APPLICATION FORM FOR ASSISTANCE (Healthcare) ]{gh[ka

HETHAT WY, T HIE (% @) foundation

;Pﬁl;l__;cggnz Hg, N\G q a .I O 8 ,_{ & ;:;ql;:c%;‘rm" DATE : 41_{.\ q lﬂﬂa\ Building black o life.
o IGAMT ; . AGE-YEARS S-=n et
WEEE puchelodely el

FATHERSISPOUSE'SNAE ! Ty 3 httfre'\c'\k%@u

FRESENT RESIDENCE ADDRESS i
= =10 TR CO FWW X0

oo i . o — i pre op Pos+ pp
PEAMANENT RESIDENG RESS - by !
ANENT EADD STETHT UM & g_? 1 lLf.LCh
SR N a = AnNT ———
L LPATION Coonlie MARFED {Frfem)  UNMARRIED (st
TOTAL ANNUAL INCOME | {Attach Proof of Incame)
w7 A 9 %\S’,DGD]'_ (¥ 1 WG T
PAN Mo. Ta7) T T -~
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever in applicable): Yes ! No ™
T ST A T AA E {F A T IR W AR W v e 7 ¢ T
FAMILY DETAILS gfiam faamm
Sr. No, Hame of Family Member A (Years} Gender Relation with Applicant
i HE i % see w A W (T} fifn B i L B
L 1IACTYC, A ooTS 20 i | O Lhe X
r-. 3
BASIS for REQUESTING ASSISTANCE (Trck whichaver Is applicable)
wTE & R Al s
BFL Card EWS Certificate Ration Card
{Altach Card Copy) {Attach Certificats Copy) {Attach C:;rﬂ a‘ﬂgrh:;f
HET R AN e T T W T T Ty P
P T T e (T T & BT W SEE R (T T3 T A He &
"PURFOSE" for REQUESTING ASSISTANCE:
- wEa By v e g
&r. h!u. Medical Reports!Prescriptions Altachad
TR T HEAEET § AW w o wfid e
L | Dioon 850 K- o nosory

L= coanormrx

- A ﬂtc;gc‘k-t& L~ coXnaiatt¥ Pyl

ASSISTANCE BEING AVAILED for SAME "PURPOSE™ from GTHER SOURCES
T I F U F o WA e 5 ww W o g

St No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FY o I = = AR A  mgE et

P D] 2{ N Ae0n]—




BECLARATION by APPLICANT: ZmiTs: P =hmn wa;
11| hereby confirn (hat all detais n this Form are True 1o the best of my knowledge. Any false slatemnant will repder my Application & ongoing assistance, iFany,
liatde for resection/cancelafion.

2 1 splaminly confinm that Esistance, i rcaived from Koshika Foundation, will be used only for the “purpose”, as staled in this Form, for which such essislanc:
was refquested by me

51 | hieraby confirm thal | have not & will not in fulira, avall of reimbursement, in part of in full, from any other sourGevemplayerfinsLranse company of the amaurt
far which ths assistance is requested.

H ﬁmmr{fmmmﬁ‘f;&nﬂmﬁmﬂﬁmﬁﬁﬁmmq&nﬂtmﬁﬁmm'wmmwmhﬁﬂﬁmﬁmaﬁmm%u

3 &z W TEEE A CFE FERR, A d W m ) 2vEm = TR F g B fFm o, S e o F o

3n'ﬁgﬁzm{ﬁ:ﬁumqwmrﬁnftmmmmmmmfﬂﬂmuﬁﬁﬂhﬁaﬂwmﬂWﬁﬂﬁm%mqﬁ wftem 5
AGREEMENT by APFLICANT (stes g %0}

