0539

AOR-C-23-0of

(Healthcare)

APPLICATION FORM FOR ASSISTANCE
( T )

Kc?s'hika

foundation

APPLICATION Mo, | APPLICATION DATE : |7 = &3~ 710 23
AT sh H]mm]&u% i . :
MAME &f APPLICANT AGE-YEARS 315-W4 | sex fifn "
W - 9
Chelarar 4% M
FATHER'S/SPOUSE™S NAME :
Fempg %1 Khayaliyats : ‘ »
PRESENT RESIDENCE ADDRESS it/ mamm o i
ege- HMadhoiann = O | (T )T I 21 TRTY -
1 AL B fres) PoS¥e P
Kajastihan -  Golool _ \
) PERMANENT RESIDENCE ADDRESS : 't/ ararar w1 .r oM B ¢ }ﬁﬂ'fl‘qm
e ahove
OCCURATION = E .
RN FagrieX MARRIED (Frfén) 1 UNMARRIED (i)
TOTAL AHHUAL INCOME {Attach Proof of income)
@ afifs 5. CoDoD (5 & W HEE) AR
PAN No. Tuif W we R
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable); Yes \l
W 3 3 W T § (S = R oI w ot W e s ol /\aft
FAMILY DETAILS wfiam ﬂm‘m
8r. No. Name of Family Member Age (Years} Gendar Retation with Applicant
F i W () fidn B O e e
Pahly A€M L L e
D) Mahendzd iz | SOM
(=
BASIS for REQUESTING ABSISTANCE (Tick whichever is applicable)
w5 f faath s
BPL Card EWS Certif Ration Card
|Attach Card Copy) {Astach Clrﬁﬁn::laﬂ py) 1Au§:;1‘ Copy| Bﬁ?l-‘ml
T T ® A v Fe 0w W T wwi W St
(T T Y W W e (i wl e v AEe sl (w9 e ol s Wt

“PURPOSE” for REQUESTING ASSISTANCE:
o v el ™ feh = e

Medical Reports/Prescriplions Alinched

Sr. Mo
T HE sereyels @ it % i wfhe et wera
T Dagnacis RE = SFNTTE CHIIRN
[ = TFQUTTE  CHINENC
Pl Suygewy "FF- I77C (ILIH Loom b
ASSISTANCE BEING AVAILED for SAME "PURPOSE™ from OTHER 80URCES
T TR % Vg T 3 e e e wm w e o w0
Br. Mo, NAME of OTHER BOURCE AMOUNT of ASEISTANCE BEING AVAILED
B T ¥ W w5 A i waw it

K AT




DECLARATION by APPLICANT: S i s o=,

1) | hereby confim that all delzils in this Farm are True to the best of my knowlksdge, Any Talse stalemsnt will render my Application & ongoing assistance, i any,
labla for rarel:tlnru'u.ﬁnr,ﬂ_‘-ﬂ;man

Z) | solemnly confirm thel assistence, i recalved from Koshlka Foundation. will be uaed only for the "plrpase”, &s staled In this Form. for which such ssalstance
was requesied by me.

3) | naraby confim that | kave not & will not in futurs, svad of reimburssmant, in par or i full, from any other sodrcaemploverinsurance company, of the smount
for which ihis assistance ls requesied

1) ¥ sen o B ow e @ fed o wd) f 30 sl & s v v R &) oy S few o s s T w4 W 90 e froa ) w we )

3) 8 go = wrm ofh Csifes wetmt, @ ot §, T owin o wiw 9 g F B few s, @ W oo F s

1) ¥ gz w8 fom v o o ke @ ol 4, 5 ofn = s @ wem frsw el s gy Rrdmodta ok @ o ol e & b e v | |
AGREEMENT by APPLICANT | =mmw g wa7)

1) By affning my signature or thumb impresslan on this Form, | (Applicant) hereby egres & authorise Koshika Foundation and s Trustess 1o

use/pubdish/put-up/reproduce my nama, address, pholo & delails of the "purpose”, for which such assistanco |s requestedigranted, through any

midium, inchuding bul reot Bmited to verbal, print, alectronks, for soliciting donetions for Koshila Foundation endlor dissemingting information aboul s

acibviliesfachievements, Such use of my photo & datalls can be made by Keshika Fouridation before or after my treetmont or futfiment of the *purposa”
for which assistanoe is being requasted.

