APPLICATION FORM FOR ASSISTANCE
e B ERT WEY

(Heaithcare)
(v TER)

AFPLICATION No. :

AT T -

Ve3as( 1283

APPLICATION DATE: 2T [o 5
s fivdt ( 3"2

FETE T

H.I’l-_ll'-'E al APPLICANT -

Revan chort am

AGE-YEARS 37%-mi

SEX TEn

a5

Y sk

R

FATHER'SISPOUSE'S MAME :

Oy irnery  Simah

L

FRESENT RESIDENCE ADDRESS =W/ S=1&d val

-

o

Tt Hadmes P 385130 %

PERMANENT RESIDENCE ADDRESS : ™% a9

Sagv e Ak Aalove

1 hika

foundation

e

I
Braildirag bhock' o lifn.

S L_od ct i WARRIES (T#ar#7)) | UNMARRIED (i)
TOTAL ANMUAL INCOME : {Atach Proof of Incomae)
57 e Uy eve| — (zm o ww we) AL

PaM No. T oW W=

L AT S T O

ARE YOL AN INCONE TAX ASSESSEE (Tick whichever |s appiicable):
£ (s ure 9 0w W o el

Yes i No

LR

L

FAMILY DETAILS ufiaEm M

[ WP U w Wi He w6l

(v 2 ¥ = i HEE

Sr, N, Hame of Family Membaer Age {Yaars) Gender Relation with Appllcant
w9 HE ui@En & H5dl & 9 I (a) fn AT % § e
¥ E-r,.-bf-‘r"lru_,- gl e (i) = L e
o - Thn, i) | [ o (524
il b
HAaNians 20 = &m?f__.ﬁ-fm | MYt/
BASIS for REQUESTING ASSISTANCE (Tick whichever i applicabla)
e & e Al amm
EPL Card EWS Cartificat Ration Gard
(Attach Card Copy) {Attach Conificate Eup}rl Im'.'a;:h cun:g] ;ng:l,m.rﬁwfl
e TS A T O FET AG T WA 0 FTEE EWE s wE W

e w5 w wiE e

“PURPOSE" for REQUESTING ASSISTANCE:
wEEm 7 T W I

Medical ReportsiPrescriptions Attached

5t No.

E w;m srmEEE § W S e g g
FE —  adaesl]
- — Cafla 4L
= P
g eng~ RE)- S (0 FrP A aE
VAILED for SAME "PURPOSE" from OTHER SOURCES
M_:LMEE BEING A :ﬂi 31:!:" ur S #mm!.i Fsdgheiers

Sr. Ne. NAME of OTHER SOURGE AMDUNT of ASSISTANGE BEING AVAILED

e A= = THE W A w1 wew T

[«

TRIT

Yp o0 /——




DECLARATION by APPLICANT:: S8 @ =19 wE:
1) | harady confirm that a4 datalls in this Foum e True o he bast of my knewledge. Any false ststemsnt will render my Applicalion & ongolng assistancs, if any,
lasle for rejectionicanceliation.

2) |'salemmly confirm that assistance, if received from Koshika Foundetion, will be used only for e *ourpese” as stated in this Form, lor whith $0eh aselstante
was retuesied by m=

31 vty confm (| maes nol & will notin future, vl of reimbursesment, o psdor i full, from any Sihes enurcelemployeriinsurance company, of he amounl
Tor which this assisiEnce = réquested

1) & wiwor o e om w8 fid ol ) e 80w ® wem w ol e ol s fay vE o s e w42 e e W W ae d

20 4t gr o weem afn W s, @ w ol 4 v = w8 e e o, W ow wen A v oo

3 4 e wom f & o s o e e oo 4 = ofn W wew W wee firem Sl s Smimemeen s @ 7 0 T # of 3 # s | S
F.GREEMENT by APPLICANT (=% gro =01}

1} By affixing my signature or thumb imprassion on this Form, | (Applicant) hereby agres & sulhonse Koshiks Foundation and it's Trosteesdo

use/publistiipul-upireptoduce my name, address, pholo & details of the "purpose”, for which such essistance is requesisdigranted, through any

medium, irchsding tut nat limited to vertsl, print, electronic, forsoliciting donations for Koshike Foundatioh and/ar disseminating information sboul t'e

au::u'tlﬂesfa_l:hiémementf.». Such use af my photo & delals can be made by Koshika Foundation before or aftar my trestment or fulfiimant of the *purpose”
for which sszislancs i baing requested.