1) By affizing my signalura of thumb impression om this Farm, § [Applicant) hereby agres & authoriee Koshika Foundation and it's Trusiaes 1o

psepuElshipul-uprepraduce my name, address, photo & details of the “purpose”, for which such assislanza |s reguested/granied, through any

redium, Ineluding bul not imived 1o verbal, print. elecironle, for solicting donations for Kashika Foundation andior dissaminating information atrout it's

artiyiliss/achievements Such use of my phala & details car. be made by Koshika Foundstion before or after my ireatmenl or lnlianenl of the “purpose”

for which aEsistance ks being fequEsied

211 (Appiicant] further sgroe fhat any such use of my name, address, pholo & details of Iha “purpose”, for which such assistancs |& reguesiadigranied,

will it sutomalically entie me for pepelving or contnying the sald assistance. The decision for granting andior continuing the assistance will rest solely

with the Trusteas of Koshika Foundation, and their dacision is this regard will be final and acceptatla to me

1) T T TS FeRE W S W wr e, 7 () st wrnfa #t oRe Hw £ W iR Tt ot e e W afirgs w5 W,

<, FE s st P v w4, 7w e 3, M, T it T A A ikl i et % fed B A v wem

ﬁmﬁﬂmﬁﬁmmilﬂimmmﬂmﬁmmmﬂmﬁm“ﬁﬁmwﬁ“uwmh

24 & (s v e A wem € e dn trm,mmmﬂmmﬁmﬁMigﬂm:mmmqﬂm|wmﬂ

iy " T IR A W o S s sk dm

APPLICANT™S SIGNATURE OR LEFT THUMB IMPRESEION :
e % T A A R e

LA

AGREEMENT by HOSPITAL {#vmm T F )
By affixing hergunder, sinaiure of our gulharised Signatory for recammending Ihis cazefpatient for financial assistance from Koshika Foundalion, we
{Hospital] herety afirm & accept following:
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assume soie & complets responsibility of the treatment & it's outcame & safety of the pallent, and Kashika Foundation will hava no rola or responsibility
in fine matisr,

mm.mﬁ!ﬂiﬂimﬂm‘ﬂhﬂmﬂm'ihﬁtmmfwﬁﬂ:ﬂl,hﬂtnLum)ﬁnmﬁmummﬂil
u]whwﬂmﬂraﬂuﬁ-w#mmm*hmmamnﬂ!ﬂmﬂﬂMﬁﬂimﬂr&tﬂﬂmKﬂ‘mmﬂn"
ﬁiw-‘m.ﬁ:ﬁmtmrl'mmm:rrn"mmﬁhl-rﬁ'ﬂmmﬁm"mmfﬂﬁimmwaﬁmwiﬁmﬂﬁr
MmﬁmrﬂnﬂmfﬂﬁmﬂlﬂﬂﬂmﬁimmwmtlmﬁﬂmmmiﬁiWWWMﬂrﬁ-ﬂmﬁﬁm
dv wer o @ Pt &= TR R wmarh

2 “ﬁﬁmwﬁm"ﬂﬂﬂmmﬁmﬁﬁuﬁtmﬁmmﬂmﬂﬂimmmnﬂmwﬁmmqmﬂﬁm
u‘::ﬂamﬁwtaih“ﬁmmﬁ“:mfﬂi’rmemﬁfmmilmﬁmﬁﬁ%mwmmmﬁmﬁﬂmﬂﬁvﬁm
ﬁﬁﬂ#ﬂ‘aﬂﬁm"uﬂﬁqﬁmmﬁﬁmﬂmqﬂmwﬂu

RECOMMENDED FOR ACCEPTENCE
N et ® fe #Rf LD
" -
Date of Surgery i Pers _ F, seathl M
sfet = i o ' = ;1_"?1__
{Name, Designation & of Authariged Signatory
Ialaeal - {hama.of Dy, & Rega. No.with Stamp) on behait ot Hospial
TR T T s T T " AW T W FAr e sl .
FOR INTERNAL USE of KOSHIKA FOUNDATION. 1t T L5}
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

T g

Sl o

01.07.2021




