AWR--23-p1-ouIg

APPLICATION FORM FOR ASSISTANCE

HETGA B IHET WiEY

(Healthcare)
{ T R

APPLICATION No. * APPLICATION DATE : 7~ ) =05 5 Duslding block of lu
mowen: (| 419301004 o i ‘
MAME of APPLICANT ! AGE-YEARS STR-N | sEX fifn
TS W AW
Canidan 72 F
FATHER'S/SPOUSE'S NAME :
padhd Mallu
PRESENT RESIDENCE ADDRESS T
| ~" FPhi- fiZaxg e [ Fafa 'l .
P atthay - astul ) Preep PoStnP
PERMANENT RESIDENCE ADDRESS : V1{ SMram il oo
fle  0hove ~ﬂﬁh1t}'5ih
\ooYy
USRI Nofvs. fuiekgna MARRIED (Rrfi) | UNMARRIED (i)
TOTAL ANNUAL INCOME : i {Attzch Proaf of Income)
s SSeoo b (‘tﬂmﬂ‘ﬂ (o o W ") M)
[PAN No. T arm T £ 5 pi
ARE YOU AN INCOME TAX ASSESSEE (Tick whichievar |3 applicable}! { \
ﬂmmﬁmi{ﬁmﬁ?ﬂﬂm;ﬂﬁmmﬂli ‘;I'[-T!’t
FAMILY DETAILS yfEm famm
Sr. No tame of Family Membar Ags (Years] Gender Relation with Applicant
Y % weE W A AW (@) e i e
(1) FIalill TN F HIChEand
LLEJJ Rahul lg | 5ol
@) GuLial Ha 35 T ACUgEIEY T ToUl
] fajarn WHAT o ™ [aapnd Sem
BASIS for REQUESTING ABSISTANCE (Tick whic is applicatin)
e % i el smeEn
BPL Card
(Attuch Card Copy) wmmr? E‘:-Erﬁn'iﬂuf."&m .EL“&?E;‘}; ;“"’wm
wit W R v e s wl g Ty S W s W T
(7 59 W v o s wh (A W w i s W (T T W W W HE wh

*PURPOSE" for REQUESTING ASSISTANCE:

Wi #y fed o Rl W assT
Br. No. Medical Reporta/Prescriptions Aftached
wa HE vl § A %1 i shes g ae
I DR PE ~ SIATTE (ZAPHIT
JE - (PNLF (P
S [Sanleng —TF- SIS I Dol
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T I % vy s mew fEE S wm W fe o e
Sr. Na, NAME of OTHER SOURCE AMOUNT of ABSISTANCE BEING AVAILED
o we =1 T W T s

i




DECLARATION by AFPLICANT: =00 100 W 43-

11 | haraby confinmn thetall detads In g Faem aro True o e besi ol my keowiedge., Any falss statement will render my Aogiication & ongoing assigtance, i any,
Eabls for rejscionsancilition,

2) I'solemnly tanfirm thnt asoistance i raenivist frim Kashika Fountisfion, will be used only for the “rlmasa”, o stated in this Farm, for which such asaistance
WaE equaited by mo

3) | rerety confinm that | Fayo oot & will fot i futies. vl of raltburssmant In park or In ul, om any dter ounsEmoyeninaurance company, of the ampunt
Yo which thlg assistuncs 4 requesiod

13 A sy S e qu s W (ot mh el o 48 w8 mmﬂmiimﬁmmmmmmiﬁﬂmﬁmﬂwnﬂh

) A oo -y vl i e W, ) e W g w e e i, o v o sp b

3) %o s d i v i e o ot o 8, e o e e e e fe s unEsE e # o e b v 0 wieas o g
AGREENENT by AFPLIGANT (w7 2 =)

