\/ RN =C- %f-e] - =349

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kw ka
: 0oSrl
wErAA ¥, SRS W (eveny Raee foundation
AFFL}cqm!tHu.: Vfﬂfﬂﬂ'/ﬂ}4a AFF:.EE%&DRL’IHTE: mg/;”a& 5 __g_.,_uqanguaigluu.

AGE-YEARS ¥mg-wd | eex fem ||
1

R Sukth Bev 5_[F

FATHER'G/SFOUSE'S NANE : ¥ L
e Reaelavy € 19 i _
PRESENT RESIDENCE ADDRESS 3w Smia® Wl - ——

s _
Aalaydh , ChhiRala o g oo angea Pene of Pestep

U M adhood, [P A51ie9
PERMANENT RESIDENCE ADDRESS : =¥ 3EmT T3

AL Al ah e

OCCUPATION ;
m%m Home M a ken | MARRIED (Feir) | UNMARRIED (SiT¥ari)
TOTAL ANNUAL THCOME : {Antzch Proof of Income|
57 aitE W u e/~ (F adw L) (zm w e ge) a4
PAN No. =am &M 5
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever |s applicable): Yee | No
T ST ST W § (W WA B 39 W WA W G s v A —
FAMILY DETAILS wii=R Team
&r. No. Mamae of Family Membar Age (Yearn) Gendar Rolation with Appllcant
@A HE T e =7 () (Gl bt G e MR ke
[- T.rntafly LY A A Uhbond
i- T Fal ) A A 22
g
BASIS for REQUESTING ASSISTANCE (Tick whichaver is epplicabla)
w5 fed fefn smm
BPL Card EWS Geriificatn Ration Card
{Aftach Card Copy) (Attach Cortificats Copy) {Nug: Gopy) mhﬁf;;,
T e % S W ey W AV TN FE _ pretpic e
(e 7 W) o W W W (W) WF w7 T W R W {wam s W ur W e
“PURPOSE" for REQUESTING ASSISTANCE:
e ¥y et T W e
5r. No. Madical ReportsiProscriptions Attached
w9 HE - O W W W) Seegs ) wen
RPE - Cadana ]
L-E — CafaAni 4+
i ent- (LB —Sats + P M mi
-{? ﬁ- ——
AGSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
wa@w#ﬁaﬁimﬂmﬁﬁﬁmmﬂmwﬂ?
Sr. No. NAME of OTHER 50URGE AMOUNT of ASSISTANGE BEING AVAILED
TE B el i =t d e T
[ - AR (e 2000 [~




DECLARATION by APPLICANT: ST B0 WIYw 7
1) | herely corfirm that all detadls in this Form are True to lhe bastof my knowledge. Any fisa etatament will render my Application & gngoing assistance, I any,

fighie for rejectionfcancellsion, i .
2] kslemnly confirm that assistance, if racaived fram Koshika Foundation, will be useq onty for the "purpese”, ag stated in thls Form. for which such assistance

s requesied by me
3] | herety confitm ihat | pave not & wil not in fulure, avall of resmbarsement, in part of in full, fam ey other spurcatamployverinsurance company, of the amount

far which this assistance is reguested :
1y & Wi e T W 8 T we e S s 6 g wm w5 b o s T e s ww wm § 6 50 e e o wed b
23 H g = wEem  Swif wEsa, A Ao §, s s s wi e o S e few o, St aes S anom B
3y 4 o = § 5 o wEm T wem oA §, T uin w el o e fran TRl s dmememn s weet 2 5 A e & st s 9 i o )
AGREEMENT by APPLICANT ({smes g &)

14 By affiing my signature or thumb Impression on this Farm, | (Applicant) hereby agree & autharise Koshika Foundalon and s Trustess lo
use/pubfishiput-up/reproduce my name, sodress, photo & detaily ol the “purpose”, for which such aesisiance |9 requestedigranted, through any

medium, ingtuding but not limited 1o werbal, print, elecironic, for soliciing denations for Kashika Foundition andior dissaminating infarmation about il's
aotivitieslashioverments. Such tse of my photo & details can be mads by Koshiva Faundalion before o after my irzatment of fulfiment of the “purpose”
for which assistance la being raguesiad.

