. Mo -
APPLICATION FORM FOR ASSISTANCE
HEMHE ® HEET WEg

~(l — 06 A3
K& hika

foundation

c ~— 2%

(Healthcare)
(e S )

ool H;” 2 410 gﬂr WHlU ) 4 ' Busldimg block of (dy
NAME of APPLICANT r AGE-YEARS #1171 :
sl GavyaKumas ! A =

" - = 1
FATHER WWW::HM;Q}'“ T 0 Sgu'___i-:-.:.i =TT
-— _1__: .ﬂ- “ _-h—n._n.. .:.
«TY; N ﬂﬁﬁymmﬁﬁﬁf'
——— T L
ADDRESS . = ey o
--A -
OCCUPATION 1 e (|_MARRIED TRAI#A) | UNMARRIED (wisfin)
TOTAL AMNUAL INCOME - k) IAstach Proof of Income}
W e s e J%\A (19 W WEN e

- L=

PAN Mo, S5 =397 /ey

L]
l
applicabiol

ARE YOU AN INCOME TAX ASSESSEE (Tich whichever Yes | No
WA WA W W R (WA 0 TE W W W P e TR
FAMILY DETALS offan famme _
5¢ No Name of Family Member Age (fears) Gander Relation with Applicant
e HEE oftam & "ol - 79 (=) fln FETE F W Ty
( ! [ | F
N ja.ld_r_.h.a.am A ol
BASIS for REQUESTING ASSISTANCE [Tick whichever is applicabls)
o o T foafy s
BPL Card EWS Cartificain Riation Card Any Other
{Attach Card Copy) {Attach Cortificate Copy) (Astach Copy) Basin Prool
windt e & 9 gy ™ sy e ol e Tovien wn = st me
(T T st ETE T = owh (Ao R rR R SRR (W W W e

“PURPOSE” for REQUESTING ASSISTANCE:
w1 et m el w g

Medical Reports/Prescriptions Attached
srermvEtes # Wi W nf wfe g s

ii.bﬁa.ﬂs.fl& UE __A€nil, madnged |
< E Al Cafaany

Sr. No.
W H

v .
r%uH?MH__L“;_—SJLL_Jﬂﬂh_JEHML_IHM£M4,
—t

ASSISTANCE BEING AVAILED for SAME ~PURPOSE " from OTHER SOURCES
W agtve ® vy W s wgren el e wie @ e oW

NAME of OTHER SOURCE
w4 W W WE

DECI "t

e
gi




DECLARATION by APPLICANT: st 3/ W T

111 bty confiem that ali detads in e Form are True fo the best of my knowledge. Any false statement will render my Application & ongoing sssistance. if any,
listsa for rejechon/canceiaion .

2} 1 salemnly conflrm thal sssistance, # receivied rom Koshika Foundation, will be used oaly for ihe “purpose’. as stated in this Form. lor which such assistance

was requestad by me.

3} | heretry comfirm that | have ot & will not o futere, svadl of reimbursement. in part of in full, from any other sourcelemployerfinsurance comgsany. ol ihe amounl

for wihich s pssseiance s requested

11 3w o f T ogn w8 e of wd T S e % wpw e v wh b ol v e o wer s e € o S e e o w sl b

2 g w ueee win Ve st ol o R, o ey vl st o o % et fewm wim, @ wowen @ mowm b

1) # o v § fe fm w0 or o o of 8w o oW e owee e Seh s il weet 2 3 W e ool 3 @ ool E

AGREEMENT by APPLICANT |smzs g &)

1) By atlizmy my sigaiure or Mumb impession or (s Form, | (Applcant) hersby agree 8 suthorise Koshika Foundation and it's Trustees 1o

i putilihiput-upsreproducn my name, address, photo & detals of the “purpose”, lor which such messtance |5 requesiod/granted, through any
s, neludeag bl nst it 1o verbial, print, slectronic, for soliciting donations tor Koshika Foundation andlor dissaminating information aboul it's
gotviies/schievaments, Such use of my pholo & details can be made by Keshika Feunoation belone or after my trostment or fulfiiment of the “purpose”
for which assistance s being requessad,

21 | [Applicani) hurihe: agree thal any such use of imy name, address, photo & detiils of the “purposs”, Tor which such assistance is requistad/granied,
will =i sutamatically enlifle me for recalving or continuing the said assistance. The decision for granting andior continuing the assistance will rest soiely
with the Trustees of Koshika Foundation, and thair decision s this regard will be final and acceptable (o me

1) 1w T w e e w skt g s, @ (seiow) awd v Wi e wom f o *wifewn et ol Tk =i ¢t afesn wm f e S,
wp, whn dt @ T ge ooy F oife §, T =i we ol o o g agte A ol iR s refeed @ Tt St o Tom aem

3 vaim =0 % fan iy &) #t v ow e 4 g % ol W ows S W % o S wie n =l s

2) & (wiew) T8 e wewn f et wm, om, o ofl feon W e werm w Tt W widn € 9@ R e W e T e |

et T e e W fedn alim sl el e

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
wrTE W wwme W W W P

AGREEMENT by HOSPITAL (wemms g wu)

By affixing hereunder, dignature of our Auhcrised Signalory Tor recomimanding ihis casa/paliond for Rnancinl sssistance from Koghika FoundoBon, we
{Hospital ) heretry affirm & Gocept following:

1) that wis nulitar aoe prssontly nor will in futuee avall of Snencial oesiviance from another NGO or any olhar sogros. lor the saeme pafient/case, os we ore
requesting to get from Keshike Foundation, to the extent that such assistance = granted by Koshila Foundation. if the requesied assistance s not graniad
by Koshika Foundatian, in par of in full, then the Hospltal raserves it's right to make up the shorfall from another NGO or any ather source, This
confirmation essentally stales thal the Hosplial will not svall any duplicate assistance for the same patient'case from any other NGO or any other source.
2) The asislance from Koshika Foundation is only inancial in natume. The chokce of the reatmentprocedure adviseditonducied by the Hospital on tha
patieni, 5 bassd on the amangement between the pafient & the Hospital, and s in no way influsnced by Koshika Foundabon, Hence. tve Hospetal will
assume saio & complets responaibilty of the treatment & it's oulcome & safety of the patient. end Koshike Foundation will have no mie or responibility
iy fh Fradter

weet afewe, wEmgd o) = wmel e W Cwtiee i @ el seen iy i o ol § Bl wn (ree) S sem @ we o e s h
13w foow o e ol 3 o e F flm o Sedt e arelt dee @ fel o wi @ Tt F R om A € A e e e e
A frpimfan T & sam § s weEw on w0 e B oaR st v po e fiedf sfeearen B v W fen e @ seam
fill s vt e W B S T @ Er WS W e grier e 6w o = s wm f s s Tl e e it iy el
r wrwh dow m Tl w= o R 9 Awdh

1 “wieE WEEE T | # T e e v b 01 W oveas oo § e W T e O O o v

% @ 1 fog § s sifne st g fel v oW oo o ol meee d O S e g o o W W) il s o o peme

Wi o abr tudfime” w1 o gl w fedol woaet F ol e

N\ 5.0 : with
v\ Urn T zi&m

FOR INTERNAL USE of KOSHIKA FOUNDATION  si=ifts v ¥

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T TR | ) T 2

ol P

18-08-2024