1) By-affiming my signature ot humb imprastlen on this Form, | (Applicant) hemmby agres & sulhorise Koshiva Foundation and (s Trustess 1o

uselpublish/pul-up/répraduce my name, address, phalo & debails of the *purpose”, for whish such SHEalance is requestadigranted, througtr any

miditim, inaluding bol nol Temited 1o veronl, pinl, plestionie fae Edilieing donaliony for Koshika Feundation sndioe tisseminating information ebout it's

agthvitiesfachievemants, Sush use of my photo & detalle con be made by Koohika Foundation bafareor alter oy treatmant or fulfliment of tha ‘pupose”
for which assiciance ls belng equosicd. )

2) | (Agplicant) further agrae that any such ves of my name, addiess, photo & deialls of the ‘purpase”, for which sudh assistance is requestsdigranted,
will nal automalically entllle me far reselving or conlimiing the sald sesitance. The dacision far graniing andioe continuing the sssfstance will rest wolaly
with the Trustesn of Kenhika Foundation, and thelr daelsinn ks this regard will b finaland scceptable to.ma.

1) ¥8 ¥R TS S N v e, W () S el ad g e R i i e e i wh s we e o am,
N, et i A faon v o i, i s, e, s e e A el i wi el fn fal @ o e

o vty ¥ % oy witew §S v o e A TS WA A W A # o i e T i el

2) A (wees) 0w ¥ e L S ™, T =R P W st e @ el § ok e wrm v W w v g

iR e T = el e el gt

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESEION :

AGREEMENT by HOSPITAL (wimms o0 W)

By alfixing hereunder, signature of our Authorfzed Signatry for recomeranding this case/patient for financlsl essistancs fram Kashika Foundation, we
(Hespitsl) hareby aflinm & accepl foflgwing:

1} that we neilher sre pranently nos will in fulure wvall of fnandal seelitsnca fiom snsther NGO or any other source, for the same pallenlcase, as we are
requesting to ged from Koshika Foundation, lo the satent fal such nselsianoe 19 graniad by Keshilka Foundation. If 1he requsstod astismncs ks nol granted
by Koshiia Foundatlon, in par or In tull, than the Hoaplial reservay Il's right 1o melce up the sharifall lrom gnother NGO ar &ny athar source. This
gonfimmation essenlially stalea flat the Hoepital wil nobeval ory duplicate asslolonce for the same patlanticase from sny other NGO aor any ofher souree.
2] The ass|stance from Keshika Faundation 2 enly fnansial in feture, The chelos of tha e imentprocedurs advisediconducted by the Hospltat on the
patient, is based on (e urrangement between the patiant & the Hespitl, and |s in no wiy Infiuencod by Koshika Foundstion. Hence, the Haspital will
asgume soin & complets rogpomaibility of the treatment & I8 suteams & safaty of the patlent, and Koshika Foundaticn will have ne rolo or responsibility

In tha mgtier,

mtm,mqﬂﬁﬂ-ﬁtﬂm:ﬂﬂﬂd"ﬁfﬁﬁﬂm"ﬂﬁﬁﬁmﬂ“ﬂf’ﬁ!ﬁﬂﬁiﬁﬂtﬁﬂﬂ(lﬁﬂﬁﬁﬁﬁﬂﬂﬂ“ﬂﬁﬂﬂh

1) %8 B o Wi ol = o i o R s Tt AR sem @ el e e R e St O o # 8 # dfe wed sifien westnat
3 Toiioevfaf o @ e o it vt g ety T B AR S nee s o v e T e i e o) B s € o e
o s e el i e S s 6 s gl v e o e wwm # B s e we Ter vl iy e
sl e w el st e o e

L it Fredar @ o vf e wwm fili e v 0R w v g @ v o w el T g o e

W W o P # sty st el w Pt s o Sy =@ ¥ vl e A T e o = w il B o e
i vl st " W wt gfenor Tace va o A

RECOMMENDED FOR ACCEPTENCE \ -
Qrl. "' v 2

s Dr. WAFI ANSAR) CHARAN MASSEY
W) 2.8 MS (OPHTHAL) (Nare, Bﬁﬁﬁ@ﬂwmﬁﬁm Signatory

o el mn

FOR INTERNAL USE of KOSHIKA FOUNDATION  arifts s 7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
I TR | E TRIGD
. ..’; i —

01.12.2022




