NRN-C-22-083 — 680

APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka
e By, AT W \ ) foundation
e\ [6833] 0583 ] [ L —
NAWE of APPLICANT AGE-YEARS T34 | SEX fin A,
ST Cotern Lo Al ¥
T = Bhambe D R
PRESENT RESIDENCE ADDRESS Foar smies UM - 4
Peze Ped
L E;ER.IM ::uunn; el Q@f qa
MNENT RES 58 - TG AHNE
. e ) Seham Lal
A e ax ahpl/e
UL U}’] e anp @ ‘-d f’cl \waswes Tt | unmaRRiED (st
TEEEE o gual- ( Faild) SRR N

PAN No. T EE HER

(SWTR T3 W B W W W

ARE TOU AN INCOME TAX ASSESBEE [Tick whichewer Is applicalble) Yos | No
e T L E R E Rl ] W \ _—
FAMILY DETAILS ufram fmm
. Ne Mamme of Family Maombar Agn (Years) Gender Retation with Applicant
n uE i T g &AM W (] fim wEE ¥ A FEY
- Badw wals ral= = AT E
A~ S Tedh oLA M S ow
5 lhe Whe LS = 12 M%_mm_w
1. (@84 o b 1 2N a namd S
b4 Heg o g A A 9 03
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
T & o el s
LG EWS Centificat Ration Card
{Attach Card Copy) {Bttach Cortiflcate Enw'l 1M‘:'|11 Gn;rr aﬂ{m
et W S W W 7 79 ¥ E = FuwE F7E gt Qs

(w=rE w o) wen i EER Wl (wemn w1 W wem Ul wEr Wl

“PURPOSE" for REQUESTING ASSISTANCE
mpram 1 Fed o Tt W T

Si. No
w0 HE

Medicai ReporisPrescriptions Attached
semERRE § 0 W) o uiee g e

BE-__FPP

1L E- semile Catasant

N i P
LSMJEFH%;_%Q_,S_}EJE* PMmMA

ASSISTANCE BEING AVAILED lor SAME “PURPOSE™ from OTHER SOURCES
™ TR § o o o= aeen fed g mm | fae e W

&r. No.
e B

NAME of OTHER SOURCE
3= T W AW

AMOUNT of ASSISTANCE BEING AVAILED
#t w wErEm Tl

L e oy S giindalitdr

(eoe/—




DECLARATION oy APPLICANT: dMEs g0 s w1

1} | rereby confrm trat all 2etads m ins Form are True to (e best ol my knowiedge Any false statement will render my Agplication & ongain
It o rejdCHOriCAncRilion

2} | spdemniy confirm that essisianee: & receed from Kashika Foundation, will be wsed only for the “purpose”. as stated in this Farm. for which su
W regussied by me

3} | heraby confim that | nave nol & will not n future, avall of reimoursemant. in pan or i full, fom any other sourcefemployerfinsurance company, of the
fae which (his asslsiance is requestod

1) % e e f f o w8 ol R ond e wF et w san v w w ool S5 e v s ww g W # S e fow € W sl

T rm e st R E L e T i e A gl f e e e wsmwend o

1) & 1w f fin B weem vy e e ot m B o ofe o e o swe Sren e e o Potewcdte weeh G oo fam @ ole ot ofm F om
AGREEMENT by AFPLICANT | s g s )

1} By affiing my signafure or thumb mpression an this Form, | (Apphicant) hersby agree & aulhorise Hoshika Foundafion end i's Trustees io

uaeipublisypul-upireproduce my name, address. pholo & detads of ine "purpose”, lor which such gssistance s requestiedigranied, ivough any

medium, including bul not imited to verhal. print. alecironic, for soliciing danafions for Koshika Foundation and/or disseminating information aboul i1's

solivities/schievements. Such w=e ol my pholo & defade can be made by Moshika Foundabion bafore o after my realment o uifiimeant of the *surpose’
for whith aesistancd s bring requesiod

211 tApphcant) furlhes: agiee (hat any soch use of my name. adoress. photo & Celalis:of Ine "purpose” . for which such assistance s requesiadigranted,

will ot stomanically entite mi for recalving o1 conlinuing ihe sald sssisiance, Tha decision for granteg andlor cantinuing the sssistance will resi solaty
wilth the Trustees of Soshiaa Foundeion. and 1heir decision is s regard will ba fingl end acceptable o me

L) T N E et @ s o we remn B (smitw) st wed o ofe wm ot wates i sl ol ¢ st sfea wen f e o am,
m, WA # W e oo @ g &, w9 wifon " oo, Sl o, e g o A we wiindudd st oedend o fel feel O wEm ameEm

o e W % fr g &S wne R A e W R o e o w8 B cwifne Tl o sl afoge 4

21 2 (vw) mowm A rem S o, T2 o B T oeen ¥ o ® wSh f @ = e W e W v T oREe

i TR A @ S s St e wimn

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :

AGREEMENT by HOSPITAL (svim= 30 %070
By affming hereundsr, signature of pur Authonsed Signatory for recommending inis casefpatient for financial assstance from Koshike Foundation, we
(Honpital) Harehy affm & acoept Tollowing.
1) that we naiher are presently nor will in future avad of financal assistance from snother NGO or sny oinér souroe, for the same patenticase, as we arg
tzquesting 1o get from Koshika Foundalion (o the extent thal slch sssistance 4 granted by Keshlka Foungation I the iequested asssiance (s nol granied
By Keshikd Foundaton, o par of i 1, then e Hospits résecces o s nght (0 maka ap the shorifall from angiher NGO or any olher source. This
confirtnation essanbally stales hal the Hosplafwill nol avil sny duplicnts assistancs for the same palieanticess rom any othet RGO or any olber souTe
2) Tme assistarece Irom Koshika Foundabon (¢ anly Enanca in najure The choice of the Mealmentprocedurs advised/congucted by the Hospilal on the
patnt, is based on the arangemaent batween the patian & (he Haspital, and 1 in no way influences by Koshika Foundafion, Hence, the Hospital will

gesume solg & complete responsillity of the reabment & s culsume & safaly of \ne patent, snd Koshike Foundation will have no robe or responsibiliy
in the iratber

Tt Afwn, TR oA A wELEE W st vt ¢ Ml ween g e @ W § e ow (ree) e T R wem o wRen e

1) = 3w i o wftre o fidv s et fomeft W @ Tl o w6 e i d oo o w8, et s smm
4 ferfinfrfs w F waw A “sive soEme” g o @ 0 OST STew o g0 v Pl sifeessn iy s o few ww € # v
T s W wvenh dien w Re e weeen @ mee o oW efesn g mm b w gfe F owe T oA s o e e i e
e wolt v @ el s e Al Sl

2 "wtferm wrtvt ® o m omnen S fiiw ool S ok W wm gm @ ol e w fed vl e W o ol o
= @ 3 o wTew wsten” on el ven o oo v f T T 0 T S T g o e o @ ol
wi i sh “wifen” Wt e o W e o A oo

RECOMMENDED FOR ACCEPTENCE
gt % fre s

o]
o =
i | R}n\ﬁ. SACHIN SHARM
25/<8 (a3 MEES, ONB, Fico Ophihal

ﬂhniuflﬂr.ﬁﬁegp.ﬂa.w StRRIp B0 183
T OS] TY 4 FOEAET OB TTA. 3

FOR INTERNAL USE of KOSHIKA FOUNDATION

SIGNATURE of TRUSTEE 1
il T |

7

i




