/RN ~C- 23 -le~ 026F

K &hika

APPLICATION FORM F’drR ASSISTANCE . {HIIHhFIW]
HE !Iﬁ bl L (&% ) foundation
e TEE T e Y EE T
. , AGE-YEARS Wg-7 | sex fom
mnumm;::mr »ﬂaqﬂl l ” ,{_ﬂ F
;Amwswuﬁnm: ::]'ﬂflmﬂ-i E

PRESENT RESIDENCE ADDRESS wee vl 9

Sanme A% v T

OCCUPATION - b o i iaiadec b Wﬁﬁmfmmlm ( i)
TOTAL ANNUAL INCOME . |Anach Proof of Income)
b Sidhuibacla.n S?.ﬂ'?m!" CFQMJ (ST ) wow ) _Jq;![]
PAN No. U5 T T i
ARE YOU AN INCOME TAX ASSESSEE whkchiE e m =
wmmwmimmﬂgw#uﬁ:nmu ?”% —
FAMILY DETAILS Thimw faamm
5. No. Name of F [Trn— Age (Tears) Gonder Felation with Applicant
FO YA W =5 7 70 (i) fam i e i
1 h -+ [~ HuMbaaed
L Pacc 1 3 T [~ o
AE LL.de q A E DAL FE T Lol
BASIS for REQUESTING ASSISTANCE [Tick whichewer 15 apphicable)
wrren % = ey s
BPL Card ariificats Ration
{Attach Card Copy) mm.ﬁmmcm; tﬁmhlc:;‘:rj ;.m
nitt tan % 4 M s o vl T TG W 1 O e

“PURPOSE" for REQUESTING ASSISTANCE:
o i el feedt W gt

Sr, No. Medical Reports/Prencriptions Attached
w9 wEm e e 2 Wil w1 W uEEe I e
ME -~ C ptana4
L- E - C adanan4
o .
k‘SurHrE:r‘"f.. (LE) — SFES &+ VM MH
—+ L = L1
e
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T T W P W 3w e s wm A T o w7
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
=1 Awn wra i W Hi wf wewm mef
[ DBTY Aooe [ —




DECLARATION by APPLICANT: wws g Wi 1.

1} 1 nereby confirm at afl delals in this Form @e. Troe bo e best of my knowledge. Any fatse stalement wil render my Applcalion Immlﬂ-_l
laable for remctonCancoligiion - .
211 solemnly condinn Mat sssistsncs @ recevuad from Knchikg Faundatian. wil be uses only for e “purpose”. as stated in (ks Form, for which such pssistecs.
Wi roguriied Oy me
341 hemresy confierm Ml | fave met L will net iR lllre, @vall of rembursemant, o par of i Ul from any otter sourca/employerinsusance company, of the
oot T T BSAAIENCE S RGNS |
=

Nivesi{srmmifdS G i s g aw T s s T mia Y T w
1) 9 pow apes ofe “wifee et ® o W ot § e e ol ke T g w fied e wdm, @ wa s F oo i
nlp—{th-imiii ™ W e o wew fosn S e s el el @ 0@ fen € ol 3 o F ol

AGREEMENT by APPLICANT ( suizs pu %uit)

1) By afaing my signaturs of fhume impeession on ihis Form, | (Applicant) hereby agree & authorise Koshika Foundation and s Trusiees o

use pubishiipul-uproprodtuce My na, ﬂﬂ. plo & detads of tho “purpose”, for which such assisiance |s requesiedigranted, through sy
rradium, inclisding But not Emited 1o verkall, peel. slectrotic, for soliciting donstions for Koghika Foundation andiar desgaminating informakion about if's
aoinvites/achievements. Such uee of sy phole & details cin bo made by Koohika Foundafion before or after my treatment or Tullilment of the “purposs”
for which assistance |s being reqlesied.

23 | (Applcant) further agres that ﬂ““ of my namd, sodress. photo & Setails of the ‘plrpose”. fad which such assslance s requastod/grantsd,
will nol automatically entitie me for receiving of continuing the said asalstance. The decision for granting and/or continuing the assttance will rest solely
with the Trustees of Koahika Founcasion, snd thelr decison is this regard will be final and acosptable to me

1) T e e s o e s, A rtew ) st o o i won f we atfere wntte she et st * et fean wam f B g o
um, wh @ fwr e v F e B CwiveT om ol o e o e 0 oRd il st st ) fed Tl 8w o

7 vt v % o afiee B W T o S ra 3 ot W §ow w o St wEe w At s b

Nt medan il m T w9 i i A S oem § o § w02 e T W T T W) W owe

"wifevan ™ T Tne et wa Paede alfien b el g

umcm'n SIGNATURE ORt LEFT THUME IMPRESSION -

AGREEMENT by HOSPITAL (e g %3)

By affixing herounddd, nignatune of sur Authonsed Swgnatory lor iecommending this casaipatient for financial assiglanca from Koshika Foundation, we
[Hospital) hereby afirm & scospl lollowing:

1) thint we neither are prasently nor will i future avail of inoncial sesistance from anothor NGO or eny othor source, for the same poliontcase, 48 we o
requesting o gel from Kozhjka Fousdation, o the sulent ihat such assisiance i granted by Koshiks Foursdation, [f the requestsd assistance is nol granted
by Koshike Foundution, o parl or in fll, hen the Hospitel reserves it's ight 1o make up fhe shortfall from snother NGO or any olhor source. This
confirmaton essenbaily states thal the Hospitsl will nol avall any duplicate assistance for e same salienticass from any other NGO or any other source
2} The pesiglance fiom Koshika Foundusantsonly fnancial innature. The cholon of the tresimentprocedurs advised/conductad by the Hospilal on the
paben), is based on the srangement beteesn the patien! 4 the Hospital, and is In no way influenced by Kashia Foundation. Hence, the Hospital wil
assume sole & complate respontibelity of e treatment & ity culcoma & safoly of the patient, snd Koshike Foundation will have na mla of responsibility
If e maiter.

et il wenrl W slr @ ekl wd “edfew s @ fade s by feafn W el #, Bl we (reeme) B wE oo 0 ele ek b

1) wr fE 3 @ wiwm sl 3 wfiee F felm s Sl & areft sieey w fedl o s R e Titae o R w R o £, 98 B o “elow e
A el T8 % s § “wifrs soes" 0 o i I B ol Cwie st o e Rl sfeeaes iy o o few = @ seEm
fedt sem e ol v w fand o e @ wpee A om s e e o e o v owe o # e s ol S T e i e
A1 v stow w fodl w= e 9 W S

1. “witrs wews" o @ v wee R wia S T W v g 9 W W R TR S Terien w

o W W fewe 4 ol wifm st g el e wif e ) by vedied e F il @ v e s 3 a5 T
W e b e o e s Fierd v et o ) el >
RECOMMENDED FOR ACCEPTENCE A | 2
= wiept & o, wwgf : 0 j *]
Date of Surgery DR SIMRAT CHANDI \ f;;'
witm % MBBS, MS " o
DMG - 48540 e Signatory
18 [1ef23 D, & Regn. St SHmal... %
TR W AW N rE S AR 5 0w e s s
FOR INTERNAL USE of KOSHIKA FOUNDATION st awan i1
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
= W | = e 2

o /]

Y JFAE

15-06-2023




