B8 e = € ~23-08~-0400

APPLICATION FORM FOR ASSISTANCE
eI ¥ SEET W

(Healthcare]
{ =reEs S )

AFPLICATION Ho. APPLICATION DATE | [ -0R- 26 2.3
s fhona /0822 /6132 A find _
HAME of APPLICANT : AGE-YEARS #q-W4 | sEx fem
i ol Lenarti Deyi = | I
FATHER'SISPOUSE'S NAME ©

( handa

‘ TS WS

PRESENT RESIDENCE ADDRESS R S 9

== -_—

— Alar

Rajacthan — QAgol4lb

PERMANENT RESIDENCE ADDRESS - =u)y suaria 11

KS¥hika
foundation

Lk it

Pastop
Tmayff

Poeq P_
0738

Dev/
QCCUPAT . -
L] M_HLP_ ﬂ\@“f‘f MARRIED (S | UNMARRIED (Simias
TOTAL .I.HHUAL INCOME : [A.-.:,m:ru Froof of ngama)
o WNE AW Sooao b foﬁmﬂ\{) {5 W e Her) A

PAN No. AT M1 WE

ARE YOU AN INCOME TAX ASSESHEE [Tick whichaver is applicate
w0 S0 ST O O (F e A a5 W w W e el

‘ln:
W /)

FAMILY DETAILS e firnm

gr. No. Hame of Family Member Ane | Yoars) Gendp Relation with Applicant
wH Wi % WEE % 9 a0 () fen SR % WY g
=_ . /
¥ i"ﬂﬁd?l qp A HUShangy
BASIS far REQUESTING ASSISTANCE (Tick whichever is applicahle)
e O O i M e

8P, Card EWS Cortificate Ration Card Any Other

{atizch Card Copy) {Atach Cartificate Copy) [Axtach Gopy] BasisiProcl

nitdt ¥ & 19 oo 93 S S W N T T Wi . Y S

(W s % o e wh (W W W W W (W W W) W e W !

“PURPOSE" for REQUESTING ASSISTANCE
werm o T R W asRe:

gr. Ho. Madical Reporta/Prescriptions Aftached
wY Hem e § =i ) o uheie g dee
1 =
JJinc;mnﬁ;ﬂ RE = B8]
LE —WYPFRMMURE FoRGAMNIAY CATRERTT — — |
9 15m§4-.n; —[F- SICS I FmmA
|
ASSISTANCE EEING A.VA!LEI} for SAME "PURPOSE" from OTHER SUU_HCES
W TR B W S e R e w1 o ne
Br, Mo, HAME of OTHER SOURCE AMOUNT of ABSISTANCE BEING AVAILED
i HE 7 T W] TH =i m e el
| \ el -




DECLARATION by APPLICANT: STaws Ein Wi wy:

14 | hereby confinm that all 2etals (n hlks Form are Troe Lo the best of my knowlzdge Ary falee sistemant wil randar my Applcstion & ongoing assstance, I any,
iiable for rejechion/cancllislicn

21 1 snlerrnly confirm that sssistancs, | raceived fram Koshike Fousdation: will Be usee anly lar the “puipose’. a5 statad i this Form, for wiioh such asssiancs
was requested by me

5] | harety confim thal | s not & will nat in fytuss, svail of rembiseenant, i part of in lull, fromany other sourcé/empnyerinsurancs company, of he amount
for which this sesisiance o requasiad

1) 4 e won € TR W A Tl oh w50 W % s e v w0 afk we S v s s s ) @ S e free ot e b

3} & g @ T s wET, R o &, T v w0 v A o R e e, 9w wey o

3) 4 g wm § = em e ag ve anin 9 & we v o w s i fe s et e A 3 W fm § o e S dm
AGREEMENT by APPLICANT | siies g S1)

11 By affiung my signature or thumb impression on this Form, | (Applicant) hereoy agree & authorlse Koshika Foundatian and Ifs Truslnas 1o

uselpubiishiput-upirestotuce my name, address. pholo & detalls of the "purpase”. for which such aasistance i3 requested/gramtad Ihrough any

medium, incluging Ul not Fmited 1o verbal, privt, sledtrania, far saliciting dosations for Koshika Foundation andlor disseminating information about il's

scliviiesiachinvements. Such use of my photo & detals can bo made by Kosnlka Foundaton before or atiar my treatment or fulfiiment of the "purpase”
for which assistance s being requesied.

