e e e S,

v eon-d | —o04s

APPLICATION FORM FOR ASSISTANCE (Healthcare) thika
HeTAW VY IHA WE ( ; ) foundatlon
T p ow o T ] W
MAME of APPLICANT - Ace-veans Wq-w | sex fin
m““ -
Surlan meewn
FATHER S/SPOUSE'S NAME -
fo/s W W “Rudkynm meenn
i RESIDENCEADDRESS
= Fhoah 7 .
T8 il Aol pyeop Posde p
PERMANENT RESIDENCE ADDRESS - TuI SETT ¥
BEo  abhape o4 ] Sy o
e ng
ﬂ‘m": Fayvme MASRIED (PefE) 1 UNMARRIED (siarive)
TOTAL ANNUAL NCOME [Attach Proaf of Income)
T Wil wu S<, oo |- (3 W W wER)  NA

PANMNe. SR 588 N

ARE YDU AN INCOME TAX ASSESSEE (Tick whichever ls lp%ll:ll:hl:

W)

w0 3M9 s W o # (9 9= 0 T W oEd W e |
FAMILY DETAILS wftam e
5r. No. N [ Family Mambmr Age (Years) Gende Relation with Applicant
Th HE qﬁ:u mwmm i';-:;'fr; 1‘;.-|‘!-rIr TR W e e
Q2] Clomd_divt Th E wLie
=) Thall; Fomm 35 il Zon
= Ulee ] dewt ) r Taudller {5 loul
) P Kith T i Onamd Sem:
BABIS for REQUESTING ABSIBTANCE (Tick wh r is applicabis)
mEm % ford Pt s
BPL Card
{Attmeh Cord Copy) Mﬂgmml ME::T Wm oo
windf T & < v vy = wa ol um o YR W ste s
(v w3 &Y ww of W st (T w9 e v s sl (v oy wh wre i weey wl)
“PURPOSE" for REQUESTING ASSISTANCE:
wgram #y et v el W oage:
8. Ne. Medicyl Reports/Prescriptions Attached
W W srERERT ¥ w0 W i gl e
1 T‘r}-:rgtymi:ft' RNE = CFpT [ F  THTHNIT]
[E -~ SInlIE  TRIFRRIT
= Suyde ] — FE- STCE 1olTH Frome
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
¥ i ¥ b i w e fedl s el | e e W2
Br. No HAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
WY HRn W T W W i 7 T T

X
T




DECLARATION by APPLICANT: SIeT® g Shemy s: "

1)1 hereby coalinm that all dalaif in s Forth e Troo to he best of my khowlsdge. Any falss stalement will rasdar my Application & ongolrg Rasisiance, I any,
[heakrles S rejeotionicsmoe atlin '

2} | motemnly confinm ffet isistinoa, T rocaod am Koshion Foundstion, will by uead only for the Npuiposo”, o stsled in tis Fanm, lar which such aaslulante
waa requisted by me

) I'heraty confirm tnat 1 have not & will not in foture, syl of rimbusement, 14 pestor i G, from any othar sedrealampleysninglirancs company, of the gmoust
Yor which this ssgintance @ raguested

1) B wws { e S (vl e S arel € eqe v v s b T 5 e ol W o v w4 9 90w e ot
i) viem w e o i Tt A w T wm T W SR R R e o s wm e A www h

N Hyg= = { 5% fom s & i wioof 3, o W sdee W e e el e s emmeds vl 4 9 o e € oboy @ e 3
AGREEMENT by APPLICANT (swietr gm %17%)

1) By alfidng my =ignatuse e thumb kmpression on s Fam, | (Appllcant) erely agres & suthefiss Koshika Foundation and it's Trusiess in
use/publishiput-upireproduce my name, nddresy, phole & dotalls of the “purpose”, for which such ssslstance is requestedigranted, through any

meadium, inchuding bul not Himitid b varbal, pint, slectroniz, for soficiling dunations for Keshika Foundetion andfor dissemingling informitisn about it's

activilles/achlevements. Such uie of my phos & delisls can be inate by Koshika Foundation before or after my treatment or fulfilmant of the *purpose”
for which gasisiancs is bulng roguisstod.

2} | (Applicant) fariner agron that any such wap of my nams, nddrean, photo & details of e “purpose”, for which such assistance is requastedigraniad,
will not autematizslly entlils me for resalving or coniinglig the sald asslstance. The decisian for graniing andfer continiing the assistance will rest solely
with the Trowteon of Keshika Foundution, srd hele deciuicn bs this regaird will ba final and seseplable to me.

1) R Y N TR W AW e, (i) A el =) i vt o of “sife e ol e s * wt s v f fe ol
e, iRt ol b oo w e o i F, e e s, e, urene g T o u el ads weferd # firt R 4 o e

3wl = & Fy s W v R e S v oo d w8 g e g w ol shee b

2) # (swiew) 9 W & s A o, o, v el e oF fie mom o kv @ wi & R v e W T W A e A

“witern " o e s e Pds affm el e T

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSHDN

AGREEMENT by HOSPITAL (w0 L)
Ey afMxing hereunder, sigrature of our Authorsed Sienatory for recommending infs ca=afpationt for financinl essistance from Koshike Foundation, we
[Hospital} heeraby affirm & soospl foliwing.
1) that we nelthar an prosenty nor will In future avei of fnancial essistance from angthar NGO or any offer source. Tar The same pafisnticese; as wo ore
requesting o get from Koshikn Foundaticn, 1 the sxtenl that such asslstance |s granted by Koshiks Foundation, If the requesied assistance is nol granied
by Kaoshilke Feundatlan, in part or in full, then the Hosgiel reserves its right 1o make up the shartfali from ancther RGO or any ather source. Thiy
confifmalion esgenlally stofps Mot this Hoapital will pol gvall ang dyplicsle pssistonce for the 2ame patinnticase fram any olher NGO o1 any elher source.
&) The assistance from Koshkn Foundation (3 only finsnsial in noture. The choloe of (e restment'procedure adyisediconducted by ihe Hospital on the
patianl, i based on e srangument between the pallent & ths Hospital, and s o naway Influsneed by Koahika Foundation. Hence, the Hospital wil

nﬁ;na sole & compteto respormibiity of the treatment & Vs cutcome & safaly of the patiznt, and Keehkn Foundation will have ro role or responsibility
in mattar.

vt sy, waoal W st @ weeid w1 “wiee e @ i v o) foat o ol €, R e (v o e @ e w vl w4

1) e oo wdam sft ) i F fafre oron fie® Ay e ey w B see wie R it o S o F o 1, W et Vet el
# firoinfei Tm € s f e st gn gen by P b ol Yoo st o some Tl silfreeee B e W e o € o svoe
forit v & o e W el e e @ w8 W ofie gt v s e F e v wm § e s fle e v ity el
frwpd wew o fell o v A o S

1 “wifirer wem ™ ¥ w of www S e ag o &0t oo o o o e w e e W g O of e _

o W w fees & ol “sw e oo Tl s e s oee = o e F OF & v e e o W) ol ol o o e
w i e *wifn " W wif v w fensierd v w3 ol

@ ! %ﬂﬂéﬂ giaipggeuce \\y/ /

Dute of Surgery Dr. w, g
E o t"*Fl ANS AR c
[Name, Des WM%HM
alol[ 22, {HMM"‘“ g b
T W 9 A 6 Dr. Btiot s &R Wi c
FOR INTERNAL USE of KOSHIKA FOUNDATION 5o 394
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i v | TR 2

01.42.2022



