e

g.,)f-‘n - (-19-09- 0243

APPLICATION FORM FOR ASSISTANCE (Healthcare) K‘_gmka
e bk ot ( ") foundation
APPLICATION No. : AFPLICATION DATE : 0] -y 0~ 0 bt b yol o
e N 10904 /g T e I
NAME of APPLICANT : AGE-YEARS Mrg-=¢ | sex fom
idobiu Rﬁkﬂn-gh Khan i [+ M
FATHER SSPOUSE™S NAME ;
frsgs W 3 "Rhnpﬂ Cn«%l-.
= DRESS 9auH SN
: - ! [7) ) ¥ L PR
Parfaneg - BT §e_o P poadop!
' PERMANENT RESIDENCE ADDRESS . Tq1 HPSHM 71
s QJave
"=—""'F.Hﬂ
g e v MARRIED (BT | UNMARRIED {stfvfive)
TOTAL ANNUAL INCOME [Aftach Proof of Income:
W AlE w5 ‘E}(}\,_— (3 = W w) M_&
PAN No, Tl W wea
ARE YOU AN INCOME TAX (Tick whichever is applicable): Yes
A S T (W w0 oaE W wl W e e Fj
FAMILY DETAILS it Tamm
5 Name of Family Membar [Years) Relation with Applicant
m:;u st ) ‘;{ﬂi M' SATE W w Hy
. ool B = EitE
e skl 8- 4 = Soll
T VALY 3 ) E— - — 112
. Sahbad Vil I 0% %70 A MY V|
BASIS for REQUESTING ASSISTANGE [Tick whichever s applicable)
Ty & o fefa som
BPL Card
(Attach Gard Copy) {Atineh Cormfices Copy) o G Any Othes
it T ® 99 vam T 3req s vl yEm Fyce w7 b
(WET T3 W g Tl weny wT) v v w1 Wl e Wl (W= W w W W
“PURPOSE" far REQUESTING ABSISTANCE
wemm ¥y R om el W IR
. No Medical Reporta/Prescrptions Altached
FH e # wrd ®) o uiwier g s
b= = 2 =Cenit ] T
T~ Scowle  (ofawalt
= = J - LI- - _ST1ccC goplr mil
i e i
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ Totvn % ¥ W e e el s vy @ fee v W2
™ NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FH A 8 wA W T =it W W




DECLARATION by APPLICANT, sIiew §m wive wx:

11| narety confirm Sat al delads in this Form are True 1o the best of my knowledge. Any false statsment will render my Application & ongoing assistance, if any,
lisble lor rejectonicpnoslialion,

71 | solemaly confirm thet assistance. # receved from Koshikg Foundation, will be usad only for the: “purposs”, as staind in this Form. for which such assistance
wins requesied by me

3) | hareby confirm it | have not & will nof in fulure, avail of reimbursement, in part or in full, from any other souce/employerinsuancs company, of the amount
foe witsich i sisiutancs i iegualing

NE¥Eymsmi{Fweifdmsdfmm AR i mu bR assmsmmmtdi S swmimdasast b
1) = e o m o “sifne wsEvEt, @ o W of §, s vl ol st o i # Bl e wim, ks Svowa b
3) & ofe wam f i e wwam g o kel of £, 79 o W e w wwe e il oen Sl werh @ 0 v d ol 3 ) sl d o

AGREEMENT by APPLIGANT (s7Ae 0 %11)

2) | (Appificant) further agree that any such use of my name, address, photo & datalls of the "purpose”, for which such assistance is requesiadigranied,
will nol sutomaticelly entithe ma for recolving of continuing the sakd asslstance. The declsion lor gianting and/or conlinuing the ssslstancs will rest sobaly

1) By affizing my signature or thumb impression on this Form, | (Applicant] hereby agree & autharise Koshika Foundastion and if's Trustees io
use/publish/pul-upireproduce my name, Bddress, pholo & details of the “purposa”, lor which such assisiance is requestedigranted, through any
madium, including tut not imited to verbal, print, slectronic, for soliciting donations for Koshlka Foundation and/or disseminating Information about 'y
aotwities/achisvements. Such usa of my pholo & delails can be mades by Koshika Foundation before of afier my treaiment or fullliment of the *pufposs”
for which assistance is being reguested,

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptabie to me.

1) ™ w1 ur =79 g W g N ow w4 (o) o w1 gfe w0 Csifee wetes o ves i ¢ S s s T o,
am, W sl W fewrs g v wifen §, W Cedfew” o A, o, ream @t et @ O fifeiedt s soefeed o B feelt & o e

o wanfen welh o feen wfiogy §) S weew frerw A4 e o e wome 8wl @ fr wifew s w ami afegs #
ni{m:n-im{thn wm, wid sy fawen o f weew ¥ octel @ ol § oOR e T w0 v e S o e g

BT

TQ\QLD] AGREEMENT by HOSPITAL

atfixing hersunder, signature of our Authorised Signatory for recommaending this casel/patient for financial assistance from Koshika Foundation, we
(Hosplini) hereby &ffirm & accep!
u_rmlunmmn-rnprmrlﬁrmrﬂillnh.lmanidhmlmhmhmwﬂmﬂﬁﬂmmﬂmmmfmhmmﬂﬂm
reguenling o gel from Koshike Foundabion, 1o the extent that such assistance i granted by Koshika Foundation. If the requested assislancs s not granted
by Koehika Foundation, n part or in full, then the Hospital reserves It's right fo make up the shortfall from ancther NGO or any other source. This
confitmation essantially sates that the Hospital will not avail any duplicate aesistance for the same patient/case from any olber NGO or any other source
2} The azsistance from Koshia Foundafion is only financial in nature. The choice of ihe ireatmentiprocedure advised/conducied by the Hospital on tha
patian, s based on thi srrangement betwesn the patient & the Hospilal, and i in no way influenced by Konhike Foundalion. Honce, the Hospital will
assume sole & complets responsibifity of the ireatment & Ii's cutcoma & safety of the patent, and Koshika Foundation wil have no roie o responsibility
in B matiar
T wieg, T S = F TR = e weaw 4 fafe T o feeln o w8, TR o () e oen S e s wEm e B
1) v T ol wiwm shes o wfe o fafim e Sl fr ool v w el o we o I e F @ ow w o £ W e e st
o fefonfie e o wey o “odfen st o e iy e b ol st st go wrmm ety e ese iy T af fem ow § R s
firsdt o i woed wee w St s W @ e A W s i vee ) W ge d e e e S onee Rl e wm e i it
# wemd tas o fedl == w8 ) FEs

2 “wiftes sty ¥ o i wren v il oyt o) &) o o v gm @ of Wy W fed T resiew W e a o e
& dm w fow & o Yot w0 Bl vee w o oo o & i e 0 S e e o sF T 9 sl oot oo wees
= Wil sl “wifrT W = g W m == 2 el

RECOMMENDED FOR ACCEPTENCE

wefl w fog sl
Dats of Surgery .
iy ﬁ\:ﬂ‘ﬂu BES MS. m YQGE?%M
uq B e S I . .

| with Stamp)
'ﬂ' R wmITAEwafe i G'M
FOR INTERNAL USE of KOSHIKA FOUNDATION  #irfts 244l #q
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= | =l gE 2

o BoE

04-03-2024