21 | iApplicant) fusme agems that any such s al my nome, sddiess, photo & datalls of the "purpose’, for which such sssistanes |s requastedigranted,
will nol sulomatically entile me for recaiving or continuing the said assistancs. Tha declsian for granting andfor continuing the assistance will rest solaly
with the Trustees of Kashika Foundation, and thel dectsion is ihis regard will oe final and scceptable o me.

|} TR TS W S e W 0 ¥ o A, A (s Sl wwn w) e s ] v e wdes o e o s sl s g e o T,
um, W s Tee en oy O o £ T taifee e el o, e g g R o il dooefend W e S o e

| yfm w0 % o s £ s @ by S g w o W oww A s o e waden” 8 S st

2) & (smiew) w8 T @ W f T 0 AW, W, W st fmm A W wRE W SR 8wl b e v W e S W e

*wifarm” g T i Tl st s aeser W)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -
T g N S W R

AGHEEMENT by HOSPITAL (wemmet oim 8910
By allizing hereunder, signalure of our Authorsed Signatory lor recommending this oase/patiant for fin@nosl aasistance from Koshika Foundation, we
{Hospital) hereby affirm & accapt folowing:
1) that we nafther are presenily noe will in futuwre avail of financial ssmiance Irain anoihar NGO or sny ather Bouroe, for the same patibnt'cass, a8 wa are
requesting 10.got from Koshiks Foundation, to the extent that such assistance is graniad by Koshiks Foundation. If the requiesled assisiance g nol granied
by Kashika Foundadion, in part or in full, then the Hospital reseryes it's right to make up the shortfall from anofhar NGO of any other spurce. This
confirmation essantially states that thie Hospital will nol avall any duphcels sssistance lor the sama patient/cass from any olhet NGO or any othar source
2) The assistance from Koshika Foundation isonly financial in nature The cholee of ihe reaimentirocedure sdvised/tonducted by ihe Hospltal an he
patinnl, |s based on the srangement betwesn the patient & the Hospital, and & 0 no way Infsncad by Kashika Foundalion. Hance, the Hospitat will

assuimi sole 8 complete responsibiity of the freatmant & it's ouicome & safaty of the patient, and Koshika Faundation will hava no rale or respons|biiity
o 1 matter.
mm.mﬂﬂﬁiwﬁ‘mm“%mmmmﬁnmmt.mrﬂtmmﬂﬁﬂmﬂmnﬂmnﬁlu

1} wE f T R o A A s o Tl e fae dr ot deeR w T R i 8 T s F Sow 8 W F R oo e s
ﬂﬁm_‘l_‘mﬂﬂhmiwﬂ'mm“mmhﬁwIluﬁ"mﬁﬁmmﬁm'mmﬂﬁnﬁmnw*ﬂﬂmmtﬁm
farsit o= v wOwE) e W e @ W weA w4 5 SiuwR i Tam 6o gfe § we e wm e s Tt wwoa ddveee #y e
1 vl e W s W d o S

) =wifi TR @ e e i T 316 O W e g @ wew W R T e e e e

% 4w Py | siy Swifer wedeet g Sl v W oS T ) & wRe wwae 4 a0 W g e abe and e ) s el oo e

=1 it ol i W s giwe w fd | =it F p
“y
COMMENDED FOR ACCEPTENCE \m/
[

Date of Surgery Dr. N
iR W wiw % Y KHAN| CHARAN MASSEY

|6 foa f 2% mm%:nm iHafna. Deshawin '-'Y* v

FOR INTERNAL USE of KOSHIKA FOUNDATION &5 27

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= T | =l 2

&y’ IAE

15-06-2023




