12-1708

CREE - C-2Y4-
APPLICATION FORM FOR ASSISTANCE (Healthcare)
HEME B SRS weEy { TAREE T )

APPLICATION Mo

N S : Sli224]0 776 —— 7""'1'??‘-‘
NA_IIE::I'JPH.I:&HI- AGE.-YEARY m‘!-ﬂ sEX fiin
pucd o Myx- Sida fDew L

FATHER'S/SPOUSE 5 NAME *

FAvEI T l"'L*I- 1IN
_ ENCY ADDRESS 578/ STy
ViLllaec - n’tﬂ:whﬂ’w ;
hﬂa\’{l‘I o DYIALS ol B 2

Pragieih 28 joND]

PERMANENT RESIDENCE ADDRESS - Fall s wm

[)}L? m
.:r{ o

K&hika

foundation

it o

E"LFI'

(0F7)

BTN EFL YN
OCCUPATION : JIP—
= Ho e Mal-ét.n parEED (Rouiin) ¢ bekaims (i)
TOTAL ANNUAL INCOME um Preof of incame)
0 v LR, 000 | La ) Gy K
PaN Mo md we e
ARE ¥OU AN INCOME TAX ABEESSEE Mvuummuh; mmu
WM 5w T F (A w o oww W Ree e ¥l 4 L —
FAMILY DETAILS ‘i fasm
Bt. Ma. Name of Family Mamiba: Age [Yoors) Gendar Raiation with Applicant
il h;fmmmmmh Eftw fiin Hmﬁmm
- Tt ha 'LH 1 "Q.%M
"e . D b J s | LET
BASIS for REQUESTING ASSIBTANCE (Tick whichaver ks applicable)
W i fafa smm
Bel Cant
{AlBEN Eu: f:upn MnW‘Eml {:ﬁ-:: E;:i:l th“"uttumr
i e TR e B sieG s e e Ty Fq i
(HE W o mem ofh T L T W W WA (W TH WY U W e wh L =
“PURPOSE" lor REQUESTING ASSISTANCE:
o ¥ e e W oAt
S Na. Madical Reporta/Prescriptions .uhelml
WY W) soprEfaz § wil Wi mf wivee e vee
.'{T_"! | — '
Hed IO T IEYRIE ) 2 auhily (xTaMall
-~ =_1_Jyp ZIhi I oI ndlE
r T
51488 o A7 4TI S0 AN VI & 5 (Y )0 0
i L
ASHETANCE BEING AVAILED for SAME “PURPOSE” from OTHER SUURCES
W T % ¥R W 5= A fee == owm A fEm o 6
5. o, MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w5 T 5 T W AN iR ]




DECLARATION by APPLICANT, mise T wnme w:

4} 1 higredry confimm Bt o detaliem thin Form are True to the pest of my khowledge. Any falss statamnmt will rendar my Applicalion & ongaing sssistance, i any,
listile foor rojec ticrdcancaiibton

24 1 seAnmmty canfirm that assigtarce, If rocedred trom Koshika Foumdation, witl be voed onty, far fie “perponse”, as siated m (s Porm. for wioch tuch assstance
waki risdguogtod b e

31 1 ety onfim mat | nmee oof & wai ook future, il of resmibersamant. i part or il fram any ethar sourcefempoyerinmerancs company. of thy amoun
for whliee (e asmintibnge o reguissled

1) A o 4 o5y wen R Y 00 el fee o st o g e ol S bR o0 e o e e o e b o) 28 s e w ) w4
10 = g ow we e sttre s, @ H m o 8 T T el i 8 o T P ot o g owen 2w mn b
1) & g e f TR T o w o koW o & e ofn w0 ot e foe fesl aen amtenend wer W T o fiew b sy o sfes o

AGREEMENT by APPLICANT (snets g %01

11 By affamyg my sigratyre gr fymb impsesyien o this Form. | (Applicant) hereby agreo & authorise Koshika Foungation andg t's Trusteas o

s palllshiput-amiiepreauce my same, addfess, phatt & dutels of ihe “purpos=” Tor which such assistance is mquedisd/granied, ihrough any
madhim, inladog bub sl lmiled (o verbal, prnl, electronile, for solicliing donations o Keshika Foungation sndior dhessminating infarmation atiell It
ictrdtesbohivomants. Sueh s of My ohiole & delails cad be mude By Koshika Foundation bofore or aflet my trestrreend of Rififment of the “purpose”
Tor wiigty aosigtancm m Bowng roguireied

