VRN - €¢- 23-ed -NEI

APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka
HETEE ¥ ATEEA WTEY { TG E‘mm Foondstion
e /] o83 [820 e ] o ] ) SO

mﬁmm_. Xﬁu\m‘! nu've;;-d Tclm

ROERMORESM 1 wiroloih

_ PRESENT RESIDENCE AT SFTHI W 4 - A
= [ :
—L*-L‘“—/?—*-“wm - Preof Pexte)
RajcoHham, Lilie3
PERMANENT RESIDENCE ADDRESS : Tei§ RFTAI 5l

Tadn € LA bRV €
OCCUPATION | ' gjnﬂ]ﬂ hj ﬂ!z_ﬂ}f W:uﬂmm{m

T
(Anseh Proof of Incomas)

Tﬂmm L{i_m:.— CFW#) (578 1 AW HeT) 'Mff]

PAN No. E s
ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver is applicable): You | No
% ¥ 5 F 0§ (9 w9 0 30 WA W e ¥ /W \.//;
FAMILY DETAILS witam faprm
St No. Hame of Family Member Age (Yoars) Gondur Rulation with Applicant
w5 W i % el & A Tu (=) fn SAPPTE G e
[ - CanLady 7 = Wi €
T BT Py 3t A R 41
T PabE, a1 —F haugkien th LaW

BASIS for REQUESTING ASSISTANCE [Tick whichaver is applicatile)
Hews % g ek s

BPL Card EWS Certificats Raticn Card Ay Other

{Aftach Card Copy) {Attach Certificale Copy) {Anach Copyl Bosin/Proal

Wi T % 99 wm == am Wl I s Wi W
(g T E wE uf e s (W T W ww wf deE el (o T W e s wh

“PURPOSE" for REQUESTING ASSISTANCE:
worem iy fed o e W g
Br. Mo Madical ReportePrescriptions Attnohed
W SE R A W Y S g A
KE — Cadanacn-f

LE — Codanod 4

rﬁf_ o

ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES

™ I & ¥ w3 wew fed s e R e e e
Sr. Mo, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wy T P s i W , o wem o

[ LSRN 20087 ——

B
™
b

o




DECLARATION by APPLICANT. sies &0 W ws;

1) | hierestiy confirm Tat &9 getads in this Form are Tree 1o tha Dest of my knevdedge Any tefse statement wdl randor my Application & ongoing assmtance, if any,
Lable fod peaclioey) ool ot

1 1 solemnly confirm th assstance if recaived from Koshika Folndation, will b= used only for the Tpurpose”, 36 siated in this Form for which such assistance

Wl Ui by me

=) P nenety gonfirm that | faees not & will not n future, avad of reemborsamant, © pad o in A, hiom any giher Sourcalsmpl|oyerinsurance compamy, of the amount
fosi wehtlch (i Besiance 6 requenied.

1) % wvw s € B v owmes | el o ol fewrn S Rl ® s weovE w5 S o8 e s e o 8 O T e o m e &
1) & goi of meew R Cwive TRt i A e ol e T s A il s el Ay s A memdwma b
3) # sfe o { 5= fan woem i o ke @ ol 4, 1w ol @ wfew w gen foee fed are dnfetesalie werh @ g o fes b ody o ) i o o

AGHEEMENT by APPLICANT (amitw o &10)

1} By affixing my sypnature o thumb impression on this Form, | (Apphicant) hereby agree & authorise Koshiks Foundation and it's Trustees 1o

Lisa pubsishipul-upleproduce my nama, ddress; pholo & detsils of (he “purpose”. for which such sssistanos W requanied/granted, ihrough sy
mmctium, nciuding but not limted o verbal, print, efectronic, for solciting donatians far Koshika Foundaton andlor dissaminating mformation abouf it's
activilleslachisvemants. Such use of my phota & detalls can be mide by Koshlica Faundation before o #fer my (reatment o fulfilment of the “purpesa”
for which aosistance in baing reguesind

2) | {Apglicam) further agree that any such use of my name, sddress, photo & delails of the “purpose”, for which such assistance s requested/granisd,
will ol sutomatically antille me for receiving or confinuing (he sald assistarics The decision for granting andier continuing the assistance will resi sslely
with the Trusiees of Koshika Foundstion, gnd their decison i this regend will bé final and Bcceplabia (o me.

1) T ET W s wemae w sind W e e, 8 Csmiew) e e w gie we o o Cetfee wiree sin e i W s won f e @ e,
w, wieh o o fwen owowan o b §, T St g e o, wenm get etie O ol it ol e o e Pl o we ore

o gwfer vk o fe st A wen o fene @1 g o e e @ W ® e i sl w el afiege

2) & (oviee) T o @ W { E d ww, w, wE o feee A v € e 2 ofie #ogp oo e W e Tl om owe

“wife” wE T i 1 fis s sl ee w

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
snioy ¥ wow w S W P

AGREEMENT by HOSPITAL (mis=e o7 570

By affimng hareunder, signature of our Authorised Signatory for recommanding this cass/patent for inancial assistance from Koshika Foundation, we

(Honpital| ety affirm & accept fallowng:

1) that we nedher ara presentsy nor will in future ovall of fineaclsl sstlelance frotn another NGO o any othef source, for the same patient'case, o we arg
ing to gl fom Koshika Foundaion, 1o the extent tha! such ansistaics 4 granled by Koahika Foundation. If the requasted assistance i nol granted

by Moshika Foundation, m pant or in full, then the Hospital reserves it's Sghi 1o muake up the shonfall frem ancther NGO or any other source. This

confirmation essentaly states that the Hoapisl will not avall any duplicate assistance for the same palient/cess from ary other NGD or any other source.

Z) The assistance fram Koshika Foundation is onky fingncial in nature. The cnolce of ihe nepimentprocedure advised/oonducted by the Hospital on the

patianl, is based on the arrangement between he patient & ha Hospital. and is in no way influsnced by Koshiks Foundastion. Henca, the Hospitad will

aasume sole & complete responsibiilly of the restmant & (1's sutcoma & safety of the patient, and Koshika Foundaton will have no role o responeibility

in the mailer.

vt e, wenel ¥ s @ W o Csife et W fuie apen oy feedtn o w8 T e (e B w4 s w elen st

1) e P o e abe o 6 wfeee of Sfir g fel e owowrd ey w0 felt aow we W owe Oderst o 89w ow oF §, A ool wifre ot

A fnfafied 3w % woe F “wifien et po wee ag & ool e s oo o fieh sfeeees $ e o few e § @ s

fodlt s I wowd dem w Tl o= T R w9 W e g mee e e d e oen e b e smm B T o o iy e

# wrsl) siep ) Pl e osE oA e

2 “wifrw WA ® o of wwen fw Pl w6 o0 omaew g O W e @ e aiee W o e e

& dra w fiom 4 ol sl et po el ven w W T o b i e A B # e g ol sE o W w0 fasiod TR v v

w ikt she “wifown® o wif wfow @ fasboh g oot o e

RECOMMENDED FOR ACCEPTENCE
wivgt % fery weyf

Date of Surgery
_ SIMRAT CHANDI
N & o MBBS. MS

!{/Q/ 23 N dﬂrm;ﬁ

CEERE L]

FOR INTERNAL USE of KOSHIKA FOUNDATION  siftw avaim iy

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
g T | T T 2

Y AT

15-06-2023



