‘ Cat~|o - “‘{“q

=
-

APPLICATION FORM FOR ASSISTANCE
TEEl Y HEEA WY

(Healthcare)
{ TETR BT )

APPLICATION Mo :

ﬁ\lc—a&‘l ahl2

APPLICATION DATE | | %

([ SN

K{%hika
foundatian

kqm :1 Dey

49

wWEEA T sma fdt
HAME of AFPLICANT AGE YEARS =390 | sEX fim
NTHTE W T

| =

fimweg W

FATHER S/SPOUSE'S NAME

Padwa on Chamase

PRESENT RESIDENCE ADDRESS aguR s7qais il

"L."II'IQHF RISheT Pat Jen - Panfud

Ahed. = Jhiday

. m‘-‘.%hcm

TIPS

FERMANENT RESIDENGE ADDRESS - =1 SeTET T

He _dglove

Pyech Pea‘r'ﬁp

o678 yarla DeV)

DCCUPATION @
WA

Home maker F[‘EJF‘H'I!"-J’)

IED (faufeen] | UNMARRIED (WTRniEs)

TOTAL ANNUAL INCOME
w1 At s

Sooon

{Attach Proof of incomni

[ T FT S

=) A

PAN No. Tarf = o8 0/ i

e T e B o B A o

ARE TOU AN INCOME TAX ASSESSEE (Tick whichever is applicable};
¥ (9 o v T wouf o T wm

7
:

FAMILY DETAILE wfrars Faarm

Sr No, Name ol Family Mumbar Age [Years) Gender Ratation with Applicant
WY ) L O 1 78 () e FETE = Y Iy
@ [at- Fasrr 10 m Hulboovg
. e, SIvan 2% ™ Ton
(82))] To %] din] 7t E Delcfller i iy
BASIS for REQUESTING ASSISTANCE {Tick whichever is applicabla}
aemn & fod faefe s
BPL Card EWS Certificata Ration Card
|Attach Card Copy) [Attach Euﬁflc;br Copyl (Amazh Copy) B"':IL?,‘:‘L
i # A e S A T T T s w0 A
CTE T OE) e uf e (wwm 5 31 vl EE R { e g e S e
“PURPOSE" for REQUESTING ASSISTANCE:
e B e m Fendt o ande.
Sr ko Madical Reporta/Proscriptions Attached
W e semEEiRT | A w T e 1=
1 AAYnnlle HE = SENJ(F [HIARI]
LE -~ UC1O]
] Suedexy - RPE- SICS IITIH PhmA
-
ASSISTANCE BEING AVAILED for SAME “PURPUSE" from OTHER SOURCES
Leleca e o e i L R TR s R R el
51 No WAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FE FE W T WA il HETE A
E
] NLIT




s i Ty “ENEgE "Tapae

[ DECLARATION ny APPLIGANT  SMAE® ¢ whamy ws: by

V11 ety confirm Thal ad cetais m inis Farm ate True o ne Sest'of my knowisdge. Any false stitement will rérder my Application & ongaing assstancs, If any,
{imblg for rappclipnicancailalan

2] 1| soigmnly confirm (el sssistance, f recrivEd fiom Koshika Foundation, will be used onky for Ine "puipese”, ae stsled in this Form for whigh stich gssistance
WAk fpgueiiod by me

311 heratiy confinm that | hive ot & will not in Aature; avanl of resmburserman, in‘part or in hull, from any afher sourceiemployerinsurance company, of 1he amoun!
fov which This ssgistance u reguesied

L3 vy o B e we S fek e fm i a6 s T v i b o i P we s wa w8 A 9 T o ot w wR b

st ) wewer wtn et wEEm S @ R w e e e w9 W T few e o mm wen F wnom &

H A e wn g R fem owm w w o S m  w ofn o st @ wwe e el we e fraeede vt A 7 A i f ol R st o S
“AGREEMENT by APPLICANT | e gm w7