2} 1 (Applicant) further Bgres that any such usa of my namae, addrees, photo & detalls of tha “purpose”, far which such assialance 15 requested/granted,
will nat utomaticsity entitie me for receiving or cantinuing the said assistence. The declsion for granting andfor continuing the assistance will rest solely
with the Trustzes of Kashika Foundation, and their decision s ihis regard will be Tinal and accapiabie o me.

|} TR TN M ST RO W SR W S, ¥ (S SO e Wy e v i weann A aae =i " w sivgs e g s S A,
um, Wi sl = T e we o i # = twifon S s, o, e T ST | HE e s aeenen & T fiedl o w e

| vt o ¥ o afiew 3161 wow w e A o gl @ w4 W S Cwifrm st o Spe e f

2) A (arw) oW W e f 7w g o, wn, W ol fer o f we o Tgiv S oufin kT e RS W OPRRR T W O W T
“wifynR " TE T ied w1 Pl sfm S arawn @mi

APPLICANT'S SIGNATURE DR LEFT THUMB IMPRESSION :
sfE W 0 s w T

AGREEMENT by HOSPITAL ([weAs oo =t)

By affixing hereunder, signature of our Authonsed Bignatory for recommending this casel/patien for nencial essistante lrom Kashika Foundation, we
{Hosphal) hareby affirm & accept folfowing:

1) that we rithar gre presently mor will in future avail of fmencial assisianca from another NGO o gny olhar soufee, for the same patientcase, as wWe sme
requesting to gel from Keshlka Foundatlon, Lo the extent ihal such assistance is grantsd by Koshika Faundatlon, ! the requasiad assistance s not granted
by Koshlka Foundation, in part o in full, then the Hespital reserves il's right to make ug the shontfall from another NGO ar any other source. This
conlitmation egsentially states that the Hospitel will nat avall any duplicale assistance for the same palierlicass from any othar NGO or any olher solrce
2) The assistonce from Kaghika Faundation is only financial in nature. The cheice of the reatmentipracedure sdvisadiconducted by the Hospital on tha
palisnt, is based on the arrapgemen belween the potianl & the Haspltal, and [s.in no way influenced by Koshiks Foundafion. Hancs, ihe Hospital will
asguma solo & complele responaibiily of the treatment & IF's outcoma & safely of ihe pationt, and Koshiks Foundation will heve no role-or responsibiliy
I the matles.

watt afiega, wonyd w7 S 2 weRTE =) Cwifee wwEyRT 3 e wemm i el o =6 2, B e (v e weR R we s wien e b

1) =% 5 5 7w SR st i e i sl oeim @ iR st = § o aioee A W0 W @ T E, 09 R v e s
% famfndesis ww & v A “wifeen s om o e b R e e o s e st eee 8 Te 98 faw w8 o seme
fort s i wownlt e w s s 2w A W el i e 6o g d e e o 4 e s S e = ol g e
v wen m Tl w ae  wt Smadh

2. i weEeE " w wow we s fefsosgih s O W orEee ow S we W TR srsmwtE =

& W= @t # sl s weR T g e s i g )l vemm o SRR e e s g
= it ol i W R i W Pl e omsE e

5\
RECOMMENDED FOR ACCEPTENCE
wEE o fe deg

Date of Surgery

st W i e - e

- Narme, Be€gnation Bouileetithorised §

" H ol (24 (Name of Dr, & Regn. No. with Stamp] t on bahall of Hospitsl) i
BT W § PR G 0A T TN F W T S S
FOR INTERNAL USE of KOSHIKA FOUNDATION  &mifts T 17
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
AR T |

= TN

i/

L

20-03-2025




