ARA - £~ af « ol — 2338

APPLICATION FORM FOR ASSISTANCE
WETAAT B SEET WEY

(Heaithcare)
(Tame SEHE)

ArpuckoN Nt \/Jo13 4 [eqory_

‘ﬂn%mf;%mmm;nﬁfai L?g

NAME of APPLICANT : R . ‘ AGE-YEARS 1g-aM | SEX foim

S =1 A ay Kuanary Y =

FATHER'SISPOUSE'S NAME : JF . L |
w1 E Pl .:MJ_,L,

FRESENT RESIDENCE ADDRESS 5awl S| v

w '
Koshika
feundation

Ny KFfara _, Ffveddin adoie . 3 = Jang, i
s ' pestep
ATEE B ﬁfﬁh ndady O.F A% T30

PERMAMNENT RESIDENCE ADDRESS : 707 3780 9al

S ajne Y- ab Ave
OCCUPATION - Hewe make | MARRTED (i) | UNMARRIED (@)
TOTAL ANNUAL INCOME : £ o ]
i Wi A Uteuof— ( FAu{L) {?;'hh;lm;lm'm : /\JA

PAN Mo. =ar 2l HEn

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever s applicable): Yas | Wo
W A S RO R (AT B I W wE W e e B / 6 L,//
FAMILY DETAILS i=r f5am
&, No. Hame of Family Mambar Age (Years) Gender Retation with Applicant
w4 Hew A & 1 () ll FTE B W, W
[~ F A e1817h .Slrfh:} I L) [ PRI T
4 - Ln-r € tev g i m V41
% Peo tnaran 2 E ki) A.e{;; W1eT (7 Laiv
BASIS for REQUESTING ASSISTANCE (Tick whichaver |s applicable)
wEmam % ford feain smam
EPL Cord EWS Cariifl Ration Card
{Attach Card Copy) {Attach Cartificate Copy) (Attach Capy) i Bl
i S g R s R I FE Y
(e ws ¥ wnn ofy de s { I W W W W w6 (ST A W) B Wi W Wi
"PURPOSE" for REQUESTING ASSISTAMCE:
wermn #7 sl W el | gt
5r. No. Medical Reports!Prescriptions Attached
W sEmTEET ® W B s T A
M=~ [l T
LE — Cofanacf
B e - .
g €al . LEJ/- SACS S FaamP
ASSISTANCE BEING AVAILED Tor SANE "PURPOSE" from OTHER SOURGES
W Iy § e e S sy e s e A fen o w7
Sr. Ho. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
= HE =1 = = A =t 1 e T
{ AL {7 e e fr——




DECLARATION by APPLICANT: SRS B0 W 7=

11| heraby confirm thal ail detasss i this Form are True to the best of my knewledge, Any faise statemanl will render my Application £ onpgolng assistance, if a0y,
liabie for refectionicancediation,

2] | salemply canfirm tat assistsnce, | receved from Koshlkz Foundation, will ba used only for thie "purpose”, as stated in this Form, far whizh such assigtance

ieas requesied by me. )

3) | herrby confiim that | havs not & wil nat in future, aviil of reimbursement, in part of I ful, frum any othar sourcafemployerfinsurance company, of the amaunt

far which this ssslstance |5 requested

nﬁn&wm{ﬁwmﬁfqﬁnﬂﬁrﬁmwﬂhmrﬂtmmwm!lnﬁ#mnmmw wm & W & wn S w oW w2

] WL WA St = TS, {9 = T &, s wee e wien o ofl € v feg i, S wen Fwmoma

3] # e wen 1 i fam wErem by W s w0 8, =9 i W wiew wowss feen el I e T § 3 8 form s = ) ofn o A

AGREEMENT by APPLICANT (smic® g0 %17)

