Awry — (-23-08-0398

APPLICATION FORM FOR ASSISTANCE {Healthcare) ](Dvghlk_a
Hedaol ¥ #rEe Wi { =ETEEE TEEE -——-—-—-—fuunda“o n
APPLICATION No. APPLICATION OATE - [p-0f ~ 10273 | Ruiding Wluck of 17e
e e A /va23/ 07136 s fad .
MAME of APPLICANT : AGE-YEARS WIg-TW | sex fin
S W AW
(nenda Ram 68 m
FATHER'SISPOUSE'S NAME |
TSR ¥ T (ranaa _
{_/PRESENT RESIDENGE ADDRESS ﬂﬂﬂFr i Ll L '
= Preop  fostep
PERMANENT RESIDENCE ADDRESS : =18 Sy will
AT Ghote 6794  lnerda Ram
mnm anﬂ - MARRIED I_:m['ﬁm | UNMARRIED | ST
TOTAL ANNLIAL INCOME [Attach Proof of Income)
O AWw A ELang { 514 | BHY TNH) JVA
PAN No. TUTE W wEml
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable) Yes (Mo
AW =W R W (R R IR % FE s ¥/

FAMILY DETAILS wfian Tamm

Sr. No, Namig of Family Membor Age (Years) Gender Retation with Applicant

e HE YEE % HEE W N M {FH) ik = WY HEw

b avfal —Zo E viie

3 ' T3 M <o

~ lal-t= ax = mnu}kl-f"r [T CTW,

Y, MLl 8 M £¢qm
BABIS for REQUESTING ASSISTANCE (Tick whichwvar is applicatsle)
wrm w for feefh s
BPL Card EWS Corlificate Rition Card

(Attach Card Copy) [Attach E:zr;ﬂ:a:.: Copy) [Hﬂ;::C:;rﬂ ;:,L?;::‘:Drj

T T % T ST W= W T Ty W angtrd it

(wwm wy Wt W wfR wE W

(w7 =1 W Wi we W (g T Wy w1 e W

“PURPOSE" for REQUESTING ASSISTANGE:
wr T e e W e

Medical Reports/Prescriptions Altached

Sr. No,
w9 T sreprevEie A Wil 8w ufves gt e
i -
*Iﬁey_ncmm BE - SENTTE (ATHBENRC]
1E - SHVLLE (FTHRRTT
2 SN =~ RE- =ICK WITH - Emmg
i i, o
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
55 STE W &9 Wi @ wee e o wm A o e
Br. No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FY T F T w ON Ht 7 =ETE T

il




DECLARATION by APPLICANT: W= a1 v Wi
1] | hereby: genfinm that a1 desads m this Form are Trun 10 (e 026t ol my Andwikage Ay fabee statempnl wil render my Applicalan & ongoing assistance, i any,
latrd o rejEchinn cancaliplan

211 solamnly confirm Tnal assstance. T received Irem Kourihs Faundinor, wil be ussd only for he "putpees”, 4y stated v his Fore lor which such essistance
WaE requesied iy me

3) | hereby corfirm et | uee not-& will pot i Hdote, mall ot reimbursement. in pan el in fufl, Iram ainy affer saurcaamployarinsusncs company, of the amount
T withch Fil ogsiiance 1 roguestod

|.kunufr:mm:‘:mmmm#ﬂmﬂ:mmmm-hmﬁmmmmwmimﬂmﬁwaﬁmmﬂth

23 5 g W) wEr T et ey &t i &, Tow T el g o i 30 e fem i, W g e | s oaa &

3) # yfe w5 e S F’Iﬂmﬁ'ﬁi.“ﬂﬁlmwﬂmmfﬂﬂﬂﬁﬂmﬂwmﬂﬂﬂﬁmtimqﬁﬂhﬂﬂwl
AGREEMENT by APPLICANT (aiims g0l mit)

1) By alfming my signatura ar thumb Impression on this Fom, | {Applicant) heeeby sgeea & aulhonse Knshika Foundation and It's Trusteos to

wsmpbiah pul-pdreproduce my name. address, photo & detalls of the *purpose”. for which sueh ausistanoe s neguesiadigraning, thraugh sny

medum, mehuding but not limited o vertial, print, slectranie, for aoliciiing domatbans far Koshiks Foundation andior dissaminating informaton about its
activitinglaehipvemenis, Such use of my phols & details cen be made try Koshika Foundation betora or after my tresimant of fuifitment of the “purposa”
fat which assistance is being reguesied.

