SKRE-(-2U-10- 1819

APPLICATION FORM FOR ASSISTANCE (Healthcare)
Hergar ¥ STEEA e ( T TE )
APPLICATION Ne. APPLICATION DATE : - o pl?
maven: Q14894 ALFR e foe 45102
NAME of APPLICANT - ! | Age-veArs wr-wi | sex fn
i My, Parumed SS M
FATHER GSPOUSE'S NANE

feprEs=t = WH

(T
Koshika
foundation

Hunlefirng busck n il

Pru op Tozt g
Pismed (0673)

DO 1 ﬂl B {ARRIED-(Pafts] | UNMARRIED (sifi)
TOTAL ANNUAL INCOME = = Artach Proof of Incoms)

=7 Wi w0 , 000 o weny.  NMA
PAN No. I wTm S

ARE YOU AN INCOME TAX ASSESSEE [Tick whichever is applicable): Yes | Mo

%) A s W o # (6w W am W ne s P seod) LT

FAMILY DETAILS witam Fmm

St No. Name of Family Member Gender Relation with Applicant
WY sfmn £ wvel W oA % [ Wy
o= g ro
§ﬂ" .
T m—
BASIS for REQUESTING ASSISTANCE [Tick whichaver is appiicable)
wmmm & fe fifa smm
BPL Cord EWS Cortificate p—
(Attach Card Copy) {Attach Certificate Copy mmcma Basta/Proof
nitd) top % e g ™ s son Wl g VLA WE 375 -
(v o3 ¥ ww ¥ S (v o W w i s (w7 WY e ufE wE W
“PURPOSE" for REGUESTING ASSISTANCE:
Be. Mo Madical Roporta/Prescriptions Attnched
wn e 8 Wi W o S g wem
]
AT
< = = "
SURQPEIr - TE— SITC RNiHn PITH

v

ASSISTANCE BEING AVAILED for SAME "PURPOSE” from OTHER SOURCES
7\ T ® 11 i # w el @ wm A e oo e

§r. Mo,
TN T

NAME of OTHER SOURCE

5T=] TN W AT

AMDUNT of ASSISTANCE BEING AVAILED
wit i s o




DECLARATION by APPLICANT, Siswm g Wi w1:

) | heraby eanfirn ihal sl detads o this Form are Trus 1o the best of my knowledge. Any false statament will render my Application & angaing assistanon, if any
Jeble for repecton/camoslation

2} | salemmnly confirm that ansstance, || eceived from Koshikn Foundation, wil be wed only Tor (he “purpods’, as stated in this Form, Ior which such nssistance
wiag requesiod by mo

310 haeeby confirm that | furve not & sdll oot in futues, aviol of reimibursemsnt, o et o in hll, from sny otter sourcalsmiployerinsumncs comparny, of the amount
1oe which this pesksiance iy regqueated

1) & e wm £ B wew 8 o wd feoe i w8 sep e ol T b ol ] s o wae s wo s @ A 90w Tt = el b

20 g 5 spm o s wEEneT, 2 ol b, s T ad vhe o O % fem i, @ e e F o oom

3 A ge wom {15 fr s € ndn o o &, T ofn W aifes @ e e fnl e s fierede e @ 3 @ fen 8 sl 3 o0 s F o
AGREEMENT by APPLICANT (sl g %07)

1) By affixing my sigratune o thumb impression on this Form, | [Appllesnt) heraby agre® & aulhorise Koshika Foundation and s Trustoes in

unelpublish/put-upimproduce my name, address. photo & details of the "purpase”, for which such assistance s requestedigranted, through any

medium, including Bul not limited Lo varbal, prinl. slectronic, for soliciling donations for Koshika Foundation and/or disseminating Information about It's

aelivites/achiovements. Such use of my pholo & detads can by made by Kosnika Foundation before or after my treatment or fulfiment of the ‘purpose®
for which asshilsnme & baing requesied

21 | (Applicant) further agree thal any such use of iy name, addreas, photo & datails of the “purpese”, lor which such assistance bk requested/granted,
will ot sutomsticatly entitle me for fecelving or continuing the said eisistance. The decislon for graating sndior conlinuing the sssistenos will rost soldly
wiilh tha Truwtess of Koghiua Foundahion, and their decieion is this regand will be final and acoeplabie to ma

V) T s v i W) e, A s el v W g wen o u st st ol v st e o B s
W, Wi i o fern e F wifn #, 9 Csife o, w, e gt a6 ) e oy sedfend & fisd fesh o oo

w yeitin wrd w fvu wfipe 41wt v wr T wt oy 9w o e 8 wet o T e e o i s b

1) A (amiew) W o # wew iR S0, v, o8 ol e o e s ¥ agte @ wiv & 99 e T W weRR A S T e o

“mifirs™ g ww fived wr Geln o b s g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
srEs F yen W s o

U

AGREEMENT by HOSPITAL (¥ gm W)
Hy affuing hereender, sigrature of our Authorsed Signatory for recommanding this casafpatient for financial assistance from Koshika Foundation, we
{Hompltal) heraty affirm & accopt fullowing,
1} thet we neither are presestly nor will in future avai] of fingncial assistance from another NGO or any othad source, for the same pationticase, on we are
reguesting 1o gel from Koshika Foundalion, to the axtenl that such assistance k= granted by Koshika Foundation. If the requested assistapos i nol grantad
by Koshika Foundation, in part o in (), thon the Hoapital resarven ('s right 1o make up (e shortfall fram apathac NGO or any othar source. This
cenlirmallon essenlially states thal the Hospital «ill not avall any duplicate sssatiance fnf the same patient'casa from any other NGO o any other source
2} The asskstance fram Kothika Foundation s anly finaacial in nature, The cholee of 1he Irmatmentprocedurn advisediconduated by the Hospitol on the
patitnl, e based on the srarmument betwman the patiant & the Hospital, and & in ne way Inflienced by Koshika Foundation. Hance, the Hospital will

nssume soke & complete respansibility of the treatment & it's outcome & safety of the patlent, ahd Koshika Foundation will rave no role of responsibility
i the maftern

vt sifvag, wamad) W) O @ wEard W Cwifee weeR” R fafe s e et #) a8, R e (e B e @ we A wiew w b

1) w5 fig 5 0 wis sl w R ofvs o fafvs wee Pl s se g faelt soai @ e ot F S on @ o 2, T oee Csoe west
| frarlivufem Teow w9 “wifv srstvm” gm e o B doof sl s o anem Sl sfesee b T of fen e # A sms
ferfl arm ol o w Sl e e 8 e B oW sfesn g e bowogie o e we @ T e Sfe e wm St oy faed
&l e el s wes o Smed

2 “witye wETE" @ o e s fdfm et W & & W v o 9 ol e ow e ameiem W o Tl o e

W= W Ty odn Swifee =Rt g fal wen W e Tem i bovei w0 O e g s wE o ) wi Bl dei o e
W e sl Y w Wi gfie w fanho v o F w e

. . RECOMMENDED FOR ACCEPTENCE

(ool whht w foe swhy ARD
Ihtnnl‘ B L]
et m Dr. GARVITA JOSHI ADMINISTRATOR

. DMC No.-79866 R N ) Sr—
257l de)y (Name of Dr. & Regn. No. with Stamp) on behall of Hospital}
1 E T P Y A T 9 T e s s
FOR INTERNAL USE of KOSHIKA FOUNDATION  s=ifts wam iy
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
it A | i

71’ s

o/

04-03-2024



