GAN-C- af -] - 2FUS

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kwhka
A 5 ; 0SSl
aiatibe 2 i ( > ) foundation
seceamonie: Vo[ 3 [ 93 1— R s AT i
HﬁMEn;“AF;qu-::MT: m&}ﬁ EDE‘-‘E me-mn;;g—aﬁ s;m‘n
PAIHERHREGUBES HANE b A 4(

PRESENT RESIDENCE ADDRESS =vom SfRTEr WAl BASTE PHOTO HERE

eLid o £..na Ilfd-L!' % KJJTI"_A.I?

fredp Pﬂai*ﬂfa

T A o7is U P 28T

Y PERMANENT RESIDENCE ADDRESS : T i
:_c Akn e RN -'Izh 21 =
OCCUPATION Home  Ihagen | MARRIED (i) | UNMARRIED (sfvs)

TOTAL ANNUAL INCOME ;
o TS M

|Attach Proot of Income)
{9 =1 FEE Her)

U el- (Famudyl A

PAH No. TUTE = TN

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yos! No \/f
0 A W H T £ (F W W IW W WG W e w
FAMILY DETAILS Ti=m T
Sr. Na. Mama of Femily Member Age (Years) Gendesr Relallon with Applicant
F9 W T A e 9 (=) fimn & HE FE
| ﬁ)ﬂag Ab & thcg-ﬁ &4 i H Mohaa
1: STy A 29 JAA) T
e Ehah | = ST qu €1 _[h Lo
BASIS for REGUESTING ASSISTANCE (Tick whichever is applicabte)
et % Tl Rl amn
BPL Card EWS Certificate Ration Gard Any Other
{Attach Card Copy) {artach Gertificate Copy) (Attzch Copy) Besis/Proof
i tan % 99 T FR I W oW T W _ st o
() W o W W W (35 ¥ = e i He R (WEIS U3 -W1 W0 WA R W

“PURPOSE" for REQUESTING ASEISTANCE:

e &g T T e IR

B Ho Madical Reports/Prescriptions Mm:hu:!

wY e wemEETRT & WA W) 1 g gE Ee
PE - Cadana
LE — Cata™CT
& lerig 204 ~ 7R T8 + pmmB
ﬂ | —
ASSISTANCE BEING AVAILED lor SAME “PURPOSE" from OTHER SOURCES
W IR ® ¥ W NS HEEE = @ A Few o ow?

&1, No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED

w4 Tl e =t wer

‘_,?JI?{F Dpeef




DECLARATION by APPLICANT; STTw §A1 Sen wi:

7} I hereby confirm fhat &l detalls in this Form are True to the best of my Inawleoge, Any falss statamant will rander my Application & ongaing aezlelanca, (Fany,
lisble for rejection/cancallation, . .

2} Lsatermly confirm that-assistance. if racaivad from Keshika Foundation, will be used only for the “purpoes’”, 38 &tatad in this Fonm, for which such assistance

was requesled by ma. .

31 | haraby confirm ihat | nave nat & will padin tuture. svall of reimbursement, in part or in Wl rom any other sosrcelemployes/insurancs company, of the amaunt

far which this assistance is requested

b3 e wo f fe o une | firl wl e A sawnd @ ﬁmmﬂmhﬂﬁmwmmmmtﬁﬁmﬁmﬁmmil

21 # p @ upn O 'Hm TR A w W L e e Aa I s R e v dw m b

3} ¥ g wom € 5 o e o o o =)o 8, A i o sl @ wee e TR v enfrmmd s=eh @ 5 9 G 8 sk 2 8 s o A

AGREEMENT by APPLICANT { wmigs g =101)

1) By sifixing my signature or thumb Impression on this Fem, | (Applicant) hereby agree & authorise Koshika Foundation and It's Truslzes io
use/publishipul-upiresroduce my name, address, phols & details of the "purpose”, for which soch assistanca s requesisdqgranted, fMrough any
readium, including but not |imited fo verbal, prnt, electranic, for solicling donatlions for Koshika Foundation andlor disseminating infor mation about it's
acliviilesiachiovaments. Such use of my phols & detaiis can be made by Koshiks Feundation before or after my treatment or Tulfiiment of the “purpass”
for whick assislance is being requesied,