1) By afficing miy-signature of thumb impression en ihis Farm, | {Applizant) horeby agree & suthonse Koshiks Foundation and Vs Trustees 1o
uselpublishiput-up/reproduce my name, address. photo & dalalis of (he *purpaee’, for which such getiztance is requestedioranted, through any
miadium, including but mot Timited fo vertiat, print, electroniz, for soliciting donations for Keshika Foundation ardior disseminating infarmabon abolt [
aclivitosfachigvements. Sush use of my phole & details can be made by Koshika Faundation befote or after my featment or fulliimanl af the “purpose”
tor which asslglance is baing requesied

21 | (Applicant) furthar agrae thal any such usa of my name; 2ddress, pholo & detalls of the "purpose’, for whlch such assistanca | requested/granted,
will nat eutomatically entlle me for receiving or continuing the said assistance. The decikion far granting andiar continulng the asslistance will rest solaly
Wik this Trestaes af Kaghika Eoundation, and their dacision i hic regerd will be final and accoptabis fome

1) TR ¥ES ST ST W S T w w4 (o) sl w9 g v f o o st s we sod W s e f 7R @ m,
. s it B t0 wme § T &, T8 “whrR® TR SR O, A R S & ot ik st aefed @ i e o R s
ﬂmmﬁa&ﬂﬁmhﬂmﬁmmﬁmﬂwﬁmmﬂmﬂﬁh"ﬂﬂmmﬂ:“qmﬂrmir
ﬂﬂtm}mmﬂmtfwﬁnm,mnﬁwﬁtmﬁ#mﬁWﬁmﬁntqﬁm:mmmﬂMLWMﬂ

it e T swfied s P sifm s wrewr

APPLICANT'S SIGNATURE OR LEET THUME IMPRESSION ¢
ThvE ¥ TR W SR W e

AGREEMENT by HOSPITAL {wommy o Wi )

By affbling hereunder, signature of our Authorisad Sgnalory for recommaending this casalpatient for financlal assistance fram Koshika Faundalion, we
[Hospital} hersby affirm & accep! lollowing:

1) that wa nelther are presantly ror will In future avail of linancial assistance from anoirer NG or any other source, Tor the same pallenticase, Bs we ara
reguesting lo gat from Koshilka Foundation, 1o this gatin] 1hat such assistanca is graniad by Koshika Foundation: If the requesied assistance s not granted
by Koshika Fenmdation, in part or in full, ihen the Hospital reserves ifs tHiaht to make up the shortfall from anather NGO or any other source. This
ennfirmation essentially states that the Hagpital will not svaei-any dupllcats sssistance lor ihe same patient/oass from any ofher NGO or.any ather source
2) The sssistance from Koshika Foundation is only financial in nature. The choice of ihe teatment/procedure advised/conducted by the Hospltal an the
patlent, is based on the arrangemant between tha patient & the Hospital, and is in noway influencad by Koshika Foundstion, Hancs, the Haospital wil
assume sola & comptale responsibility of the Ireatmant & It's cutcome & safety of ihe patient, and Koshika Fourdation will kava no role of responsibiiity

in the malles,

ot S, T W SR A w w8 i e g et 6w, fe e o) fe e w5 wE w

1) my T 5 7 i S AW ey fafr S feedt fhr oo Were T fee e s A T dvivene A o w A o8 b, TR e e e
A Fpfady v = i o i wnete g e i R {1 Wi i wrrteE” o wew e SRR B T 6 T W £ A
Pt = r sl e W fE W wEnE @ e v sfesr g o o e | we own o e s T e e O iy T

e et e W fesh W= s # A A

2, “wiferR T = v ae #uw T wwie ST 6 T T wEm e o e @ R o et W
& e fw i Wi W o T T W W e 9 b we weee o O # e g S e
= ait ad “wifrm " W = g w fastd m o S o

RECOMMENDED FOR ACCEPTENCE

oR PRAVEEN SEN SHAL ™ s o s\

mr%urg H?E No. 47415 g
TR yannessrassss Dete...
oFfal[26 2

Designation &I AE

{Mame of Or. & Regn. No. with Stamp) on behall of Ho
T/ W A A TR E T T o0 T PR i s
FOR INTERNAL USE of KOSHIKA FOUNDATION  3iifte 3w §
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

= TR 2

T TAE

20 -03 -2025



