AJRA - C- QM ~o|l— o532

AFPLICATION FORM FOR ASSISTANCE
HEET By SEEA WIEY

K®hika

(Healthcare)
{ wmET FTEE)

foundation
Buibdig biock of 14s

e V[eas[1103  [mere o3 [1148|
mnﬂu:;mm- P)'maJ gﬁ}q?‘h Ml-'l'l:r{lﬂ!-ﬂ :;h
rmtnm;m‘f‘sm. Pornecd np

i PRESENT RESIDENCE ADDRESS HAWE S T

--iih i)

MH

tTame Lk abere

g L,a,bg,m \ MARRIED () | UNMARRUED (sihvadi)
e Qo [— rpoghtgpofecrn o AL

PAN Mo, Ta)f R EED

ARE V00 AN INCOME TAX ATSESIEE T vhidere & oy

nanmtnniﬁuaﬁmwuﬂuhmmm

nmwM —

FAMILY DETAILS wffan faamm

5 No Narrie of Family Member Age [Years) Gander Retation with Applicant
g T ofrm % 1 Iy () fein i L
I S uhmhary S f o VNS
o - .Hgg’sn . 42 AN 5]
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable]
e o fd fafh s
BPL Cand
e i (ntach Cortmcate Copy) (Artach Copy) -~
i ) & A g T e g w g v Tuaen wTE B 1.0
EwRm o W e ufh s W (w3 ot w5 wEe W (v v W oen wl e wh

5. No
wE HEE

Madical Reports/Prescriptiona
seqevates @ Wit ® of sfve gl we

BE—

Cadagnartd

CE—

C AT AaANN &

|‘-1 _:5

AU ~ KL?'J ] o Y S W
J.f]l' , ——

ASSISTANCE BEING AVAILED for SAME
™ TR ® B Wi s e fe or v W fem v w2

“PURPOSE" trom OTHER SOURCES

NAME of OTHER SOURCE
W EE W A

AMOUNT of ASSISTANCE BEING AVAILED
it wf wEmm T

AL CS

A0 ——




DECLARATION by APPLICANT: WRT® §IT 9w 9

1) | herety cordirm Bt all delads in this Form ars Troe 1o e besl of my knowledge, Ary false slatement will render my Applcation & ongoing assistance, i any,
labin tor (umCtion'cancelation

211 selemnly confirm Ma! assistance. if receved from Koshia Foundation, will be used only for the “purpose”, as statied in this Form, for which such assstance

wils rpuasted by me

) 1| hasredy confirm hat | save rot & will not in fulure, @vail of rembursement, in peait o in full, from amy other source/smployerinsurance company, of the amount

Ior which iy sssisianoe o reguested

11 4 v w7 e 1m w3 fied v wel fe 80wl € s T w vt e e o W e ww owm b A S e P o) W el
1) 4t g o ween oy e e, @ o oo | oo agdn s stve o) g 8 Bl fem e, # oy F oo B
n#:ﬁlmtﬂrm-mqnmhﬂdt_nﬂﬂ#tmhﬂﬂﬁhﬁtﬁwﬁinihi:huﬁﬂ-iﬁn

AGREEMENT by APPLICANT ( wiees g %77)

1) By affxng my signature or thumib Impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees 1o
une/publsh/pul-uprsproduce iy neme, sddress, photo & detalls of the “purpose’, for which such assistance is requesiedigranted, through any

ey, incksing but net imited 1o verbal, print, electronsc, for soboiting donations for Keshika Foundation andior disseminating information about if's
setitieslachiovemeonts, Such use ol my phole & detalls can be made by Koshiki Foundation belare ar afer my treatment or fulfiiment of the ‘purposs”
fior which assistance l4 being fequesiad

21 | (Apphicant) further agres Mat any such use of my name, sddress. pholo & detalls of the “purpose’, for which such assistance s requestad/granted,
will nal mtamatically entite me for recerving or continuing the sald assistance. The decision for granting andier confinuing the assistance will resl solaly
wilh the Trusises of Kostuka Foundafion, and their decision s this mgard will ba final and soceptatie 1o me.

1) T T ST e W e, # (i) sl e st qfe won o o ol s ol aee i ® wt sfonn we ot dn
am wid sl feem e g d wfe # ol e ow sl o9, e get agtn o uf) e s s & o fesht & T e

# wfn W % fve sfegn &1 3 wve w free S g ¥ e w e R W F f i wie” @ s s

1) & () o & = f R T T, v, 9 o e 2 we ¥ Tl 9wl 5 o e W e e g e |

"t " we e st =0 fdy offim s wumed W

APPLICANT'S SIGHATURE OR LEFT THUMB IMPRESSION :

siew ¥ e wm s w Pe
i g
q v L‘-
#"'il.

AGREEMENT by HOSPITAL (woym= g Wil )

By affung heteuncer, sgaatwe of our Authonsad Signatory for recommending ihis casepatient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept loliowing:

1] it we nedner @ee presenty nos will in future avail of linancial assistance from another NGO of any other source, for the sama patient/case, as we one
requesting to gal fram Koshika Foundation, to the extent thet such assistanca is granied by Koshiks Foundation, If the requested assistance is nol grantad
by Koshika Foundation, in part or in full, then the Hospital reserves its right 1o mike up the shortfall from ancther NGO or any ather source. This
confirmation essentally states that the Hospital will nol avail any duplicate assistance for the same patient/case from any other NGO or any offier source.
2] The assistance from Koshika Foundation & enly inancial in nature. The cholce of the trealmentprocedurs advisediconducted by the Hospdal on e
patian, bs based on the srrengement between the patient & the Hospial and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complele responsibiity of the treatment & i's culcome & satety of the patient, and Koshika Foundation will have no role o respansisility
in tve mntier

gt wiften, Fonwll W1 T @ ARG W~ s W fule aoen oy fewfon W w3, feR ows (reee) frer v @ wes el s b

1) mp te o o o she n o wfere of ffirn oo Sl oeerd et w P sem e 9w Aok oF O om W o . e s e e st
® firwfonfds s % v F “wfw e pn we i O s T oo e fref sfesee i v 0 e o # A e
foslt ==t wrwd wom W el o e @ T W e g T W g F e s we s e i wee e dhor iy fed
b womll wew  fell = e A Wi Aok

2 “wifrw wretve" @ A of wwen s fufe vt ot b B oworeme oo 4 o e @ fet o e W e SR e

= = fown # o sifew wetn " oo el s W w0 i e d oiF e e s SR o @ wd Tesel oo e

W1 ari sl C s Wt 98 e w faesoh eowed F o e

RECOMMENDED FOR ACCEPTENCE
\ ! ® ferg dhefy
Dste of Surgary SHAH
st < 2t G 06y

oulel[25 g o . & Rogm N with tam)
T AN o A A A

FOR INTERNAL USE of KOSHIKA FOUNDATION s Zwam g

SIGNATURE of TRUSTEE 1 : SIGNATURE of TRUSTEE 2
v | A R 2

S A

16-D8-2024