2h | iApprcain) et agies thal ay s use o iy i, addiess, phidto & ditaile of 1 “purpose”. Toe which such assistancs is raquestdigranted,
willl mal uumnmﬂuﬂv_,- diiltle me far rud_:ulmng v ] l;q-nlmulnq e paid osudstisncd . The decislan tor gtartihg enidlar conlinuing the nesisthnoe will rest solaly
with e Truntoes of Kashike Foundation, and Wheir decismn m tis regird will be fnal snd accaptable oome

|) v VR W A e W AT T e e, @ (sies) Ao e w1 e v { o e et ab soE st Y S e w0 (s d
L W Al W) T T v F e & TR e o =wl g wem g acom w o ol sie avedegd W e Tl i e o

3w w13 F iy slieg &) 2 o = fam 61 ore ¥ w e o w53 6 ot s wieder” T o afep

20 A Colrw e oaE o T €6 O T, e, w R # fee o e ween  sxbell o pfife b Sn e moom W) T SRow O s o

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION
wuE F T W e W e

= wifvwn thir] ol afiedl = Tiprde i o g ate
K. P" §jl}r

AGREEMENT by HOSPITAL (essma g %)

By affoang Desmunded. Rgnatumm of our Authansed Signaseny oy recommunding flus casempatiam for financial assistance from Koshika Foundahion, we
{Hesiprtind ) etaty atthien B avchpt inliowdg,

1) ot Wi iities are presoctly or will in futre avad of finaneial oesistances from anniher NGO or any otrar soutce, far ths same pahienticese, a0 we A
regURsting 1 gel from Koshika Fountation, 1o the sxent thal such assistsnce is granted by Koshika Foutdation, If the requested ssustance i nol Grantsd
by Kisaihilon Foundutior, In pan of io fll, ihea e Hogpital resezyes (08 right 1o makes up the shortal] fram anothar NGO or any other source. Thig
confiemation nesentally stites that e Haspital will ned avail any duplicate assstance fof the same patienticase from sny other NGO o ary ofhier sourcs
21 'This anhittaricn from MKoshika Foundatich is ity findneial 4 nahdie. The choice of tha irsstmentprocedure advisedicongucted By the Hoapiln on ha
i, i hased on the arangement betwssn the pathent & the Hospral, and (s n voway nfluemeed by Koshika Folndalion. Hince, the Hodpital wil
wauiy sole & complels responalbility of the trostment & ifs oltcoms & sataty of the patink. and Koshike Foundation will have no fole or responkis| ity
Iy e minkie

ot e, wET W1 M @ wEAdd a it T @ fatw s g el o awi b, fel e (e e uem @ e oa wen b

1) 5 9 W o et v st @ i e fee oo s TR o s | e oo F & ot b R o Cste e
A frmftvrfesi T ® mau o “wfEn s gnosee e o S wete g s fedh afeaes B 9E faew e 8 0 wpe
forfl a4 gl FEn w Fed 5 G @ ooms 8w st e T v R O o v T e il tex T defieme iy el
#r wwartt wEn W PeR s e W 90 AmER)

z sty wreteE” 0 W of S we fai e w1 b O W e o 9 ool e w et m o smveiem W oa o e

W w feen @ s ~wifaer sneee T g feet e w o h b vt s o G % e e sl wE A w0 fesol o s e

1 et o it w8 w3 ofsn m il o F R el *W

PO EOR A ENTENCE ARNA‘B MODAK

ADMINISTRATOR
oyt Dr. GARVITA 0% W SCEH SAHARAN®"
| DMC Nhqfeded_~ (Mame, Designation & Stamp of Authorised Signatory
QF-12-2eq (Nam of D, & Regn. No. with Stamp) on behall of Hospital)
T H TN A TN Y L1 G 4 Wy i s
FOR INTERNAL USE of KOSHIKA FOUNDATION s 2 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
W | il e 2
7 }7‘(/\/6? -

-

18-08-2024