2} iApplicanty furthor agres. that any. such use of my mame, address, photo' & details of 1he "purposse”, for which sieh pesislanse is reguestedigrintad,
wll net aularmath=lly enlitle me for reeelving or aontinuing the sald assistance. The decision far granting andler continuing ths assistance will rest salgly
with (ha Trusteas of Koshike Foundation, and Whelr detision & this regard will be final and accentabia 15 me

|} 5= W W T W A S e e, (ames) s w1 o S T et setem s ave = * Wi afivgn won ¥ T w0 =,
wm, i sdte A T ganawy F i @, 59 s TER, I, o, e g Tt 8 W niaiaie by pyefad 2 Rl fed o wem smom

H v & = fom Sfem At v S ﬂim%m&mmﬂmﬁ%m%ﬁﬁmmﬁq"wmﬁaﬁmh

20 () TR R O T A wm, R o e ot B owen T A o b 98 s ovem = v v = owee

i TS T e T e S ST R

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
e s ey R A R

241
AGREEMENT by HOSPITAL (v=== o0 w7

By affizing harcunder, signaturs of our Authorsed Signatory for rocommending this cased/pafient for financial assisiance rom Koshika Foundation, we
(Hospital) heraby affiim & sedepl lallowing:

1] that we neliher nre presently nor will in future avall of financial aesistance from another NG oreny ofther source, lor the sama palisntcass, as wa are
faquasting b getfrom Knshiks Faundation, Lo the extent thet such sssisfance is granled by Koshika Foundstion, If the requesied assistance is not granisg
by Koshika Foundalion; in parl or in full, then the Hospital reserves i|'s tght to make up the-shordall from another NGO or =ny other sourca. This
canfirmation essentially stales that the Hospital will nol avall any dupliosts assistance for the samie palienticase from sny oihar NG dr any ather entircs
<] Thir askistancs from Keshka Foundation (s only finencial in natwa. The choice of ine treaimentiprocedura sdviseciconducted by the Hospital or the
patiant, is Laset! on the arangement Batween the pstient & the Hospltal, and bs in no way Influsnced by Kashika Foundation, Hence. the Hosoltal will

sesume sule & complete resporelbiity of the treatment & It's qutcoma & satety of the patisnt, and Koshlka Foundation will have no rale or respansiblity
in the mattes:

T S, TR S SR WA W Wi e © s weew i Rt @ ol §, fRowm (emm) B e @ e 5 s w6 R
Jjwhqﬁmﬁﬁﬁﬁmﬁﬁﬁmwrmm&tmmmm:mn&nﬂﬁ@ﬁ.ﬂm}ﬁﬁﬁmﬁ#!,ﬂﬂimwﬁﬁmm"
# awfyiets 98 & e d i wrdv g iy 5 8 SR ame ween g e T siteawn T e b s
feret s e s e Tl s e R e o w wfe wee v §) v v f wowm w b e s e a T by fe
T e wew o i e Ee A o A

2 i w0 wern S e vl W T O oW v e d o aew e T aeat T

== W EAn sl vt g e v o e s bl e F O F v s ot e 1 ¥
o ¥ ofn s = e W T s ()
RECI‘.}HHEHDED FORACCEPTENCE § ator
DR. PRAVEEN SEN SH2M=t & fim siwafy
Date of Surgery pees 03, OPH Y \ "
ST = e !;-. 2 NO, 97415 '
G T e apernened " Deslanition Signato
2{/1: 3 } 2 {Mame ol Or, & Regn. No. with Stamp) ; on behalf f 4
TR E A F Iy e 3 T T W W A s
FOR INTERNAL USE of KOSHIKA FOUNDATION st v 27
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

=TT T |

= TAE

30-11-2024




