- —— — - - ——————————————————=> e —

SRE-C-2Y- p3- 1856

APPLICATION FORM FOR ASSISTANCE (Healthcare) th[ka
wETHA ¥9 TEEA ey (T TEe) T e T
APPLICATION Me. : AFPLICATION DATE : 750 9] . Buibing ek af I
e 1092y (0669  lmama 2503262
NAME of APPLICANT - : < AGE-YEARS W1 | sex ffn
e Mg, Shiksha 6 P
FATHER'S/SPDUSE'S NAME :

| T T
. ey For
— Sh I&M %

PERMANENT RESIDENCE ANDRESS |

SO A% oboUr 0608)

qémm?m: ! FE E [ I;E” W}rmmn{m

TOTAL ANNUAL INCOME |

e [Antach Proof of Income)
o e s Y8, 00 {fzﬂr\udb-f ﬁ]ﬂ&m}'} (7 W HE ) N-ﬂ
PAN No, Tard mm et N == = .
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever s apphcakie); You | Mo
& W A T # (W W A W W o W e am o T
FAMILY DETAILS witar fEmm
8¢ No. Namu of Faciily Member Age (Years) Guandar Relation with Applicant
E TR % w1 =¥ (wl) il I e
t
e by -
e v
| C4 I et o
: : o -
J - - ¥

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicabls)

wom ® frd fiefa s
8PL Card EWS Cortificate Ration Card Any Other
|Aftach Cerd Copy) {Attach Coriificals Copy) [Attach Copy) Basis/Proct
i T A T ES W M T TR E PR
[T T R TR WS e w5 {9 T W W W A (T w3 W wn ufE s W -

"PURPOSE" for REQUESTING ASSISTANCE:
e &y fed mh fedl It

Sr. N, Medical Reporta/Prescriptions Attached
W e SRR § WA Wl Wi {e W

ASSISTAKCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ IR ® W S o wemw fee = e w e omon?
Sr. No NAME of OTHER SOURCE AMDUNT of ASSISTANCE BEING AVAILED
| &5 " 5P A W T wil wf werem et




DECLARATION by APPLICANT: =it gm wiwen 1.

1] | hateby confirm that all detalls in this Form are Trus to the best of my knowledge. Any lalse statement will rendar my Applicstion & ongaing assistance, i ay
Habila for msschonicancetalion,

2} | solemnly confirm that sssistance. i received from Koshiks Foundation, will be wsed anly for the “pumicee”, as slated in fhis Form, for which such assistance
wis fequesiad by mo.

3} 1 hesreby ol that | have not & will netin fiture, aval of reimtdrsemant, in part or in hill, rom any other sourcelemployernsurance company, of the amaunt
fewr which e assistance |8 reguestsd

1) & wem weem o fgE aen o e ow owd G el @ spm oo ol wd b af e e oF s s omow € @ 60 we e S @ wet b

) 9 g we) ofe e e, @ o b, aee agon 3 ot o) i o Tra e, = e o g

s) & gfe wen € B fom am i o wndw w8 9n i o s W s fren et s el W @ 9 o fen & o 5 o el F A
AGREEMENT by APPLICANT ( sipres g7 =70

1) By afftuing my signiture or thumb imptession on this Form, | (Applicant) heraby agree & authonse Koahika Foundalion and s Trusiees to

use/publishiput-uplreproduce my name, address, photo & dotalls of ihe *purposa”, for which such assistance is requostedigrantes, rough any

medium, including bul nol imited to verbal, print. electronic, Tor seliciting donations for Koshiks Foundstion andior dissaminatng information about il's

nctivitina/pchigvements. Such use of my photo & details can be made by Keshika Foundation betore or after my freatment o fulfimeornt of the “purpons®
fir which assistance is being reguested,

2} | {Applicant) further agree that any such use of my name, addreas, photo & detalls of e *purpose”, for which such sssistance bs requestedigranted,
will pol mlomatically entitle me for recelving or continuing the sasid assistance. The decislon for granting and/or continuing the 2ssistance will rest solaly
wilh the Trustess of Koshika Foundation, and their deciaion ia thin regard will be final and scceptable o me

1) o e s wRENT W e et e, # (i) s e wt gfe s o o s onttns o seR il ¢S s wen B o,
w1, s S e o o w5 Csifer oo s, o, e @t et o ofied i gomterd o T fasi @ wemosrem

% gaftn wet & firg sfiegn 1 2 vy o e S e @ T 9 W3 Wt o e it weEe " w s s )

2) 4 (sies) vu T A mwn o g0 e w0 ol e W T e # st 2wl @ 5@ e s oee @ v o
“wifeper* Wy Tk =nies w fredn s adr et v

APPLICANT'S BIGNATURE OR LEFT THUMB IMPRESSION

s W TEnE 9 s W
@
T

AGREEMENT by HOSPITAL (weusel g Wi

By alfemg heraunder, signature of cur Authorised Signatory for recommanding this case/patient for financinl asstetance from Koshika Foundation, wa
(Hospital] heireby atfirm & accept lobawing.

1) that we neithor ape presenity nor will In future avail of finpncial assistance from enother NGO or any othar source, Tor the ssme patient/caso, 85 we am
requesting 1o.gel from Koshika Feundation, to the extan! that such assistance is granted by Keshlia Foundation, | the requested asshtanee (& nol granted
by Koshika Foundation, in part or in full, then the Hospltal reserves it's right to make up the shortfall from andther NGO or any other source. This
confirmution essantally states that the Hospital will not avall any duplicate assistance lor the same patienticase from any other NGO or any other source
2} The assintance from Koshika Foundation is only financial in nature. The cholce of the reatinentprocedure advinediconductod by Ihe Hospilal on tho
p=athent, is baged on fhe armangenient batwesn tha patlent & the Hopital, and is in no way influenced by Koshika Fourdastion. Hencs, the Hoapital wil

assume sole & comples respongibillty of ke lrsatment & s tulcoms & ssfaty of the patienl. ond Koshika Foundation will have no role o responaitillily
i the malier

wel s, wendt W own | gl W eifes we” d Tafm o o foedon ot S R, Sl e creme) o aEw R ue = e e

1) oy i s g o e S fal e e i oweed wem w@ f se T @ owe Al F o w A o & oeR Swiie et
A Tanmiopints T ® waw q Cwifmn e omoa ey e b aie s s g e e seiescswe g e o e o & o e
frslt = el o w fell = e A e S w1 s g e b s e F e wnowm # e s ot o 3w Sl Rl
fr gl g @ el s e | S e

1 “wifeT wERR T A A T s San el el 8 & O w oo oo of s ow fed o TrEefEe W T 0wl e

® d w fowm # obe “sifme s oo el wmow ol v o b e v om o e ogoe o ot et o Wl Pt 0 o e
W e ST W e T o e a0

L
_ RECOMMENDED FOR ACCEPTENCE y&""*
Gonols Tl =it & fim_sref
Date of Surgery ' 3

s sl Dr, GARVITA JOSHI ADMINISTRATOR
2 :“: $2024y DMC No.-76866 mMMﬁM Signatory

(Name of Dr. & Regn. No, with Stamp) on behalf of Hospltal)
TR E AW W TR W TR 3 ELER ook k i
FOR INTERNAL USE of KOSHIKA FOUNDATION it 3% g
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T R | =) TR 2

u oA

o/

11-04-2024




