YAWN-C-23-63~ 186

APPLICATION FORM FOR ASSISTANCE (Healthcare) thika
HETOO B AR WIEY (¥ REHIR) foundation
e V0823|0828 o 35/03(2.3 pesanae

. AGE-vEARS W57 | sEx
et Shambi Dev i Z5 [E
FE e ang yhamfal

PRESEN] RESIDENCE ADDRESS 4w sisaiTs 7]

OadhhalkPul g fanya) LTF"HIH'“; : ﬂ'm !

PERMANENT RESIDENCE ADDRESS @
|
| SATT AN _aber
OCCUPATION : HMQ ,Mﬂkﬁﬂ W}:W{m
TOTAL ANNUAL INCOME : il [Attach Proof of Income
o v wg o [~ (Faanidd) (= o werr) N
PAN No, 7aT{ =T W -
ABSESSEE (Tick whichever iy applicable): Yes | N
gﬁgﬁ: mnﬁz{;wmuﬁmﬁ' e L‘,/
FAMILY DETAILS witay faamm
B No. Name of Family Momber Age (Yoars) Gander Relation with Applicant
= T B s =0 (7)) e SPEE § T aEil
I: Aume<om khah B3 1 AA HOhhdand |

B SodQu i Z3 AA SN

A Sexrna, Y E Jm%m

BASIS for REQUESTING ASSISTANCE (Tich whichever Iu appiicabie)
wrem W o Pl s

BPL Card EWS Conificate Ration Card Any Other

(Attach Card Copy) (Attach Cerificate Copy) [Atach Copy) Basigs Proof

wite o % At v wes s wl T w0 . s W%
(¥ 7Y W W S W (v % 1 wow ol e (¥ v ot o W W S

“PURPOSE™ for REQUESTING ASSISTANCE:
e £ &4 7 P W Tee:

Sr, No. Medical Reports/Preascriptions Atlached
% Hen FeE R @ wr w) nf afeen g se
RE - Cataracd
L= - Cofarial F
SCrg e — (RE) - SICS TP MY
ASSISTANCE BEING AVAILED for SAME -PURPOSE" rom OTHER SOURCES
i Totve o B Wi ek we T s v o e e W2
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
N e i ) ot wf e el
[ LBECS Q000 J~——




DECLARATION by APPLICANT: =/qs [ wivm o
1) I hersty eonfirm that =2 detads » (his Form ame Tree o the bas) of my knovesdge. Any false stalement will render my Application & ongoing assistance, il any.
kintyle ferr remeclion Gunce o

211 sgimmnly sonfier thet azssmnon, F @oeved from Koshie Foundabon, will b used only for fne “purpose”, 85 stated m this Form, for which such assistance
el rpouERInd by e

33 | herety confirm iat | nave 0ot & will oot n fulure, Bvas of remoursament, in pan or in full, irom &y other sourcalemployarinsurancs company, of the smount
for which (his dasistance m reguesiled,

11 & vy w5 o e ot o ot e St wwel 8 e we oo g b oo o frem o e s o e 6 9 e e o @ wed

21 % g @ mEew fn Cwee s, @ ww i b, oew et s ot o g W e fem e, o wowes o g o

1) 4 e o % faw e g o sedy o ot b ufe st el ow wew fem ferk s e el oo m e § ooy ) oo F o
AGREEMENT by APPLICANT (aae® @ 1)

1} By aMfixing my sigtatire o thumb impressson on this Form, | (Applicant) hereby agres & suthorise Koshika Foundation and It's Trusiees io

usalpusiishipul-upireproduce my name, adaress, photo & datails of the *purpose’. for which such asaistance |s requestedigranied, through any

medium, inchuding bul not limited 1o verbal, grinl, slctonic, for selciling donations for Koshika Founcation sndior disseminating information about it's

Bctivities/achievements. Such use ol my photo & detalls can be made by Keshika Foundaiion belore or after my treatment or fulfiimant of ihe ‘purpose”

for which ausiainnce kv Balng requetied

2} [ Mppiicant] flurther agrss Watany such yeeof my neme, address_ photo & detalls of the “purpose”, for which such assistance is reguestadigranied,

will not autematicadly enditle me for recening o continung the sakd asstitance. The decision for granting andlor conlinuing the assistance will rest solely

with the Trusises of Koshika Foundation and thes duciion & this regard will be final snd acceplable lo me.

1) R T W AT TR S A2 W u ews, 4 (sniew) s e W) g won f o Cwifine endte o vt it st sfie w8 do o,

g wi ol o Tewee v o win §, aw S mmy s, e e g agees o adh ofiidiest sty woedeed o ferk feslt o e e

# warin v % iy afene #o vy w frere #F pes o wrd @ o 9 wed o S Csifiee ol w i sfegn

2} A (apATE) TR W R e € 7 a0 T, v e e 8 T 9 wide § i we: s W men 9 e e

“yfee” e Tes il we Gods affen e e @

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
spirw & yomp w afp wn fiom

AGREEMENT by HOSPITAL [¥¥9m =0 =10

By afining hereunder, ssgnature of our Authorisad Signatory for recommending this cane/patient for financial assistance nom Koshiks Foundation, we
(Hasgital] hermby affiem & accepl following:

1) thit we neither are pessantly nor will in fultre avai of financisl gsmstance from anpiher NGO or any ather source, for the same patient/case, as we ars
requosting 1o get from Koshlka Foundation, o the exlent that such ansistance is granted by Koshika Foundation. If the roquesied assistance is nol graniad
try Koshika Foundation. in part or in full, then the Hospanl reserves IUs right to make up the shorthall from anather NGO or any other source. This
confiimation ssseniinly states that the Hosptal will not avad any duplicate assistance for ihe sama petientcase rom any other NGO or any cthar source
) The ssnisiance lrom Kosrka Foundation s ondy inanclat in nature. The cholce of he treatmenl/procedure advisediconductod by the Hospllal on e
patient, s baned on the arrangemen] betwisen the patisn] & the Hoapial, and |6 in ne way infilenced by Koahika Foundation. Hence, the Hoapital will
pssume 1ole & compiste responsibiiity of the treatment & it s oulcome & safety of the patlent, and Koshika Foungation wiil have no roke of responsibiity
o tha matie.

vt s, weedt w1 sl o sl ) Cwifee grst” @ fufin sy fefo o) wl B, TR wm (v T e R e e we

1)y B o i b v o e o Sl v fsl Ay el afee o St e v @ e dritaeust F W @ Ao § o e vt S
3 frefn il Te % s | e wrve” gm iy e b oR s e o W S afrease ) g o few we § @ s
farlt s & wowd wem w feR = wEE 4 s &9 W afeer e me b g F e we owm i s e o e e i el
& mad) den = fanh = ooy @ o Aned

L “wifiw e # o o woen e S o # &b W ores e o o e e fet w0 TrmeEm W o Ol o v

= s w fown & ol i e g fl e W el v 0 b i v 0w e e = R o ol dh o v

W vk o e < o st Prgh w e 4 R Sk
RECOMNENDED FORACCEPTENCE G\ RS
what % fog wegfr DU
o @ o DR. SIMRAT CHanpy '

DML -

Name, 4 Signatory
| “3/33 -m.m.,m.ﬁﬂ: e EThaN of ks
TR IH YRR T e, —_ ™ % W EEwe sfegn sl
FOR INTERNAL USE of KOSHIKA FOUNDATION  si=ifts awdin ¥y
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
[ v | gE pEn 2

[l A

15-06-2023




