B e (eee) B e o w0 wlem e b
1) o e g o owhem ol 3 ) ofr o fafs s Ol B ol dieae @ fedl wm ol o e Ofeed d o @ ok o W e ot i S
1 Tewrirnfefn e w waw § “wifw wEve” goooe o) b oo Vefee saEm” go s fe sfissees t s af fen am § oW s

et st wrel) wen @ fid e wEE W owmE oW 3 sfen grie Tam & @ g § e se e # e seee et oo e i iy fe
e wrerft wieen @ Tl s g o ) ey

"wh!m:r'm'nn-:gmrqmmfﬁwﬁ'hﬂi I"'I'ﬁﬂlfrﬂmﬂﬁﬂf‘ﬁ*ﬁhhfﬁﬁmﬁfﬁitﬁmﬂﬁhm
® @rw  fowe & Cwiew wesveT pr 6 v W e s ot & el e d B € e e wrt wed o wrl) Pl orh o e
wl el by et W) w5 sfow = Pl ool o ol

— h ---.
RECOMMENDED FOR ACCEPTENCE 1"-
-, T % fag s CH”” A SEY
Date of Surgery e, N ASSEY

ndk iy Dr. WAFI ANSAR| e

Ry ANER{T3 5 Hoamial iwmesed Signatory
1 F‘-"q } a2, on behalf of Hospital)
I e sfeyn s

FOR INTERNAL USE of KOSHIKA FOUNDATION  s=ris Twm

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
'-__:_____———-_'_-r

10.03.2022




