AWR-C-25-0)6329

k&hika

foundation
==

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETgA B9 EET we=Y (vamie S )
v M [0\29 | geys T el i
NAME of APPLICANT AGE-YEARS W% | sEx fafn
e R Rali gg. | F
FATHER SISPOUSE™S NAME -
fomg w1 kay.hei-Ja
' MEM%% wAGE ST O

uIl[ nip' _l_fx‘_r-t_‘\&-ﬂl ‘J'_-_ = e | 1 :Il;i:‘_, ,ii! h!! L

A6 Yacthoy Selull

PERMANENT RESIDENCE ADDRESS - wurf strmiff

Busiding biock of e

0 P}ftf I‘?-,-, (-‘!’DF
OCCUPATION o
- ni!:s' fene  pakey umwiwﬂ iml (witier)
TOTAL ANMUAL INC : X {Astach Inscme
T wile s 5&000}* (e 14) (5 W e W) f]
PAN No. PI{ T A =
ARE YU AN INCOME TAX ASSESSEE [Tick whichever is applicable): "
W wm w s g (A o R Iw w el W e s ;ﬁ
FAMILY DETAILS wiam fasrm
51 No Wame of Family Member Age [Tears) Gendar Ratation with Appicant
¥4 T ofimr F w ™ T (W) fen ® WY Ty
AR} Kﬁhmﬁn EX M Hﬁﬁm
(25 | S0hhath Y H —on :
VS M 01151 TN " — - W
BASIS for REQUES TING ASSISTANCE [Tick whichewar is applicable)
mam W ferd feafn amm
BFL Carg
(Attach Card Copy) (Attach Cnticase Copy) (Anach Copy) Lol 80
i tem & @9 wEn T s s wf gEm TTER W s s
JTre T ow e TP s s RoCR R 8 SR o8 o i M T W U S W

“PURPOSE™ for REQUESTING ASSISTANCE
e & o i feed ® TR

Sz No. Medical Roporta/Prescriptions Attached
w9 Tow smmEieE & Wi 5t of vk gl Fema
| BETSTe L aTohod I\ WE | . Y -0 [ 7 lervald
[E — Cemic [ afavall
R L
) ina’ghg = ALrC- CI7 T oW Imiml
ASSISTANCE BEING AVAILED for SAME “PU " from OTHER SOURCES
™ gtve & ¥y W s wwrem fest o= i 0 fw v 92
S No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
TN HEn W W W Y wi nf wewm Wi
1LY




E S

[ DECLARATION by APPLICANT smiftw [0 wirem w:

1)1 haiety confirrm al all celads in Wik Form are Truo 1o tho best of my knowiedge. Any false slatemant will render my Application & ongoing assislance, i sny,
bl bor remcion'canceliabon

211 solomnly confirm that ssaistence, f recaived from Koshika Foundation. will be used anly for the “purpose”, sa simted in fhis Form), for which such assmitance
wias réguesied by me

301 harety confirm St | have not & wall ot in foiure, avesl of rembumemant, in pan of in kil from nmmmwm of the amoun!
o which this masisiance = roguersbed

{08 e o f P oge wey 4 fed g wlt P 4wl o sqe om o w0 oult ol Porn o e s o oo 4 anes feem ol ool
2) & gm e s i “wife weare, @ @ w o) b oo el ol ke o o F Gl e i, @ o F o by

i) & gfe s e o s g w wd o of 8 o ofn W oafes @ e fe e s dnfemda s @ 9 @ e b o o @ ol o
AGREEMENT by APPLICANT ( spew mn wut)

1) By affuing my signature or Bumb impression on ihis Form. | (Applicant) herably agree & suthorse Koshika Foundalion snd ii's Trusiees ko
uss/putdishiput-upreproduce my name, atddress. phole & details of the “purpose”; for which such assistance e requested/granied, through any

medum. mciuding bul nol limted to verbal, pand, slectionio, for sckiclling donations for Kaahika Foundation snd/or disseminating information about it's

actiles/sohieverents. Such use of my photo & detalls can be made by Koshika Foundation before or aftar my trestment or fulfiment of the “purpose”
for which assistance i baing reguestog

211 (Applcant) furtfer agreoe Tat any auch use of my nsme,; addrmea, photo & detade of he “purposa”, for which such assistance is requestedigrantod
will rol sutnimatically entithe me for recelving o conlinuing the said assistance. The decision lor graniing andior conilnuing the assistance will resi solsly
with the Trustess of Koshika Foundation. and their deciskon i this regand will ba final and noceplable to me

1) wE W AT v W oW W W e, 8 (i) sl meen %) e won e st e d wew el " W s v s oo
am, e Al Al e gs oo o i B, T wifER o S, o, wew gRT TR O I el sin awefeen © f Tl ) s e

A yin vt ¥ P sfegn 0 v w fewe W e o w mowe § wr o fe e el w ol o

2) 8 Ciew) e owm @ e f B odm am, wn, wi st fve o B weem ¥ aeivl @ wfle b R v wown w reor W e e A

“wifiw " W T iew = s st st e v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
WTE % TR W W W fam

AGREEMENT by HOSPITAL (weam pm W)

By affing hemunder, ssgrature of our Authonsed Sgnatory for recommanding (hes cese'patent for financial assistance from Koshuka Foundation, we
(Hospital) hately affiem A accepl following

1] thal we nithier aoe predantly nos will in feture avall of financlal assistance from another NGO or any olher source, for the same patient/cass, Bs we ore
pequeithig \o gal from Kashis Foundatian, to the extent that such assistance is grantod by Koshika Foundation. If the requestod ausistance is not granted
by Kostwka Foundation; -npmnrnluﬂ.thlrlm-wwﬂ:mhnmﬂunmuﬂmﬂmm@mmmm‘I'hh
confirmation ssssntially states et e Houpital wil nol aval any duplicate sssistance for 1he same patienticase from any other RGO of any othed source
21 Tha assisance from Koshika Foundation i only financial in nature, The chalce of the traatment/prosedure advisediconducted by the Hospltal on the
patent, i based on e srrsngement between the patient & the Hospital, and i in no way influenced by Koshiks Foundation Hence, the Hospital will

assume sole & complets responsitiiity of the reatment & I1's outcome & safety of the patient, and Koshiks Foundation will have no rale of responsibllity
in the matier

et s, v W1 AR E WA W “wie s @ fale e oy et ot i 8, B v oo e wen @ we w s e

|} e e 0 e s 3 W it o fafivg o f S s o o el s v W e iiveme o o w B o 8, W e e i e
# St fiwdy wen o s F i s g wer iy i ol i wrsten” oo ween et sfenoam @) o 0 fiew o ol srenme
forlt s fr st wiee W el s W W W W oW sfeer i e o e § wre wn e §  seam fii T e e i el
& gt wem m el m= w o el Ameal

2 “wifvw wrd” ® o of wwen S N wef w b T W v on 9 of wew @ IR el w g B o e

% dw w S & ol “sifioe orrtve” g fer sem W s com ot d el e o O ok g g abe e o i feie® Al o wem
ﬂﬂﬁ‘#ﬁm'ﬂﬂﬂmmfﬂ:ﬂ?ﬁ!iﬂm

RECOMMENDED FOR ACCEPTENCE
wiveh W ey sy
Date of Surgery

sl & it Dr. d. Rameez Reza

HBES ”S Cinhihals i eng
"]bl'l p Y m“dn' ;H; '

' mmm&umﬂmrm s T
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
3

“m# /#E_g/l/?__

-

18-08-2024