£ | {Applicant) further sgree Ikal sny such use of my name, address, pholo & details of the "purpose”, for whilsh such sssistance s requested/granted,
will nol automatically entille me for receiving or contlnulng the sald assistance. The deciskon for granting andfor continuing the asslstsncs will reat solaly
with the Trustess of Koshlka Foundation, and their decision is this regard will be final and acceptable 1o me.

1) VW R AN WRAR S W W s, (e vl i W g s wd twitem e st s it 0w sfiege wow f e dam,
w, Wi ot o fern v o o o §, T “wie e s, R, e gt e @ e il st onfer o ik fedh o v e

et w5 e afgn & a6t s few A pere f wred @ o 4 wed F fr " wede® 1 sl sl 4

2) # (wrbew) w0 @ wew {6 o T, v, el fae @) e wwm  wkedl @ wite & 0 s weem w0 v ) v e d
“wifirm” vy TeE =i wn Fade e st e o

APPLICANT'S BIGNATURE OR LEFT THUMB IMPRESSION :

fed J
\ /RT
i 5

AGREEMENT by HOSPITAL (swam mT ®Ui)
By affiang horeunder, signature of our Authorssd Signolory for recommending this casea/patiant for financial asslsiance from Koshika Foundation, we
{Hoaplal) hareby affiem & accept following
1) thatl we neithor are presenlly nos will in iiture avall of financlal assistance from anolhor NGO o any olher solree, for the same palientcase, &5 we ore
requesting to gol from Koshika Foundetian, to e extent ihat such assistance ks granlod by Koshika Foundation, If Ihe requested assistance is not granted
by Koshika Foundation, In par or In full, than the Hospital resernves It's right 1o moke up tha shortfall from anolher NGO or any olher sourss. This
conlimmalion essentially siates that the Hosplial will nol avall any duplicate assislance for the same pationticase from any other NGO or any other source.
2) The assistance from IKoshika Foundation ks only financist in nature. The choios of the treatment/procedure advised/conducted by the Hospltal on the
patient, Is besed on the anangement botween the patlent & the Hospllst, and is in no way Influenced by Koshike Foundation. Hance, the Hisplial will
assume sols & gomplots rasponsibiiity of the treatment & it's gutcome & safety of the patient, snd Koshika Foundation will have no role of respansibllity
in the mmaiisr,
wt s, wrEd W T el s wifes et § Sl wee & oo o ol 8, Bl v (v P v A T e i e b
|3 we i W o wioe st o wine o Rl s fiel oo e R s s @ o dieme | S w A 0 8, 4R B oo it Tt
# fawitwiaal v & waw o sl e oo e by B R Usifen s g v e s 8 T fen o b o s
Mt == sl oo Bt o e & wmm W W adfiesn il e ow e d we e o & T osmme fefle e e it W el
e wwnl wem wn fell s wm | R Sei
2. " W R e e e e gl o &l ow v oo ol wewow fwd o semusie @ o i v

u e w fiop & ol “wifien wrre” g Pl e s s v 9 bl e o 90 O v gom de st e w ol feciod oR of wone

wt whi ol “witfem " ) wt wfins @ Raeterlh o e ol '\
£ (NN RECOMMENDED FOR ACCEPTENGE \ =
Date of Surgery T N i
o " WAFI ANSARI CriinAN MASSEY

A (Name, DAmiRSE BEp of Authortsed Signatory
ali1e0 S (QPHTHAL) _ d
: A or St Efe MR

FOR INTERNAL USE of KOSHIKA FOUNDATION ~ #i=ifts 37am ¥

SIGNATURE of TRUSTEE SIGNATURE of TRUSTEE 2

=it g | el e 2
NP
—______,__——-'

01.12.2022




