Mo -c~ 2911~ 20

APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka
HETHAl ¥ WEEA ey (vareay durver) foundation
o Mnza| 0854 o 11 [ 99
MAME of APPLICANT : r AGE YEARY Wiy W | sex foin

= Ahded Hafutf 29 v
FATHER'S/S E'ﬂ"ﬁh‘hFd . |

frmwges w1 =

PERMANENT RESIDENCE ADDRESS : it -
Y% 2% e V. e

il
mﬂm= 5 EIMFH MARRIED (i) | UNMARRIED (fesien)
(TOTAL ANNUAL : {Attach Proof of income)
w7 Wt 7w 208000 /~ (® w1 W W)

PAN No. =1 =7 waenl
ARE YOU AN INCOME TAX ASSESSEE (Tick whichavar is applicable): ¥os / No
W B O TW T (W WS W IR W A W e a o
FAMILY DETAILS gimap fammm
§¢. No. Hame of Family Member Age (Years) Gender Relation with Applicant
% Hwe ﬁm"s@:‘rmﬂ W () i SHETE & B W
J“j 'qu'uih‘ ' 5@_ I e
{_‘;““; Tt i Ao A 3 &)
BASIS for REQUESTING ABSISTANCE [Tick whichever Iu applicable]
merry % i T sam
BPL Card EWS Cartificsty Ration Card Any Cthar
iAttach Card Copy) {Attach Cortficate Copy) Attach Copy) BaminFroo!
afté T % 9 uEm Ty o= A W e TUGEE wE e W A
{mﬂﬂ“mmﬁ| (s T W we o W W LM“I&“*M‘*I
“PURPOSE" for REQUESTING ASSISTANCE:
W ¥ et mfeed oW e
4. Na. Medical Reports/Preacriptions Attached
w weA 2 e § T w1 o ufei P
LPiYNnDs]A H_F AN
— g
L] = re
YV (4
o~ '_..! =+
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
w Tt § ] W s wewa e 3= A faw o w2
B No NAME of OTHER, SOURCE AMOUNT of ASSISTANGE BEING AVAILED
DETR, o0 —




DECLARATION by APPLICANT. =T 5w G 91:

1) | husretry confing Mal sl detads |n this Form are True (o the best of my knowledge. Any lalse stalement will render my Applicatian & ongoing asalstance, if any.
liable for reechionicanceliation

2 | solermmly confitm thit assistance., [f tecelved fram Koshika Foundation, will be used only fof th "purpose”, as stated |n this Form. for which such assistance

wias requesiad by ma

3] | hareky condirm Ml | have sol & will not i future, avasl af resmbursemaent, in pa o in bl frem sy olher sourcs/employerfinsurance company, ol he amount

for mhech is asssiance i reguesied.

1) 2 s won f e o W & fol ol femon S weel o se w5 b oot Wl fewrs o e wen ow w § 8 4% aes e ot el b
7) & g W s o el wete, @ o ow o 4, v i il woe o) il F T feom i, W e o s oom
11 % e wor 5 fan e g o ol @ ool & T of = sfee @ aen e e R e e e @ 9 e ksl o @ wies d om

AGREEMENT by APPLICANT (sp=w g =)

1) By affiung my sigautue oF thumb imgaessasn on this Farm, | (Applicant) hereby agree & suthonse Koshika Foundation and it's Trustees o
und/pubish/ put-upreproduce my name, address, photo & detsils of the “purposa”, for which such assistance is requesied/granted, through any

mediim, sicluding but ol imied io verbal, prnt, leciraniz, for soliciling donabans for Koshka Foundabon and/or disseminating information about i's
pctitiesfachiovomants. Such uso of my photo & details can be made by Koshike Foundation bofore or after my teatment of ulfilment of the “purpose”
for which assstance 6 being feguested.

211 [Apghcuni) fufiher agree that any such use of my namae, sddress, pholo & details of the “purpose”. lof which such sssistance is requested/grantad.
will nat automaticaly entite me for recening of confinuing the s8id assistance. The decision for granfing andior continuing Me asssiance will res? solsly
with the Trusteos of Kosteka Foundation, and thelt decision 18 this regard will ba linal and accoplatie to me

P)owe e e woner W snd ot we wmes f (amhen) e mnrie o ofe e o o " wifes wntm ol Tt st < W wfknge s of T o o,
ym, W A W T g owes d wi o Swilew o e, wE, weow R SRS 3 WE eeten s aeieen & fe RR o e wes

% wwim wH % o shegn &) 3t v W frem @ e f o @ W S W ¥ B sifre el w e wfe &

2) & (soirw) e wm o e o e v w, um, wie sl fewen o B w6 seeee W i & o e e w0 gt @ e o o

LToL

APPLICANT'S SIGHNATURE OR LEFT THUMS IMPRESSION :
AT ® s W g W) e

JSPITAL (wemwm wm %1)
By affixing hedeunder. signilsne of our Authonsed Signalary for iscornmanting his case/pabien| fos financial sasistance from Koshia Foundation. wa
{Haspital) herebyy affitm & accept following:
1) thnt we roitrr are presantly mor will s future svail of finoncial essistance from another NGO of any olher sourc, for the ssme patient/cane, B we ara
reguasteg o gel from Koshika Foundaton, to the extent that such assistance |s grantad by Koshika Foundation. If the requested assistance is nod graniad
bry Moshike Foundation, in pan or in full, theh e Hospital resarves it's fight 1o make up the shorfall from another NGO or any other’ souros. This
confirmation essentlally states that the Hospital will nol avall any duplicate sssistance for the same patenticass from any other NGO o any ather solrs,
) Ther assistance from Koshia Foundation s only financial in nature. The choice of the treatmentiprocedure advisediconducted by the Hospital on the
patient, i basad on the srmangement between (e palkent & the Hospital, and is in ng way Influsnced by Koshika Foundation. Hence, the Hospital will

nssme sole & complete responsiblity of the treatmant & it's outcome & safety of tho patient, and Koshikn Foundation will have no role of responsibiiity
In fhe rmatied

e afegn, pered W A @ w8 Ceie w4 falm s oy Foefte o el B, el o () e wem @ owen w witee e B
mEsdTm ST am it T e s el e T R e A o b e e e
7 frerferfrfe ven % w4 Vwifen emEm gn o i i b ool s vt oo eeen fef sfmowse & T o fee b @ s
fedt s it wph dow w feslt s W @ w4 s e T b o e F e ww o § e e i T v Ol iy e
st wew W el W we @ T A

L Swite W W A wrem wae fefv et o & R o wee g o e W R R T EiETm W T T o e

woutw w Tiews ol " wifers v o Sl o wn e e R B ool wemee o il ow! pee o sl aed i o s P A u s
wi et b el wt S i w T o F o e

RECOMMENDED FOR ACCEPTENCE
i ® forg W
N 1 M KHAN
\"L__kr D: .FlCO
W\ MR i gasse _
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ 0=1fT% T ¥
SIGNATURE of TRUSTEE 1
TETER |

7

= 1

18-08-2024




