WA -c -5 -1~ 2448

APPLICATION FORM FOR ASSISTANCE (Healthcare) ]{ggh[ka
HETHAT ¥, STEET WEY (Farey SEvm) foundation

ﬁcﬁmmm:fg{ﬁ”ag _ ’m’ )

APPLICATION Ne. : ‘Lv’f ol lﬁ'fr ] q_ L{-F

HE-HEA
NAME of APFLICANT ; n‘h I < AGE-YEARS ¥13-=W | sgx f&m
SAE = HNanel €4 | =
FATHER'SISPOUSE'S NAME :
e =T Eaby

PRESENT RESIDENCE ADDRESS ¥¥OH SETHM WHl

od 7 9 /1 adh MR
g e e e Pme% Pesla)

TnE- Th afhind, U ak/ars
PERMANENT RESIDENCE ADDRESS : @1 sio/id O

LR IINnE @8- g [@-e

W_Eﬁmﬁa} | UNMARRIED (i)

S Ngme  pnaker
TOTAL ANNUAL INCOME - - [..lt! h Prool of In-l:umu]
S b afur fr— ('Fﬂf}ﬂ.q,»f"y] [mﬂfmmﬁ /\J,-»ﬂ
PAN Neo, T TR T&7
ARE YOU AN [NCOME TAX ASSESSEE (Tick whichever is applicable): Yes | No =
mm-mmmi{ﬂm!’rmwmmﬁmmm' W L,//—F
FAMILY DETAILS witam famam
Sr. No. Name of Family Msmber hq- (Yoars] Gender Ralation with Applicant
w9 T 1 e T 7% () fef e e el
L Khaga™ J¢hah 79 n ALY Tants
i § Aeeaign o3 3 Fla L
2 T i T F Fﬁa.-ug#ﬂ&'ﬁ [7h 2y

BASIS for REQUESTING ASSISTANCE (Tick whichever s applicable)

e B
BPL Land EWS Cartificate Ration Card Any Other
(Attach Card Copy) {Attzch Certificate Copy) (Atach Cepy) BacigiProgl
T S Ay T W O 9 T = 1 s i
(WO Y W) B WS W W (¥ 9% W e Ui Hee [ vE W o WA we Wi :
“PURPOSE" for REQUESTING ASSISTANCE:
w1y g o fal W oeE
Sr, No. Medienl Reporis/Prescoriptions Attached
F A AT W W W T W qel wer
FE=- Cadanact
e = CodonA -
T ‘
SNy — /0E; - TACY + im omp
Ve = S
L S ¥
ASSISTANGE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
6 ST W B AN A WEW oW F wm A e o 67
51, Na. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
A W = s W T =t o W T
7 - ABCE Do ne] —




DECLARATION by APPLICANT. SFEw T W5 T

111 hisrpby confirm That &ll-detads n this Form sre True 1o the hestof my mowledge. Any i2ise siatement will rentar my Apslication L angoing assistanc=, il any,
liaksle for rejectionicancellation.

%) | solemnly confirm that assistance, if recsived from Koshlka Foundation, will be used only for the “purpose”, 8¢ stated in Ihls Farm, for which such assistance

was requesied by me.

311 hereby gonfirs ihat | have not & will not m future, avail of reimbursemant, in part or In full, frameary otfier sounce/employerinsutance company, of the amaunt

far which fhis assistance ks requested.

V) 8 e T e T fe S et @ o e v w8 W = e oF W s e 3w e o b

21 g T v e e, # 5w, e v v o w o = g fE i, @ m g F wm o &

1) 4 o I fom R S W E, 5 O W afes @ e e el s el et 6 A f o oy @ o R A
AGEREEMEMNT by APPLICANT | ®5tw 271 TR

1} By affixing my slonature or thumb impression on this Form, | (Applicant} hereby agree & aulhodise Koshika Foundation and I's Trostess 1o

usa/publishiput-uprepraduce my name, sddrass, photo & delsits of ine “purposs”, for which such assistance s requested/granted, thraugh arny

medium, incleding but pot liméted to verbal, print, electonic, for soficiting donatlons for Koshika Foundation andior disseminaling infarmation abaut It's

activitfesiachlevements, Such use of my phoio & detalls can be made by Koshika Foundation bafore or after my trestment or fulfiiment of (ha “purposa™
far which assistance is being requosted.

21 | [Applicant) further agree that any such use of my name, address, phoig & details of the “purpese”, for which such assistance (& requestedigranted,
will not automaticatly enfitle me for recelving or continuing the sald assislsnce. The decision far granling andlar continuing he assistance will resl solaly
with tha Trusiees of Koshika Fourdation, and thair declsian is this ragard will ba final and aocaplabla o me.

1) ¥ WO T N v W S W um wmwn, f (svbrw) snet weein = g s f ol e wdd ol e s 0w st o f s o m,
WA, WiEr S S e g e W iR § e R e e, T, e g e ) wiefelied s et & T e o v e

# yain =0 % P gy §1 3w W feor S ewe 8 ned @ e we w P Ve wede” w S afiegE

2) A (andw) w0 W @ wEEE T TR 90 T, v, wi sl feem o T e ad @ wide & s o v = e 6w o weEe |

i T wow =wted Py afim sl e am

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
I % AN W SR W

AGREEMENT by HOSPITAL (wesamt o %08
Hy affining hereunder, ignature of our Authorsed Signatory for recommending this casa/patient for financial assistance from Koshika Foundation, we
{Hesplial) heroby affirm & accept following:
1) that we nefiher are presently nor will in future avall of financlal assistance from another NGO or any other source, for the same patient'cass, as we are
requesting o get from Kashlks Foundution, to the axtent that such assisiance is granted by Koshika Foundation. Il the requested sssislance (s nol grantad
by Koshikz Feundatian, in part ar in full, then the Hospitsl reserves it's right to make up the shartfall from another NGO o 2ny other saurce. This
nonfitmallon essantialy states that the Hospital will mt avall any duplicels ssEistance for (ne same patient'case from any other NGO or any othar sourca
2) The ass:stance from Koshika Foundation Is anly financial in natute. The cholce of the traalment/procedure sdvisaditonducted by Ihe Hospital an (he
paiient, is based on the arangement between the patient & the Hospital. 2nd l= in no way. influenced by Kezhika Foundation. Henee, thie Hospital will

gssume soly & complets respansibiity of the reatment & it's outcome & salsty of ihe patient, and Koshika Foundation will heve ne role or responsitilify
in the matter,

et s, el S # WEEATT = Wi s & Tal wemn ) et W) o #, PR (reem) e oaeR W R A e e
1172 B 5 8 wism s 3 0w H b wee e T wen sene @ TR e o ® wm et A o wd 1§ 8 T r e wrrd
 fert e T € am R W g e i o s e g we S s & o o S £ 6 s
et s I el i o et W T T R =7 s e e o e e s oaw # o e e o defomd by A
7 = o W el s A R A e

1 “wifirw weETE " § o ol e v T vt = b W v o 9w e W R seiEm e T
= wtm w T ol e wE=tvn o TR TR W w9 W S 1) T veew T # e W S wE T ;
w1 R s it W i W Fe e O

HECOMMENDED FOR ACCEPTENCE

DR. PRAVEEN SEMSHAN! =imst 3 fory i
Date of Surgery | d
Mﬁm 1t SRR
'F'F'/ﬂf/"?"‘ (Name of Dr. & Regn. No. with Stamp)
T E MYy % U A

FOR INTERMNAL USE of KOSHIKA FOUNDATION  &=it® = 7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= T | ! T 2
.-‘J —

20-03- 2025 #




