VR o~ €-25-¢| — 0523

APPLICATION FORM FOR ASSISTANGE (Healthcare) K%hdea
HETE ﬂ'ﬂ\ EET WY (vamg EEE ) m’
mm.: VT o fg_gr a3 Wm; Io’a;/:tg Busing block of ke
: : -
g e, ‘J.v'm’az- A B

e Chadin pal

SAgnE A8 Abfye

. {_absun \MARRIED (TR187) | UNMARRIED (i)
TOTAL ANNUAL INCOME - {Attach Proof of lncome
A afts s \3{}(:’?,1?/‘4- (mwmmll ,N’-[A
PAN No. 7T & 5o
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever [s applicable): Yea [ No j_ e
W s o wT om € (R T R T wowh oW e /M
FAMILY DETAILS wiam famm
B Mo Name of Membar Age (Years) Gendar Relation with Applicant
0 TEm qftan & w AR W () i WETH ¥ HW
L a ! P E | Ee
p 2 PFoc P & i) A7 Z T
7 U AL 23 E 3] m4€_2|.dﬁ«_mm
for whichever is applicable)
e w ferd frafn s
BPL Card Certificat
{Attach Card Copy) (Attach Cartiiomss Copy) (ARaoh Consl SNY S
it b o v T wes ol g T A Wl w1 o W
[wa T W o o S w6 (W T W1 W W we W (W T2 W oW W EEE W

“PURPOSE" for REQUESTING ASSISTANCE:
wrram ¥y fad m firdt W ot
Sr. No. Medical Reporis/Prescriptions Attached
w0 HEn weTme T @ Wi W nf Wi i s
AE — { ada et

LE - [ gdat PNl -F

ASSISTANCE BEING AVAILED for SAME “PURPOSE" Irom OTHER SOURCES
W g % ¥ W s gwen el s wm W frw oo
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Ll 57 T W it wf e ol

i P JECT Reeef—




DECLARATION by APPLICANT: WHT¥ T Wivm

11| heraty confinm thit ol detats in this Form ane Troe (o (e best of my knowiedga. Any Talse statement will render my Apphication & ongaing sssistance, I any,
Iable for mectionicancellation

2) | solemnly confirm Wit essistance. iIf received from Koshika Foundation, will be used anly for the "purpose”, as statid in this Fom, for which such assistance
was requested by me

3] | heretyy confirm mal | nave not & will not in future, avail of rembursemant, Iy paart or in full, from any other sourca/smployerinsurance comgany. ol the smoun
far which fhis sssistiance is requésted

1) 4 sy m{f:mmiM'ﬂﬂmﬁwﬁtmﬂﬂmhﬂﬁmﬂmm-ﬂliﬁmmﬁ-niil
3y &t g o s i ~wfee wrsnet, @ o oot b, Tow mein ol wdve o) ¥ S Taem e, @ s F v o

1) # ofe s £ fe fom wrm iy o wrdn 9 o &, of w sles w s e Rl e oy el s @ 9 W frw § ool A @ ol F S
AGREEMENT by APPLIGANT ( siaes &m =11)

1] By lmq-nqm?wahﬂnrmmmmlmwmhFum.ttﬁmmlhmbywllmmmw-ﬁl’!Tm i

Lse publshput-uplraproduce my name, address, photo & details of the “purposa”, for which such assistance is requestedigranted, through any
medum, including but nat fimied 1o verbal, print, slectronic, for soliciling donations for Keshika Foundation andior disseminating information about I's

acties achievnmhents, Such use of my photo & details can be made by Koshis Foundation beliare of after iy treatment of fulfiiment of the “purpose”
for which assstance is being reqglestsd

21 1 (Apyelicant) further grae that ary such use of my name, address, photo & details of ihe “purpose”, for which such assialance iy reguested/granied,
will not automatically entitle me for recetving or coninuing the said assistance. The decision for granting andior continuing the assistance will res| solely
with the Trusiees of Koshika Foundation. and helr dacision ls this regard will ba final and scceplabie 1o me

() T W ET e W s W e, 8 (smiew) sl wrefh ot fe wew f o vt st ol s il " W sfeq wn o e do
om win st feers vm o d i, i e T S, O, e QR Sge @ O e s avetend @ fed fed @ v owem

& wure wrd % fm wfens £ 9 v w P B e W @ e 8 e ¥ e s wade" w S afee

2) & (siew) oW @ v f e Ao, v, 9 ok fae o B ww € gl @ widin g v e W wwor T T W e o

*ulifan” vy ok snfiedd oo ety affie ol el

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
swTw % Temn W A W fe

L]

AGREEMENT by HOSPITAL (weess o wm )

By affinng heteunder, sgnature of our Authonsed Ssgnatory for recommanding this case/patient for finsnctsl assistance from Koshda Foundation, we
{Hospital) heraby affirm & accapl following:
1} it we novther ate presonitly noswill in futune avail of fnencial assistance from another NGO or any othel sounce, for the same patient/case, is we are

i gt from Kashiks Foundation, to the extant that such assistance is granied by Koshika . If the requesiad assislance & nol granted
by Hoshika Foundation, in part of in full, then the Hospital raserves it's right to make up the shortfall from another NGO or any olhes source. This
mmﬁmﬁllrmmmﬂmWﬂﬂnﬂmwmhhmmmmmwmmwwmlmm
2) The assistance from Koshika Foundation is only financial in nature. The choice of the reatmentiprocedure advised/conducted by the Hospital on the
patieni. s based on the airangement between the patisnt & the Hospital. and is in no way Influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatmant & if's outcoma & safety of the patient. and Koshika Foundation will have no role o responubility
i e matlsr

st s, it W) it @ S W e st @ fufie s oy frsdn o) a8, st e (wee) B v A wes o s s

1) B o1 8w sl 7 @ stve o i e fedl T wow s m feit s wie W TR TR & o A @ 8 R T oen Ceifew e
# frttfvets e % w4 “wfe R o wee iy e b o s e o weem e sl ) T T e o oW s
feaft s B wrwrd wfen o S e we § Twen o W sfe grive vew & v o o e o wm b e e fpfin T e ddame 1y el
&5 st st o ol o= e @ ot S

2 “wifiw wEdw" § o 7 W 9w fai vt S 6 o w v g G o wew @ el o sveusiew W o a0 e e

& i w e & ol “wifere wrstn” g Sl v w0 wf o ol b gelie weme O 8 g e ol st o) wf Pl SRt o
o il ot e W wid qfteen m fechh oy o i

RECOMMENDED FOR ACCEPTENCE Dr. SUFYAN DANTSH |
5 W*Mﬁaﬁr P |

M.B.8.5. DOMS, LI
Date of -
S | R T
H/ﬂf{ig P - No. 37413 46 & Regn. No. with Stamp) — "
...:-:.._.......m ‘W v 9 L A W AW e s skl
FOR INTERNAL USE of KOSHIKA FOUNDATION  aafi®: 3w g
AR 5T TRUSTEE SIGNATURE of TRUSTEE 2
2 T | T T 2 ;

7 BAE

18-08-2024



