(-23-¢1- cYyqq

AFPLICATION FORM FOR ASSISTANCE (Healthcare) : K{)S hlkﬂ

HETH B, AT WiE = il foundation

APPLICATION Ho. - APPLICATION DATE : -0 - 2023 Bufiding bloch of s
s )| 0923 119 :

NAME of APPLICANT : AGE-YEARS WT-TW | SEX i
TR W W v
“Jaxina 2 £

FATHER'S/SPOUSE'S NAME

PRESENT RESIDENCE ADDRESS A STEETE A

preeP

PERMANENT REGIDENCE ADDRESS ; 4 S vl .
f< above 149 Javimg
1
?E‘:m“:"‘“m- Kem MARRIED [P 1 UNMARRIED (sifimiivn)
TOTAL ANNUAL INCOME : (Attach Proof of Income)
¥ Vs #m =AY (09 1 @ we1) A
PAN Mo. Vi & w&0 R
ARE 70U AN INCOME TAX ASSESSEE [Tick whichever is applicable): 't'n )
m A W w T ¢ (W W= 6 I W W e e }
FAMILY DETAILS ﬂﬁm‘ﬁﬁm
5, Na. Name of Family Member Age [Years) Gender Relation with Applicant
W HE fmm & weed w5 T 39 (7} fein e G L
7 - Tabbikip,d S /N I Hutband

BASIS for ﬂ‘Emeﬁ'l'IHG ASSISTANGE (Tick whichover is sppiicabls)
% fl famin s

BPL Card EWS Certificots Ration Card Any Other

[Aftach Card Copy) (Attnch Cortiflcate Copy) {Attach Capy) BasisiProal

witdl e W A wEm st s Wm0 o wH = oY v
(w3 %1 wen uf W i (% 5 W owv i He wh (s W e W W W

“PURPOSE" for REQUESTING ASSISTANCE:
worm oY fed o fa w e
Br, No. Medical Reports/Prescriptions Atiached
W HEn sremvElsT | Wl W v wind e e

) DIAANESIC PF —SENLIE CHIRWK]

[F <~ CEnNLLE  CARRAC

N H‘u%zﬁ =PE- SIS JITTH PrmA

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W kv ® v s weem Rl o wim B e o @7

S, No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
U T = = W o #il mf T Tl

A
\ Ml




DECLARATION by APPLICANT: e BT siwen ¥: +

1) | hereby confirm that all detils in this Form are True to the best of my knowledge. Any false statement will render my Application & ongaing assistance, i any,
lighla for rejection/cancaliation

2} | solemnly confirm that assistance, i recelved frum Koghika Foundation, will be used only for the “purpose®, as stated in thes Form, for which such assistance
WaS requested by ma

3} | hereby confim that | have not & will not In future, avail of relmbursement, in part or in full, from any gthar sourcaramployeriinaurance company, of ihe amount
for which this sagistente b requested

1) & siwen wom o B g e R fed el fe 0 R o o W w0 R W i e o e s o € @ 6 e o @ m w

2) & g e ofn Cwife w2 S o ot #, em w5 ste W o S e faen i, W = oy o o

3) & gfe s § % e wem #g v b w4, 9w ofn W afew wowes fren e s sin it se @ q o e @ sl 6 e 3
AGREEMENT by APPLICANT (== 1 wm)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agres & aulhorise Koshika Foundation and It's Truslees o

usa/publishiput-uplreproduts my name, address, photo & datalls of the “purpose”, for which such assistance is requestedigranied, through any

mediurm, including bul not limited 1o verbal, prinl, electronic, for seliciiing donations for Koshika Foundation andfor disseminaling information about it's

Bolivilies/achiovements. Such use of my pholo & detalls can be made by Keshika Foundalion befere or afier my treatment or fulfiiment of the “purpose”
for which agsistance s baing requasted

2) | |{Appticant) lurther agree thal any such use of my name, address, pholo & details of the “purpose”, lar which soch assistance fs requested/granied,
will nal autamatically entilie me for recelving or continuing the said assistance. The deciskon for granting andior continuing (he assistance will rest salaly
with the Trustess of Koshika Foundation, and their dacision is this regard will be final and scceptabie 1o me.

1) W R S W W s W e, () v e 9 9w o Cwitee st s o i st st wo f e 0 am,
n‘a‘r,wﬁaﬁrﬁmmmimi.ﬂ'ﬁﬂm'mm.w.mmmﬂ]ﬂmmmﬂﬁmmdiﬂmw

W wnftn W % fir g & 5w W fewe S e ® W @ o § e F fam wifoe wrsdert | s sl 6

2) A (i) we W wew f B A0 w1 s fawor 9 e e ® gdvadl @ widn & q e e W) s v ooy o

“wiftem " v 3o i w9 Pl sfim s eser s

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

e % T W AR W e
1%
=
di. AGREEMENT by HOSPITAL (w=mm T &m)
By sificing hersunde, signaturd of our Autherised Signatory for recommaending this caselpalient for financial assistance rom Koshika Foundation, we

{Hospital) hereby affirm & accept following:

1) that we neither are presently nor will in future avall of financlal assistance from another NGO or any other source, for the same patisnt/case, as we are
requesting to ged fram Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation, If the requestad assistance ks nol granted
by Koshika Foundation, in part or In full, then the Hospital raserves II's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states thal the Hospital will not avail any duplicate assistance for the same pafient/cass from any other NGO or any other saurce.
2} The assistance Irom Koshika Foundation is only financial in nature. The choice of the treatmant/procedure advisadiconducted by Ihe Hospital on the
patient, 1= baged on the arrangemant batwean the patient & the Hospital, and is In no way influsnced by Koshika Foundation, Hance, the Hospltal wii

assume sole & complate responsibliity of the treatment & it's outcome & safety of the patient. and Koshika Foundstion will have no role or responsibility
in tha matter

mw.mﬂﬁmamm'mwammﬁmﬁml,mtumiﬁqmﬂm-mmh

1) W 6 5 8 i d T 6 s o e e et wend sem w e o e 6 Tm dees O o A o #, IO TR s e
A fawinfel 78 F ww F Cwifre Rt om ne 6y R b ot wif s gm e faef s rss b e 0 fem e o s
fot s iy wowd e W A S TR W e @ w s gees e ) ve g 4w wn e e s e s e dlmet )
e vt won G s wnE &9 S

L “witn e A A ok wre wue fafr vl o b A0 o e pn 6 o we om e emeriee W oge B oF T

% dre w frww o il e g e wew w el oo o b i e o 8 e g s s o W A el o o s
wi el sl st ¥ s qiw m fed o e

e

el e Ny

Date of Surgery \ -
aﬂqi:;it':ﬁu Dr. WAFI ANSAR] CHARAN MASSEY N
o Ms QFLJ,-L.,,.I (Name, Desiiation of Authorised Signatary
b L& Ne. with Me Crpafla E
) e e R T
FOR INTERMAL USE of KOSHIKA FOUNDATION mmtq
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

=] W | T PR 2

Y s

W

14711272022