2) | {Appllcant) further sgree that any such wae of my name, address, phato & details of the ‘purpese”, lor which such sssistance I8 requestedigranied,
Will not atomalically snlitle me far recelving or conlinuing the 2aild assistance, The decikion for granting and'or continuing the assizfancs will rest soirly
wilh the Trusiees of Koshike Foundation, end their decision |s this regand wiil e finel &nd scoeptable to me

1) §6 UE W ST T W St W) wm wmer, # (smien) ane mrefs o7 g won o o e s s mews s oW stem e i g0 T,
T, WiE S W O A ww T Wi T SR, W, N TR S5 W S Ay S e W g e o e wem

% it w0y & o afiege £ B v s o o v 8w w8 w8 e “sitfee sedaT v ami wfssr

2) & (awbes) w1 W @ v £ e A A, v, o5 sk P o i wwen & el 8wl b oo we e o S8 SR W oW S

iy TSR A W Ay s af aresed v

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
T W WE W A W e

AGREEMENT by HOSPITAL (remms 0 =)

By allixing hereunder, signature of our Authorised Slanatary for recommending this caselpatiant for financial assistance from Koshika Foundation, we
(Hospital) hereby 2fim & accep! folowing:

¥} that we nalthor are presently nor will in future gvall of financlel asslelance from another NGO or any oiher sourcs, for the same petient/case, as we ara
requesting to gel [rom Koshiks Foundateon, fo the extent thet such assistance i granted by Kashika Foundation. If tha rogisdslad assistanos i nol granted
by Keshika Foundation, In part or in lull, then the Hespltal reserves I's dght 1o make up the shortfall fram another NGO or any other source, This
confirmatien assantially states thal the Hospitol will not avall any duplicate assistance for the sama patient/caza fram any othar NGD or any ather source.
2] The assistance from Koshka Foundation is only financlal in nature. The cholcs of the treatmentsracadure sdvised/conductad by the Hospital an the
patient, is bazed on the erranpement betwesn the pafient & the Hospils!, and is in no way infliencad by Koshiks Foungation, Hanca, the Hezpital wil

Iﬁt.r:"“ s;h & complele tespansibiity of tha treaiment & IUs ouloome & salsty of the patient, and Koshlka Foundation will have no rale or respens:bility
N the matter,

T A, v = A R A W s et | e e g fawdon ®1 =@ %, fos e (remm) e v S s wwn e b

1) wE B 7 whe w6 wies F ffm e fwed st wen w e sen wi @ w67 w @ w4 8 v CwiEm s
W TemrAviEm v e A st TR g we i e oot Y sifme e oo e el sieees ) w0 fee o € o s
fmﬂmhmmwﬁnﬁmmﬂmﬂ#mmmmilwﬁﬂmmwthmfﬁﬁummﬂmﬁhmﬂ
i wown? vEn o fe) s e 8 ) S|

2. "R W " @ e mew e fafme et B s oween g @ o s w fed T Tevsew W e

¥ S W v # o e wseT g G v o s b reted e A O S s e el R

wi ¥ s st S o gl @ feie w o F = e

RECOMMENDED FOR ACCEPTENCE 3 il
DR PRAVEEN SEN SHAHI ™ et & fory s NI
Date of Surgery  |MBBS, DNB, »
st %1 wim - [Reg, No, 97415 \\h?
“I"I'l.....------i"" ..... L N i DE-! I 5
! ﬁ{f e/ ( 9 5' {Name of Dr. & Regn. No. with Stamp) (o nnnhahﬂ!' of Haspital) E
TR AN T P L W T T i s
FOR INTERNAL USE of KOSHIKA FOUNDATION &t 39um 1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= T |

7 AT

r i

Lo

20 - 03 - 2025




