s Yoaow - C-2¢—pf — 14K D

APPLICATION FORM FOR ASSISTANCE (Healthcare) K?hka
SNt
HETHW WY AEEE gy (TEn e ) fourdation

mew s M[072377 1190  [ERE e [24— et

NAME of APPLICANT N AGE-YEARS 573" | sEX fin |
b W | SO sy 58 ~P‘ ‘ ‘
FATHER S/SFOUSE'S NAME 1

NS W -ps.ﬂh..phn.gi

TR, (Ao r'rwr-ﬂ"ntm o &
{ el e J | - =
B i QAL A e O bq/ﬂlbk’ w
PERMANENT RESIDENCE ADDRESS - i SWRE
Selwndl ol Oingw L
]j : ‘hL-!'ﬂ w:m:m
mmmuumm N {Astach Proof of Income)
4o00] - (S + W )
PANHn n!ri | H -
iummm;ummmmmumml Yes | No
AN W R 5 B (W wm N IR wou  Fe e w W
FAMILY DETAILS witamt e
B¢ No Name of Family Mamber (Yoars) Gander Rulation with Applicant
Ll o e wmaml Tl =) m F Ty =y
1 | 1 & —

4 C
I —Anza) B v ok
BASIS hl!ﬁu!muu‘mu Fh‘.h whichever ls applicabis)
wmE % Tl e s
BPL Card Certific
(Atiach Card Copy) Mmmmusms mml Any Other
T R E o S we1 N W T AT WE po—
(WA WW W BT W R W (W vy WY wem wf e W (W9 T W W W A ) e
"PURPOSE™ for REQUESTING ASSISTANCE:
were ¥ et m feelt W et
54 No, Medical ReportsiPrescriptions Attached
Fh U sEvER # Wi % nf st g we

NaThesid I PR V2T PR TP S—
NS Sonlc colamaey

L -

ASSIETANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ I % # i 5 wew fes w= wh A e o 62
St No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED

T
RS b3 1 sTul ﬂ;r -




DECLARATION by APPLICANT: SET% @ Wi Wi

1} | heratyy cosilierr that oil detads in this Fotm ane Tree (o tha best of my knowleoge Any fatse statoment will rendor vy Appiication & ongoing ausistance, i any
iiabis for rejechoniancesiation _

41| solermaby confitm fhat sesistance, If roceived fram Konhika Foundaton, wil be used only for the "purpose” o5 stated in this Form, for which such assistase

Wis reguesied Dy me.

4§ | epeby condeen that | have nob 8 witl ot In luture, avail of rembursEsmen ir part or in full, from oy Sther sourcaiemployetinsurance compary, of the amaount|

tor which this assistance i requesied

11 & siwe wo o fe w2 frd ok ol fewe 3 wenlt & g s o o b wfe W S o e e v b F 90 werwe few ¥ W el b

1) g W o Cwiee weee, # A wm o #, s e 7 st R g = e e w2 v wen o

}:liﬂm{hﬁnwhwmndlwwﬂ-mﬁ'!mmmmWM:aihlt##ﬂ—ﬂ'!ﬂ|

A T by APPLICANT (wiew g 7 )

1) By affmng my sgnating or thumt impression on this Form, | (Applicant) hereby agree & authoriss Koshikn Foungation and it's Trugiees 1o
usepublishipulupiepoduce my name, address, photo & details of INe “purpese”, o which such essisiance s requesiedigranted, through any
modium, nciuding but net limited to verbal, print, plectronic, lor soliciting donations for Keshika Foundation and/or disseminating Infarmation about s
attvines achiovements Such use of My phote & detalls can be made by Koshika Foundation before o after my treatment or ulfilmant of the “purpose”
for which assistance s bing requesied,

2) | (Apglicani) fifthar pgees that any sch use ol my name, sddress, photo & dotads of the “purposa”, foc which such assistance is rquesied/granted,
will not sulomaticagy enfitle me for receiving of conlinuing the sali assistanoe The decision lor granting andior confinuing the asssiance will reg! solely
wilh e Trustees of Koshius Foundatian, gnd thelr declson s this regaid will be final and acceplatie Lo mb

1) W W T W S W A (b Tl wte W g e o e e sl awe i © w5 e s T S,
g, W s @ e gm won 4w §, 30 Swifew” e e, o5, weW e EE W A0 Wl S aveieed ¥ fit fed o o e

# yatn Wl fom afve &t v w feee 6 oo ® wed @ e 2wt F P e sl x el oy

1) & comiow) ww oW W wre € % A e, o, w obe v o 8w F werdl @ wfds & R v e w seor S S we ww d

vy v Tee i o Pl s s o g

APPLICANT'S SIGHATURE OR LEFT THUMB IMPRESSION :
ST % W W S = e

by HOSPITAL [ resim g0 %)
By affinmg hevsuncer, signatune of our Authonged Sumlr?ﬁrﬁrrﬁmmnmnu this case/patent for financial asustance from Koshika Foundation, we
{Hespilal) hersby sfiim & aconpt loliowing:
1] Fnt we reitter are presently nor will in future sl of inencal assistance from another NGO or any ofher source, Tor the same patient/case; as we are
roquesting to gel from Koshika Foundation, 1o the sxtent tht such assiatance i granted by Kathika Foundation. ¥ the requaested assstance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's nght to make up the shortall from ancther NGO or any other source. This
confimaton essentially stales that the Houpitsl will not avall any duplicate assistance for he same patienticans from any oiher NGO or any other source,
21 The assintence from Koshika Foundation is only financial n nature. The cholon of the ressmentiprocedurs advisediconducied by the Hospital on the
patient, ki based on the srtangement betwesn the patient & the Houpital, and in in no way influaiced by Kashika Foundalion. Hence, the Hoapital will

assums sole & complete responsibility of the treatmant & it's oulcome & safety of the patient. and Koshika Foundation will have nd role or responsibllity
I this matler

wisi afew, wenei o) 6 S WSS s W Tam wem o et w1 = 8 B we (o) TR T @ W T e e

1) we e 3w w1 R i o Sefve wmen SRl e s o Pl s v A T Ot F o6 ow W o B e e witfiee et
7 frwimfods T 8 wa F " wifn ersem go wee i fe oo cwifeen wrsime” oo ween fefi sfreosm by ool fow owm oW e
fosit w= By wwt W w fe s S e W afess g v b o g ¥ we s w § fe soe i aee e el el
fr et yow ) e wm A A ) el

2 “wifme wmrwe” @ ot of awew e fidrn vl ot & R 9 e oo ) of s w Sl snesien s e o reEme

w oy w feen & ol i wrst T g el v w0 an g T b ol weem F R @ e gon e s e i wl feenod o v wen
R il s i % w9 g W e T W § T e

DIL"C of Surgery
st & i~
\V2

'\:?\ o W T a-ﬁ‘{m W 9 W A s S

LBOR NTBRNALSE of KOSHIKA FOUNDATION _ s=-frs 7t i

m1 SIGNATURE of TRUSTEE 2
=t e | e e 2
" TN E

i /.

18-08-2024



