MOM- ¢ — 2¢ —U~

206 49

(Healthcare)
(TR T )

a8 |1

AGE-YEARS 15-m

APPLICATION FORM FOR ASSISTANCE
wEEE ¥ 3JEET yEg
T e

Mi1129]0 85T
NAME of APPLICANT L

== Cabliy AL

FATHERS/SPOUSE™S NAME : m!f}

Frmmges Wy
umrmr'n

APPLICATION No. -

24

SEX fim

i,

-

ALEd KRR D RO
Nt h == A

'
b

=H— &

K&¥hika
foundation
tﬂﬁ'm#h.

llef et

PERMANENT RESIDENCE ADDRESS - it smwdra wm
Cjiﬂ“lml | l choV
nmm.mu
*-ru'r ﬂ}{f‘iﬂ’\(ki ‘WWIWIM
AL ANNUAL (NCOME ~ (Astach Proof of Income)
mutsm B pod /- (s w1 W )
PAN No. 7a1% & W
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes | No
W S S W T b (W W NI W o oW P e o /W
FAMILY DETAILS wivam fammm
S No mn-afr-mrmm- Age (Years) Gender Relation with Applicant
wY Wi wian & wEE T T (=) ign W Y T
! ;g B hood AL S ]
Gy | REhmat PR = A4 I
BASIS for REQUESTING ASSISTANCE (Tick whichever is appiicable)
wram W el it s
BPL Card ertiflcate Rathon
(Attach Card Copy) (Attach Corincase Gopy) (Aitath Copy) Kot drecise
wid tom & A v uy sieg W W yEm T wnd =y vt
Rt e (T TE S W W e (TR T W S W we

“PURPOSE" for REQUESTING ASSISTANCE:

T ¥ fet it fad & It
St. No. Attached
W Hw & FemEEiet § Wl i s g wen ) -
Plagracs Db ap i —
r —
" &
RE= SIS TOH, g _PORA
N
ASEISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
W AT ¥ ] W e wewe few = we R e o Wy
Sr. Mo, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
il - st vt w1 W o wewn o
PozR ~Fa0n]




DECLARATION by APPLICANT: sTiew 21 viem <1:

1) | heerely condiyy thist af ditadls in this Form ave True to thi Dest of my knowledge. Any false stalement will render my Application & ongaing assistance, # any,
kabie for resclion/canceligiion.

2} 1 solemnly confiem that sushinnoe. i recnived from Koshika Foundation, will be used only for e “purpose”, 8 sinled in Bis Form, for which such asaistance

WHE FaquaTsted Dy me

3) 1 herety cordirm thal | have ol & will pol ik lutue, avall of reemburssmaent, 1 part o in lll, lrem any other sowealsmployed/nsurancs compary, of ha

for which this sssitance & reguagtad

1) & sirew wom f 0 o owe A fed ol sl fewre & s 8 s we o i b ol Wi e o e s o e | o8 48 mren e o W et b

2) 41 pm oW e v Cwife wrssben . @ W ow oot & v e ash wkes ol il o el foem anim, o v e e o

1) 3 e wer f e fam semm ¥ o i W vl & wm nin w e T o e e R an el weE @ s W e € ok 3 wiem d S

AGREEMENT by APPLICANT | spaew g wa)

1) By affieng my signature ar Mumd impression on this Form, | (Applicant) heretry agree & authorise Koshika Foundation and i's Trugiees 1o
usepubieh/pul-upreproducn mry neme, address, phato & details of the “purpose”, far whith such assistanc s requested/granted, through any
mEdium, Inciuding Bul not limited 10 verbal, prnd, elaclionic, for soliciling donations lof Koshla Foundation and/or disseminatng information aboaut it's
attnities actievernenis. Such use of my photo & detaily can be made by Kosnika Founcation before or after my ireatmen or fulfiment of the ‘purpose”
for ehich assstance |8 being requested

2) | |Appiicant) further agres that kny such use of iy name, addiess. photo & detalls ol the "purposs”. for which such sssistances is requested/granted,
will nal Futomically enfitie me for receiing of continying the said assstance. The decision for granting andior conflinuing the assilance will resl solety
with the Trustess of Koshike Foundation, snd their decison is this regard will be findl and acoeptable kb me

L) T R T e w s W e e, @ smbow) anet etk ot gfe won o o “wifre wes s e e T oW aifiogs e o e o e
qm WA W feere gm wve F o f o it o S, e, e g e O gd il s seienl € R Rl o wan e

A vaie w7 % i sfiegn b St v w fee # o @ w9 W8 w0 % e i et w e st h

1) & (omteow) vt e @ maw o ot e wn, o she fawey o e o wgtnd @ ok § e e wewn w1 Teer 08w e o

*wifm” e e i s Gy s sl e g

APPLICANT'S SIGNATURE QR LEFT THUME IMPRESSION :
wiE ¥ vene w @ W e

AGREEMENT by HOSPITAL (wem g7 w1
By affining hermunser, sigiaiune of our Authonissd Signatony for recommanding this case/pallan! for financial assstance fram Koshika Foundation, we
{Hempitnd) heraby affirm & accapl latiawing:
1) that we rether @s preseatly nor will in luture avall of Bnancial rssistance fram anolbsr NGO of any clher source, for the same potientcase, as we aro
requesting Lo gol from Koshika Foundation, to the esxtent that such assistance [& granted by Koshika Foundation. if the requesied assistance s not granied
by Koshika Foundation, in part ar in full, then the Hospital reserves il's fight 1o make up the shortall from ancthisr NGO or any other source. This
cofirmation sssentinlly states that the Hospital will not svall any duplicate assistance for (he sams patsnticase from any other NGO o Bny ofher source,
2] Tha samistancy fram Koshike Foundation is only financial in natuwre. The choloe of the resimentprocedure advsed/conducted by the Hospital on the
patient, & baset an thie nerangement batwaen the patient & the Hosplial, &nd i in no way iflusnced by Koshike Foundation. Hence, the Hospital wi)
rs;um:ﬁiﬂanmlmmwﬁmmmmmihmmhmmmmmwmm Foundation will have no rols or responsibility
I thig rmastled
et i, vened S s 8 ol 8 st s 0 fefe o iy fedte o R @ B o (meen) e wen @ v e w
1) w5 4w ol = @ ofe i s el el gem o el s we G e T S W ow A W R R e v
A frerrfrefash ven o wy "ol ssrste” g we oy i ool S siies wstee oo ape fef s # T W few oo § @ s
ot s i et wee o felt e A @ T SR W e e T b g o T ww e & e e e o T e iy et
T wvwd sem @ e W= we R W e
2 =it et @ ot e e e ey W O womee oo D of W w R v el ey o o wemme
® i w fown i ol Ui amsaten " gro feel e wd oo o B gl e o SR o g g e ol wd ol el fasbel Ot od weomm
w1 s twieT W w5 oftte w Bt v s F = wvh

RECOMMENDED FOR ACCEPTENCE

g % ferg wdegh M_W‘
DI‘IIIHE_MW _ Acm Eve
o = 3y Dr MAZHAR N K pr, Shroff h:;dlt!“?
& \ UHF A SO TI0-Hifp. Slame) ol of Hospital)
\_, et ) W TR N “i“mmm
FOR INTERNAL USE of KOSHIKA FOUNDATION 3%t Fwam 7
SIGNATURE of TRUSTEE 1 STONATURE of -
T Mmmlmz TEE

a JeNE

/]

18-08-2024