1 By affining my slanature or thuimb impression an this Fonm, | {Applican) heraby agree & authorise Koshika Foundation and I1's Trusiees 1o
uss/publishiput-uplrapraduca my rems, sddress, photo & detads of the ‘puipose’, lorwhich such assistance s requestedigranied, inrough sny
madium, including bul nol imited 1o verbal, print. slectranic, for soliciting donations: for Kashiks Foondation andior disseminating infermation shoud it's

acthvtips/achievements. Such use of my phote & detads can be made by Koshika Foundalbon belors or after my iredtment or fulfiimsnt of the “purpose”
for which mesistance & bemg reguesisd

211 {Apphcant) lurihar agres thal oy such use ol my name, acdess, phowo & deain af Ihe “purpose” for which such assistance i raquestod/graniad,
wall b gutormabical antifle me o eos wing OF coninuing U s pesigignes The decision lar .araril_lng armior ;qnﬂr.umﬂ the assElance 'I'ﬂ" T W'H']I'
wilh (e Tresteps of Koshika Foundaton. and iheirn decidion is this regard will oe fingl and accepiabies 16 me

)y g e et 5 s w1 o e, & (e wed! wetn @) gfe v f et write b gan s W s s e g T,
T, A S S e g e o wi b i o s, aEeem ge w0 g nfefsiesd st suetend & B R 0 wan e

4 yaite w0 f sfiege 4 9t ww W e S e @ aed g a8 wrd S B e el a sl e

2} & (smhew) gu v @ ww B G w2 A ferm o TR mm « antvd A wfde @ g e s s e W T T v

“wii " s awe =miwe iy ST st e g

APFLICANT'S SIGNATURE OR LEFT THUME IMPRESSION !
-". ‘I Ty

AGREEMENT by HOSPITAL (wem= g &)
By affixing nereundear, signature of our Authorised Signatory for recommending this casefpatien for financial assistance from Koshika: Foungation. we
[Howpital) hersby affirm & accapl fallowing

1) that we neliner mre prasently nor will in luture avad of financial assestance from anctner NGO or any olher source, for the seme patienticase; o8 we an
faguesling 1o gal from Koshiks Foundgation, 1o the ealenl thal such assistance s granled by Kesfika Foundation, Il the requesied aesisiance is not granted
by Woshika Foundation, i part orin fall then ihe Hospital regsenas it's nght 1a meke ug the shodtall from angiber NGO or any other source. This
confirmation eosentially stalay ol te Hospital will ndl syl any duphicate assislance for Ihe same pabentcese from any aiher NGO o any olher souice

4=

&} The sssistancs from fesh ka Foumdation @ only Hnanca!l n nature. The choice of the treaimentprocedure adwsediconducted by the Hospital on the
patiant, i based on the grongement between e patiant & the Hospital, &nd is in no way influsnced by Koshike Foundalion Hence, the Hospital will

asgume sole L complete responsitility of the teatment & Vs culoome & galety of the patienl, and Keshika Foundation will have po role of responsibility
Iy i e

et sfeu, wewell ¥ s A s W strw Ttiet @ i e 1y Towfon © el 8, fed o (e Froa e | e 3 e wT

1) =0 e o wdu s 3 o ofieg o Wfr e R T wrel deee W feh s w9 w oot F @ oA w0 v e e
0 ot et s & w o e s g g ) R o e swve g e fER sifrs e T e 0 B oam o s
fiesit e wowrl) st Bd sTe s o A R o s i e b e ffe o e e o f T e i e T it dy e
1wl o e s T R o S

i Mwifere e @ A of e s Al oasl o b of o eem g 6 o wew @ el o rresiEm s 0 o e

# 4y w fevs & S Fifee s g e v Wy s ol b vl weee o a0 % e T sl s wE W e P o o e
= it ok s o W i o sl o A 9 )

e

& X Remuaén%n%mcﬁ ::\[ M

e T
o U D;:’g;‘ﬁﬁfﬂ“' CHARAN MASSEY
ame of ROQeNNCAMGIHH 99 g:m; r::asf?mnh 9 I'ur-ld Signatory
?l‘]‘n[q&— TEE F A A wem g iy 2 r%q% F R
FOR INTERNAL USE of KOSHIKA FOUNDATION  #rfis T 17
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

B i

7 Bl B

10.03.2022



