AWR-C-2Y-1] ~00])

APPLICATION FORM FOR ASSISTANCE (Healthcare) K{gklka
Horam h o= e (T tav) foundation
APPLICATION Na APPLICATION DATE : e T TN
sy A /”u{ 615 wie e o2]1)] 24
MRS of APPLICANT : AGE-YEARS 5-Wi | sex fn
syl Deehy 1y M
FATHERS/BPOUSE S NAME ©~
g™ W W meds  lehaw —
PRESENT E ADDRESS A
e (hangdol§ - 1ch - i['n.nvﬁ 8.4 hﬁ* ~ Pocto
: st O &
To isHian 3alTo] Feeop P
' PERMANENT RESIDENCE ADDRESS - ¥ sTmatn w1
13
e oy MARRIZD (Peit) | UMMARRSED (i)
TOTAL ANNUAL INCOME - [Attach Proof of Income)
5= wits = Sooop b (s w we W) A
PAN Ho, T HIW S5
TARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable). ]
w0 W 3T W g £ (W v T IR w W W Fme ) i ‘Jrﬂ)
FAMILY DETAILS wiam fa=rm
B No Harme of Family Momber Age (Years) Gender Relation with Applicant
0 T oftan % wEl % 9 7w (=) i # T wa
1) HUXBI A I A
19 ) RaH! ALY | 4] S01
(3 [Aa¥Uh oz L
1A2S) g _}!ﬁh X e I na_ S0
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
wrom % vl Pasfh s
-.Armf:i:;'%m: (Atach Cortibets Copy] (Atiach Copy) a5 <ol
witd top & el yomm s Wl g T Fvien Wl e ot
(ww v w urn =W wer Wl (VA W W) =W W A (Ve VI F W W S W
“PURPOSE" for REQUESTING ASSISTANCE
weram g e e feedl W e
5. No. Medical Atached
w9 e wemmvetsn @ wih w1 o afehey il wee
TEOhtSiS BE - COENIE CATHRACT
LE=s CSENT(E CAOTHARCT
> = 3 3]
g St
ASSISTANCE BEING AVAILED for SAME ~PURPOSE" from OTHER SOURCES
wu agdve o ¥y Wi arw myrow Pl s wee @ ferm ) w0
5 No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
WE T W T W sit =f wpam ol
ATY ]




DECLARATION by AFPLICANT. spiow gin wiwe 3;

1) 1 hasratry Gonfiem fat all detadls 0 Bis Form are True (o the best of my knowiedge. Any false staternent will render my Appication & ongoing sssistance. if any,
liahlis for repschonicanceliation

2:|lmrmmnlllm.immMFm.ﬂhmmunw'.uWHmrw.fuﬂmmmu
was requesied by me

3} | hersby confirm that | have not & will not in future, avail of reimbursement, in part or in full, from any other source/employerinsurance company, of the amount
for which s sasentanca i requestad

1) # s v of feoym owen ® frd ol wdt fiven b areerl) € anper o oo w B ol s feere o woen s e | o 90 wem foeer W @ oed &)
1) = go W s O s s, @ W ow b e v el st w) g 3 feet few wibn, @ v wee d wo b

1) & yie won § o wpm iy we wde i ol 8, T i o s W e e ferl s el weeh @ 3 W B # by 3 @ sfien F o
AGREEMENT by APPLICANT ( wis @ %01)

1) By afxing my signalure of thumb impresaion on this Form, | [Applicani) horeby sgree & authorise Koshika Foundation and if's Trugioss lo
usepubhsh/pul-upireproduce my name, address. pholo & detads of the “purpose”, for which such assistance is requesiedigranted, through any
misdum, ncluding bul not limited 1o verbal, prnk. elecironic, for soliciling donations jor Koshiks Foundation andior dissaminating infarmation sboul ity
activities/zchievements. Such use of my pholo & detsils can be made by Koshika Foundation belore or after my treatment or fulfiiment of the “purpose”
for which assistancs is beng requested

2) | |Apphcani) furihes agree thal any such use of my name, address, photo & details of ihe “purpose”, for which such assistance |s requestedigranied.
will nol sutomatically entite me for receiving of continuing the sakd assistance. Tho decislon for granbng and/or conlinuing the Basistance will resl sokly
with the Trustess of Koshia Foundation, and their decision |s this regard will be final and acceptable o me

| W T W R e W A W e me, | smhes) st mefy ot gfie wom of o " wifeen ol ol Tt amind T wd sl w o feoon
o Wi e @ feers g vy § o §, 59 “wife ow sl o, s Rt ok O e il st e o o St o e e

o wft wrt # e wfiee o8t g w P S g 8 Tl m o 8wt o i e sl w sl s #)

1) & (srew) vo owm o wemn f fe B0 owm um, ot she e o T o & agted @ ol § g e oee W ewor oS o e

“wie" Ty Twe e W Tt sfm sl e v

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION -
s € Tomn W _lnhn

AGREEMENT by HOSPITAL (weme g W)

By allining hereunder, signatuee of our Authonsed Sgnatory for recommending this caseipatient lor financial assistance from Keshika Foundation, wa
(Hospilal) homety affm & accep!

1) thal wea neilher afe precently nod will B ulue Bvall ol Bnanceal assistanca from another NGO or olher gourcs, lor the sama palienticase, By we ame
requesting o gat from Koshika Foundation, to tho extent that such assistance i granied by Koshika Foundation. If the requesied assisiance is nol granted
by Koshika Foundation, in pan or in full, then the Hosplial reserves il's nghl 1o make up the shortfall from another NGO of any other source. This
confirmation essentially states that the Hospital will nol avall any duplicate assmtance for the same patient/case from any other NGO o any othar source
2) Thia assistance from Koshiks Foundabion is only financial in nature. The choice of (he realmenbiprocedure sdvised/conductsd by the Hospital on e
patient, is based on the arrangement batween the patient & tha Hospital, and s in no way influenced by Koshika Foundation. Hancs, the Howpital wil

assime sola & complate responsibility of the treatmenl & It's oulcoma & safety of tha patient. and Koshika Foundation will have no role of responaislity
i e rrstber

R wiisgn, wenEd St s @ aeal W sl wrem @ fafe e i fewfn o a8, e e () B owsn @ we o wlen e b

1) e T e sl oa o afie ol g Pl e sl s w Pl s i @ T et F oo w8 W e e e e
1 ferfmficl 78 % w4 “wife st go i fe ook S sifee st o o fed sfesoeen iy T T few o § oA s
ot arw b Wt wen W e o weee W TR W W afeen e e oW e d we wn o § e s B T e e i e
e wowlt wee w el e w0 W) dmed

2w wrrt o o nf uwmen wwe fafie gt o) o e g 8w weee w et e fem o R o e

% @ = fiom 4 & S wrEET @ van ® Ff v b i vews 4 0 ¥ e g o wE W W o Teeof A o e
w wit o “wife @ oW ghw W ™ = A e

YOG AV
Assistant Administrator

2)1)2N Wm
9 I”] 7w W a1 mlm et

Date of Surgery
siive %) wite

FOR INTERNAL USE of KOSHIKA FOUNDATION ~ SFifts Zvam #7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

o4

I gﬁe#

18-08-2024



