rAOM -

¢

L+ —

12
L s ?‘90}

APPLICATION FORM FOR ASSISTANCE

(Healthcare)

KS¥hika

foundation

qErEal ¥ EET WEY (Famery Feraw)
e [1]2)25| 04T e e O [ | O] as
NAME of APPLICANT : AGE-YEARS {3 |]sex fin_|
ol kn_”h sS4 “

| WARRIED (Femifs) | UNMARRIED {sifsies)

OCCUPATION -
S l}‘"l pasn 3
TOTAL ANNUAL INCOME : {Attach Proot of Income)
R mieE W ‘85 ) — (M & W W)
PAN No ﬂﬂ”ﬁmﬂ?
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever s applicable) Yea I No
A ST (W W I W W W e ¥/ W
J FAMILY DETALS ufram faam
. No Nama of Family Momier ‘Age (Years) Gonder Relation whn Appiicant
9 HE e E % 51 W (T) ST W BN T
1 PA 3 Ly o A, nA 4 !‘é“
) ¥ ; s )
0 P@ 1 ) i) AT
N : -
oy : 97 :
5y | Shicioax, 35 v AT
BASIS for REQUESTING ASSISTANGE (Tick whichaver i applicabia)
AT % fae faefy s
BPL Card Cerificate Rakion
(Attach Card Copy) (Attoch Cartifcats Copy) (R Copy) R v
#= s TR e wu o W

ninl T % 9 yom T

(wm gy %) wem wl e

(wE™ WS W oT uf BeLEh

(g o E o S Wl
“PURPOSE" for REQUESTING ASSISTANCE:
mﬁﬁﬂﬁwm-
he % ¥ i 3
FH WE o (o] W e
£y o ¥ 53T I
o £ 1 7 1}.
i-].-
/ Y 8 ¥y LY [P0
)
ASSISTANGE BEING AVAILED Jor SAME ~PURPOSE™ from OTHER SOURCES
TH TR W R W o o feel s we W fem w7
8¢, Mo NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
WE 5= TR W AW . #t = wewn o
]"HQLE t}&ﬂ'!m 3




DECLARATION by APPLICANT: 309t o0 s ws:

1)1 heretyy condirm mat @ detas in this Form are True to the best of my knowledge. Any tetse stiement wil rander my Appheation & ongoing assistance, If any,
liable for regactionicancellaton.

2)1 salemnly confirm that assistance, 1f recoived from Keshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such ansistance

wal reguesing by me.

]urrnﬂbymﬂmﬂlmdiﬂlmm%ﬂﬂmﬁmhmwinm from any other soursa/employerinsurmnce company. of e amount

for which it assisance is reguesied

11 4 o won e g8 wen @ fel et fee 20 Pl € s we Tl wi b ool e v wen sme s we | 8 90w fom W W el

20 S g ) mom o “wifee w0 o w  §, v el il vive o) o o S fem o, ® e F wnom b

1) 4 ofe v § fs Fom s A W i ol 9w ofn = s e e e s el weE 2 0 8 e € ol @ ofes F o

"AGREEMENT by APPLICANT (=@ss 0 %07)

1) By athiing my sianature of thumb impression on this Form, | (Applicant) heteby sgree B suthorise Koshika Founcation snd if's Trusioes 1o
uneipublshiput-upreproduce my name, Bddress, photo & details of the “purposs”, for which such assistance i tquested/granied. through any

e, NGl Bt not limeed to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating Information sbout it's
peiilios schmvaments. Such uno of my pholo & detalls can be made by Koshikn Foundation bofors of after my ireatment or fulflimant of the “purpose”
for which assistance is teng requesiod

2) 1 (Appacant) tuther agres thal any such Use of my name, address, phato & details of the “purpose”, for which such assistance & roquestedigianted,
will ot sytomaticaly enite me for receiving of continuing the said assistance The decision for granting andior continuing ifve assistance will rest solaly
wilh the Trusiees of Koahika Foundation, and thelr docision s this regard will ba linal and acceplable 1o me.

1) ™ oW s v W T W e e, f Comies) soh wenfn of ge e f o Cwife wrdie ol we it " w sfeye won o e i s,
wn, w5 s W fawm g Wi B, T eifen” we S T, T g Tt @ g il smoaeefend & fad fed o v wem

A e w3 % o afens 9 wey o feee Bt o ® o w wR S wed ¥ Tt wifw wedee w s st
uhlllhi‘;nmimtkhnwﬂ#hmﬂcﬁ ‘e@?‘ngmm-mmmn-ﬂi

it e v e w7 ke e o e v
: LWH-

APPLICANT S SIGHATURE OR LEFT THUME IMPRESSION : l\
AGREEMENT by HOSPTTAL (wesmm gm %)

iy ¥ T @ S W fom

By afhng teveundier, sgnatum of our Authorsed Signatory foe recommaending this caselpabeni for financial aasistance from Koshéikn Foundation, es
{Hospitel) nereby 3frm & accapt followang.

1) thai we nedher ate presendy nos will in future svall of fnonclal assistance from another NGO of any ofher source. Ior the same palient'case. ns wo one
requesting o gel from Koshiks Foundation, o the extent that such assistancs & granled by Koshika Foundaton, If the requesied assisisnce s nol grantad
by Hoshiue Foundation, i part or kn full, then e Hospital reserves it's right ko make up the shorttall from another NGO or any oifver source. This
confirrabon essentally stales that the Hospital will nol avadl any guplicate essistance lor (he same patient/case from any other NGO or any other source
2) Tho sssiotancs from Koshika Foundation s only financial in nature. The chaice of (he resiment/procedurs advisediconductad by the Hospital on the
patient, is based on the armangement between the patient & the Hospial, and & in no way influsnced by Koshika Foundation. Hence, the Hospitad will
esuma soke & compinte msponaitiity of the treatmant & I's outcome & safety of the patlent. and Koshikn Foundation will have no role of responsibility
in e ke

vt wifn, il W s W R s e W fafe s T fedtn #) w8, Bl o (meme) e wen W e o sl s b

1) W f& 3 % w7 o sfem 7 fefim s el i wewl e W el o @ e St A R w A o L TR e v Cwiw et
W i Te % W d Cwifown st oo we by o oft Cwifow wetet o s fesfh e ) v W e e § A seme
fonlt v fre e st Pl ae W @ T d W e g o &) s g o e v e § S s fpfre s wwe o fy farlh
W wrar W e e s

2 “wifew SR © o o weew v faim wRR W 3 o e oo 9 o wew w fed 0 ST W T o o wene
o o w fiee £ sy s st mhﬁmwﬂmuﬂluﬂimiﬂtm“#mﬂdﬂmﬂﬂm
o o she " oo oftee @ fede® wowert F e

!Ecm FOR ACCEPTENCE

wigal & fem s
Date of Surgery

siftma % * 3
I!-j Dr. Utsav

NN -

FOR INTERNAL USE of KOSHIKA FOUNDATION  SFiiTs Zwam 1]

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
R T | = e 2

il AT

o /4

18-08-2024