21 (Applicant) furttor sgree that any such use af my namea, address, pholo & detads al this "purposa”, for which guch assisioncs |6 Feguostadigranied,
will not automaticaly snlitle me for receiving or cantinuing 1hs said assistance. The decsion for granting sndiar canlinuing e assstance will rast salaly
with the Trustees of Koshika Foundation, and [hall decislon s this regard will ba final and pogeplable o me

i) TR TTE T YR W ol Y we e (s ol e @) e s of w S s s SoweE S “ W wgEE W L R o T,
wa, Wil ® FEm e o o w8, TR it v =), o, WA v B i i oefend @ i el s

Wt gefoy s % v sdvem &) W T R §PTN ¥ TR WO @ % W f Cwife weda w s afie §

1) & (see) v8 W T B S0, e, W s e o iR o ¥ nged § wie & R R S PR T8 T 5 e

i o T A fai sl s s S

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
i W AW W W W

H’#‘f@rﬁ

AGREEMENT by HOSPITAL (wsmm 7R IR}
By sffiking hareunder, sigrature of our Authorised Signatory lor rasommeanding thi casaipalient for linancial assisiance from Koshika Foundation, we
iHospital) hereby affirm & accap! folkowing:
1) that we nelther are pressnily nor will in future avail of linencial pasistance fraim anothar NGO gr any ather soorce, for e same palronliCase, B8 W are:
reuestifg to get from Koshika Foundation, to the exient that such assistance ks grantmd by Koshika Foundation, If the requesiad assistance ls nol granled
by Kashine Foundation, in part or in full, inen the Hospltzl raserves IU's right lo make up he shortfal from anoiher NGO or any olher source. This
eonfirmetion essentially smtes el the Hospitol will not avml any dupbcate esstsince fof he same patiant/ase from any olher NGO or any other sburcs.
%) The asklsiapce from Hoshike Foundation (s only fnancial in naturs Thi cheico of the traptmanliprocedyra pdvised/comducted by e Hospital on the
patient, is based on the arangement belween the patient & the Hospial and i in ng way influsnced by Koshika Foundation. Hence, ihe Hospital will

astume sole & complele responsibilty of the traatmen & s aulcams & anfaty of the palient, and Koshika Foundation will hisve no role or responaibllity
i the mitiar.

nﬁm.Mﬂmﬂﬂmﬁr&'&ﬁ":ﬁmmﬂm“ﬂﬁmmtnMﬂmﬁmI.ﬁﬂmfmumﬁmm:!rmnmmit

) fo 7 e R e A e s Gt e et s w e s e o i o 8w @ w8, S e e e wne
# iyt e ¥ Ty d sl W g v A fe b ofe Wi weee” o e el sfresen g wr o e o A sem
frch s i weRs e W MRE w TR A T B S s e T b e we wm o e s i s e i g e
i wiwy wen W R e et Al S

s iy TS @ o o wen SR Tebm wstr wd & 0 m e g A nf v w iR T mURiED 51 TR T e

% w0 fva § ol S weEe” g0 fe wee o s o & reed veee Gl S gere e o wE SE 8 w0 Pesmd I 0w
w1 ¥ i sttt B g o feod 5 =6t Wi

S i :

Wﬂ FOR ACCEPTENCE
% fom wwl

Date of Surgery
A & i

E il b S R

100823

FOR INTERMAL USE of KOSHIKA FOUNDATION  siiios 393 77

SIGNATIURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
! T |

7 TAE

15-06-2023




