NRA - C- 23 o[ = o3ug

APPLICATION FORM FOR ASSISTANCE (Healthcare)
\ HETAM Y ST Wy (vTey tEpaE)
APPLICATION Mo, - APPLICATION DATE -
_—_— \r) el 13[:;1-43 s ‘?‘.5/#‘,’/-%3
MAME of APPLICANT AGE-YEARS 30-=0 | sex fim
HETE W W M#ﬁ%u*l{}“ {"f ’/‘.L?
mwm: F’Ld(
PRESENT RESIDENCE ADDRESS waws sammira v
IEMIWHHTMF . (Y
/) =
X . : 7 «fr galjtal
PERMANENT RESIDENCE ADDRESS : Fam =
A ONE AR Abive
oy Faxom erg WARgies (i) | UNMARRIED (sfvafir)
TOTAL ANNUAL INCOME - = (Attach Proof of Income)
W wffs s S8 e[ (= wmwwe) A/
PAN No. 578w e
mummeuwmy: Yos / No —
T AT S W f s T W s W w P e ¥/ A"
FAMILY DETALS witam famme
S No. Name of Family Member Age (Years) Gender Rulation with Applicant
T W gftam w T nmm) fism n#mw
= 9 (4 AT ATV 5o =3 Tl e
a4 Fode s 3 = b Al SN
5 | TSy [ 2 9 [ b‘auc}m-f en N Leil
i
5 Pamagy = ) crraanA TN
BASIS for REQUESTING ASSISTANCE (Tick In appiicabis)
e % fo ey s
BPL Card
{Attach Card Copy) 1&%;.” m g::l Wmm
wid) tan ¥ e v vy Y AW O e T TN wE = W T
(W o W) wen o weny wh (v o = ww iy sy =t (e ot o oy o oWl
“PURPOSE" for REQUESTING ASSISTANCE:
¥y o e gt
Br. No. Medical Reports/Prescriptions Attachad
W Wuw st mﬂﬂ'rtm_q:lﬂm
| == Catanacs
LE- Catariaof
y/-f} B I T T
WS HA—E N =EJ SJosd P am
S 4 — —
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
¥H I W ¥ 0 sen anmm Pedlt o e @ fom e w7
Sr. Mo, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVALED |
w 579 v W1 Ay #t = werm o
» T Q_&arff.r—




L

DECLARATION by APPLICANT. sms 5 = w1
¥} L heeaby confinn that all detalls in this Form ate True 1o the best of my knowledge. Any false statement will rendar my
linbie o rejection/cancaiabion.

2} | schemnly confirm that assisiance, ¥ recelved from Koshiks Foundation, will be used only for the “purpose’, as stated in this Form,
was requastod by mo.

3) I heraby confirm that | have not & will not in future. svall of reimbwrsement. in past or In ull, from any other sourcelemployer/insurance
for which this sssiatance i equssted,

1) s v o fov w3 el el v S0 s % s e v ) wi e e oF w0n s e e @ 49 e B o
2) Wt pu e vl v sl @ ol w ol b, T wwin el wtes o off o foed S mdm, W pm aes o wo e 4
3) # o wom { s Pow o o W b o) i &, 50 o = s w e frew e v s irdtesaln vt A 9 o o sl a s F oy

AGREEMENT by APPLICANT (508w 50 %01)

1) By aflixing my signature or thumi impression on this Form, 1 (Applicant) hereby sgree & authtrise Koshika Foundation and It's Trusiess to
usa/publishiput-uplreproduce my nine, addres, pholo & detalls of the “purposs’, for which such assistance i roquosted/granted, through any
medizm, Inciuding but nol limited o vertsal, prind, edactronic, for soliciting donations for Koshika Foundation andfor disseminating information about it's
activitios/achiovements., Summntmphm&dlmlmumdnrﬁnmmmummuummyhulnmﬂuwﬂh'pm'
for which assislance is belng reguosted.

2) | (Applicant) further sgrse thol sny such use of my name, address, phato A detalls of ihe “purpose”, for which such assistance is requested/granted,

ﬂmmmumrwmmmmmmwumnmmdﬂmummunwmwhmuum
with the Trusiees of Keshlka Foundation, and {heir decision is this regard will be final end acceptable o me.

1) WSS G A W o v (e el aedl o g won f o “sifoe et o see snind * wh sfiege wee f 4y e,
wn, W o ol ey e sife 8 8w o s, o, s g at  w vided si sveiedl % ford fd o v wem

# yaftn w1 = fog. e & 3t v e 3 v @ W R W S e e e W e s

2) & (andew) v W & wes ol T, T, 98 o femor @ e s 3 s @ s § 59 e wee w e o ve vy

*wife” gy wwd =wfind w fiely adfen obr wreemll v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION |

AGREEMENT by HOSPTTAL (vwsme oo W)

By afMixing hareundor, Hzmhrnﬂnwnulmnmalwmh mecommaending this case/patient for inanclal esaistance from Koshike Foundaiion, we
{Hosplial) hereby elfirm & szcept following:

1) that we neither are prosently noe will in fulure avall of inancial assisiance from another NGO or any olfier source, for he same patient/case, as we are
requesting io gel from Koshia Feundaiion, to the extent that such assisiance s granted by Koshika Foundalion. If the requested assistance i not grantsd
by Koshika Foundation, in part ot in full, then the Hoopital resarves 1t's right to make up the shortfall from another NGO or any olhar source, This
conflirmatlon essentially states that the Hospital will not avall any duplicats assistance for the same patienticase from any other NGO o any other source.
Z) The assistance from Koshika Foundation s only fnanclel ia nature. The chalcs of the trestmaent/procedurs advised/conductad by the Hoapital on the
puﬂm.uhuudunﬂunmngumn’:bﬂwmIhcpauml.ﬂumapw.uﬂhhmwlwmmﬂmmﬂm,nﬂwﬂ
mI:'mm & complete fespansibiiity of the treatment & IT's outcome & safety of the patient, and Koshika Foundation will have no role of responsibility
in tha mattes.

vt e, el W ol o el W i e W el weew dy fredtn o sl 8, Sl oew (vvome) Prer e & e w e wd b

1) W 5 5 @ e & @ ofee o S wper fed dweht v w el 5w O v TR F W w4, 3 e v Swifrw e
W fgwfm Ay 22 o soae F “sifie wete g o iy I 6 o Csifon s e aee fel sfreee o T W e w & 0
Poiht e fe woed s o Pl e e o o W e g T 6w e S W s o § A et e et Ty e

% wrmd sien w fed s e F o A

2 "wifeen wrev @ o of e S fw vl W b bR W v oo @ of e AR Tverdve W v

% v w faw & ol “wifoe st o fet s W v i oyl weme F 8 @ verx o b o ; Wl o wew
v i =) farsialt v st F = dh ;
w o Wi wfw w w fﬁﬂi
RECOMMENDED FOR ACCEPTENCE o T =
Dr. TANUS G e 3t e HIZTME
Date of Surgery ; -
v w mi OMC-T6487
t(/ﬂf/ﬂj {Name of Dr. & Regn. No. with Stamg)
SR W TR o v g

FOR INTERNAL USE of KOSHIKA FOUNDATION  sp=fts wwai ¥

SIGNATURE of TRUSTEE | y SIGNATURE of TRUSTEE 2
el FE |

ot.12.2022




