Mem— (- 2% — (1— [Fe2

APPLICATION FORM FOR ASSISTANGE (Healthcare) K{ghdq_a
HETIA B JEET WiEY (T T ) foundation
me M[N12.4]08449 S e 18] 1 T
NAME of APPLICANT : e Y L
TR
o s [ | @

OCCUPATION : = m:m{m
TOTAL ANNUAL INCOME : : {Attach Proof of incoma)
A e 2 ~ ’ (5T W W W)
PAN Mo. 178 w70 W
ARE 70U AN INCOME TAX ASSESSEE [Tick whichever |s applicable)- - Yes | Mo
& 5 %t gm # (W e R IR W A W P e UFE
FAMILY DETAILS wian faam
8¢ No. Haime of Family Momber Age [Years) Gandar Relation with Applicant
w5 HE b T R W (F) fm FETH ® WG g
F " a Y |
(W Cwol_Tivsh 73 e )
_-.t & &
m_u.aé,x__u I L
BASIS for REQUESTING ASSISTANCE (Tick whicheves is applicabie)
swram % ford el s
8PL Card EWS Cartificaty Ration Card Any Other
{Anach Card Copy) [Attach Cartificate Copy) (Amach Copy] Basis/Frool
il Ten % dnd g Ty S W Fystem W T W W
(VT W W W W (wRm] T W W A (wa T W W T R s

“PURPOSE" for REQUESTING ASSISTANCE:

w1 fwd T w I
8¢, No. Medical Reports/Preseriptions Attached
o9 Wou y A mﬂﬂﬁﬂW@m* . ~
18900 S g pen i modaHaeE |

I 3e e CojasatE

L]

am%w F XICY foibn,  Prung 1O Canh

ASSISTANCE Iﬂﬂﬂl\rﬁlmmmwm from OTHER SOURCES
70 TR W ¥ RN w A fEe s wm ® few e w7

NAME of OTHER SOURGE AMOUNT of ASSISTANCE BEING AVAILED
_ 5 T W T g wit wf wTam i
DRtx

P

—




DECLARATION by APPLICANT: 5% T Shem 1

1) | heretry comfirm trad ml detsls o s Form ane Tros to the best of my knowledge Any talse stterment will rendar my Application & angaing asslslunce, If any,
isbbe for rejection/canceliation

29 | sodemaly confirm thit assistance. i recelved from Koshika Foundation, will be used onfy for the "purpose”, as staled |n ihis Faem, for Which such ssistance

was roguastod by ma

3) | haareby comfirm that | have rat & will ot in heture. avil of resmbursemant, in part of In ful, frem any other sourcelemployer/insurnce company, of ha amont

for which this asssiance s mgoested

1) & wiwn wou f % 7w 9 Tl it T S e o s e ud ol B wf i ey o we e s o 40 e e owh w oo b
23 g o o “witfeee wresbt w ot w o §, e i ol vt o i Rl feem anim, W ouen F wo e &
1) & qfe wor  fe fon o by ue i w0 W R wm ofn = wifes w e e sl e SR et @ 3 fee € ok g @ e 3 o

AGREEMENT by APPLICANT | ses g0 57)

1) By aflixing my skgnalure or MumB impeassion on his Form, | (Applicam] heceby agree & auhoriss' Koshika Foundabion and it's Truslees 1o

s pulblah put-upimproguce my namae, address, phalo & detalls of the ‘purpose”. for which such assistance s requested/granted, through any
st ciusing bub net [imibed to verbal, prial, slectronic, tor solciting donatians for Koghika Foundation and/or dissaminating information about It's
wetitiesiachicvaments Such use of my photo & delalis can be made by Koshica Foundation bafore or after my treatmani or Rulfiiment of the “purpose”
for which assisiance = being equesiad:

21| LAppacunt) luriher ngree that mry such use of my name, address, pholo & dolals of the ‘purpose”, lor which such asslstance is requasted/granted,
will et sutomaticady anfitle me for eoeiving o conlinuing the said assistance . The decision for granting andior cantinuing the assstance will rest solety
with the Trustees of Koshska Foundalion, gnd their dacion is this regard will ba final and accopiabie to me

{3 T W st wmr s e wm ey, A Camitew ) seel wrafi o gie wen f o sl i ol sk sendted < W s we o fe o oam
um, wia s @ Taww vy d wfe # s ey Sl o, wem gEt agte 0 ol oot s el @ e Rl 6 e owe

W e wed % fom sty b 90 vy ow e 6w ¥ SR @ W @ W ¥ fe Cwifre sl v el e

10 & Camtew) g e d wrae o P oo we o, ubd o e o e weean o wevel @ wfie B g s TR W RwET S wem g oy o

" wen s cabied e fede o s weed dm P
< e

AGREENMENT by HOSPITAL (wwmm gm ®11)
By affining henpunder, sgniturs of our Authonsed Signory for recommanding this cose/patient Tor financis! assistanos from Koshikn Foundation, we
{Hospital) hereby affirm & accept loliowing,
11 that we noithar se presantly nor will in future sl of Snancial essistance from anothsr NGO of any other souros, for this s3me patisnlicase, Bs we are
reguestng (o g8l from Kashlka Foundation, to the exient thal such assistance |s.granted by Koshika Foundation. If the reguestsd assistance is nol granted
by Koshika Foundation, in part or in full, then the Houspital ressrves it's right to make up the shortfall from another NGO or any other sourcs. This
panfirmation ssgentilly st that thes Hespizal will not avall any duplicate assistance for the same patieniticass from any other NGO or any oiher sources
2) Ther amsivtancs fmim Koshika Feundation is anly financial in nature. The choice of the realmentprotedurs advisadiconduciod by the Hoapital on the
pathenl. i bassd on the srangament betwesn the patent & e Hospltad, and |s in no way Influsnced by Koshika Foundation Hence, the Hospital will

bsumie solo & compielo meponsibility of the treatmant & I's outcomes B safety of the patient. and Koshikn Foundation will have no role or responsibility
i S rraatter

rt sfwn pEmed w1 o @ weRa w Cwine et @ fai we i e o) s 3, el v (e e owen e w wlie o b

1) = & 5 3 s sl 5 @ ofes A Tl s ol i et e el o ol 8 v dieee § S e A o 1 30 e v Cwifew s
A ittt Tm ¥ e 4 Csifew westm on e g R b ofe C wifen et o o fafh sfeee & T o fee e | o s
fertt se b wowrd s m feslt o e @ e S8 o afioen g T b o g e ww o § e s e o oo adya g fed
e st s el e e R T S

L “wifime wredea” 4 ol nf enen Sew e wef 58 ob of wovoes on § o oer R Tvesien = e i oF v

o dty ) fis b ol e wnetve T go Sl sen s e oo o e e o ik @ e o ol st apd W e Pl it o e

W it o " wifiren” od o ofer @ fedod v owos F oft )

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
R ¥ e W wE W e

RECOMMENDED FOR ACCEPTENCE
e F forw wE
mm Dr ‘mBﬁ.z R ) KHAN
M B!
TN LINeriybADr. & BagtNo.win Stainp)
N\ T T T W T A
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ ==fts 3wam 7Y
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
| | 2 2

i /]

Y SN

18-08-2024



