N C.22-09-6842
APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
qHETAE ¥ SEE 9E (e Nenw) foundation |
APPLICATION No, / /’ APPLICATION DATE - Wiy Wik o i
smowen: Q1023 [ 1321 s ot 9 §o |y -y :
NAME of APPLICANT : AGE-YEARS 5979 | sEX fm
W W 9 =
(hendam  (u variya ¥ |F
FATHER'SISPOUSE'S NAME
fog W1 Sacthan
PRESENT RESIDENCE ADDRESS FAw= qmmsrd 5
i = ] = l ‘
o pPeep  pPost oP
PERMANENT RESIDENCE ADDRESS . w17 Wwar o nJﬂ o
Bc aksue 306 Chands s 1
QCCUPATION
g I,} ame  makey MARRIED TFEATE) | UNMARRIED (siiies)
TOTAL ANNUAL INCOME ; 2 [Antieh Proof of Income)
w7 wits 9 =a800 - ﬂh’l.Tl \ (5 %1 T He)
PAN No. PIE TTi st o
ARE YOU AN INCOME TAX ASSESSEE |Tick whichever ks applicablo): You | ."1
W W HE F AR (A W B TE T U % e s i A
FAMILY DETAILS s e
5r. No Namue of Family Membaer Age (Yoors) Gandar Felation with Applicant
W He Tian ® U % A Zu (i) Firy spdor 3y no
| Prahlad Ge M <on
-
BASIS for REQUESTING ASSISTANCE (Tiok whichever is applicable)
T & ford faefa
BFL Card EWS Curtifi R d
Lﬁul{.h.ﬂlvﬂ Copy) [Attach Enraiina'l;:lanpfl ﬂﬂl‘:::: E:Ir’ﬂ Btn:‘;lim
i T % R wa ug s =y A R p—
(U Un 3 wn W TEe W (WEI S ST e Wi e w e v W e Wi EEE W e
"PURPOSE" for REQUESTING ASSISTANGE
Sr. No Medicat Reports/Prescriptions Attached
w9 W s/ STRET ® W W T Wi g W
i «* ]
! Er_:lf?g;nn.ﬂ i B L . - T3 Q.
[ — PCio L
(1
N ; i -
5 Sle"ﬁ*“"}}' — E- S1cl Lhdn PMMBP
L)
ASSISTAMCE BEING AVAILED for BAME “PURPDSE™ from OTHER SOURCES
¥ EEEvy ¥ Wy S g mevm PR sen wim | fem o e
8F. Ne, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
T w4 o wT S wi wf e
1 Jm
[k
b
e



e

DECLARATION by APPLICANT: 308 0 whom Ti:

1) | haraby confirm that all details in this Fom am True to U bast of my Knowledge. Any fatse statemenl will rendar my Application & angoing asslstance, I any,
liabie for rejectionfancellstion

2) I'slemnly conlirm that assistance, I received from Koshika Foundation, will e used only for the "purpese”. a5 stated in this Form, for which such assislance
wils requesied by me

3] | ety confirm that | have nol & will net in fufure, avad of rembursamant, in psn of in lull fom sny other sourcelemplyverlinsorancs company, of the amount
far which this assistance is requested

1) # wimen wmn f e m w8 R o fe 6w W sepEm we ws own Roaf o fer o wr s e w &t 8w e Wt ow wet d)

2} o g ot wen ol s EEEE, W A o F wE aen T wtve w g f e e ot A m s A b

1) & g wom € T fam w0 w owvEn | w7 ofn w e W e e felt o s i weel 6 3 At fem ot 3 o ofess § Fm
AGREEMENT by APPLICANT ( smew gm wor)

1) By affiung my sigagture or thamb imgression on this Fomm, | (Apphcant) hereby agree. & sulhoriss Koahilka Foundation and (°a Trusteas to
ugalpublishipul-upfreproduce my name, sddress, photo & detsils of the “purpose”, for which such assistarice is requested/granted, through any
madiim, inciuding ol mot limited {0 varbal, print, slsctronie, for soliciting donmtions for Koshika Foundation andfor disseminating information about it's
gciivilles/achisvements, Such use of my photo & defails can be made by Koshika Foundation befose or atter my treatment o fulfilmant of ihe "purposa”
for which atsisiance & baing requasted.

2) | (Applizant) further sgres thal siy such use of my neme, address, photo & detalis of tha "purpose”, for which such assistance is requesiedigrantsd,

wiil nol altomatically entifle me for receiving or cantinuing the sald assistance. The declsion for granting and'or continuing the assistance will rest solely
with fhe Trustess of Koshiki Foundation, and their decision is this regard will be final #nd acceptsblie 1o ma

1) T W A v W sl W e e, (adew) sl w1 g S € o9 St WSSV s s S © W sieen o € & Sn Tm,
wn, v i o owe o w3 e e e, e, e gut gt @ o) ofiffind s ovefed @ R felt o g wom
oyl e w T sfumE £ 90 v W e 3 we R WA w W ow w T Ve wrede” w snk s &

2) & (smiew) v o owe €T R0 A, o, v el et o B e 8 Tgted o witte & R s s e A0 ) e
“wife” T T Siwn o Fome i b s e

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
HETE S R U -!mi W

AGREEMENT by HOSPITAL (weams i s

By affixing hereundar, signature of our Autharised Signatory for recommanding this case/patianl for financial essisignce from Koshika Foundation, we
(Haspital] heratyy affiem & accept following
‘ 1) that we neither are presanily nor will in luture avall o inancial assistance from another NGO or any other source, for the same patent/cass, as wa arg

requesiing to get from Koshika Foundalion, to the extent that such assistance is granled by Koshlka Foundation. If the requested sssistance |s nol granted
by Koshika Foundation, In sart ar in full, then the Hospital reservas IU's fght 1o maks up the sharfall from another NGO or any other source. This
confirmation sssentially siates thal the Hospltzl will nol avall any duplicals assistance for the same pafisnlicase from any other NGO or any other source
2) The assistance from Koshika Foundaton is only financkal in nature. The choice of the treatmentprooedure advisediconduated by the Hospilal on the
patiant, is based on the arangemient between the patlent & the Hospital, and = in no way influenced by Koshika Foundation. Hence, the Hospilal will
assums gola & complate responsibility of the ireatmant & il's outcoma & safaty of the patient, and Koshiks Foundation will have na role or responsitifity

Im the matter,

ot s, el @ s @ omdvdd s sl weee @ P w6y o @ a3, B o (reee) B e @ W ow e sl b
13w e 5 o e ot 5 o wfem o fefe e el dr seh e o e s v @ aw A F SR om o o 8, 99 R e e sesde
it freafrndidn aw & s A Cifen e o ves 6 e o Ceie et g e el sl g o o e e B o semem
firsit s el Hfen w Fedlt = wEe A e B w wfieEn g rEm bowoTRe A we g oaw T s e ow owm i iy
fr wowrl sivw ) el e T A oA e

2 “wife w8 W T R um i i A & 00w oreme om0 e w e o aresfen W) g 0o s

= oW foes sl s et mm fed e w0 e e T8 @ o v d B ® per g sl s e R e esed o0 v e
= i s ﬂh"ﬂmﬁqﬁnmﬁmﬂmwﬂﬂ‘lwﬂ:

RECOMMENDED FOR ACCEPTENCE
// [ pin % e s 7

PR

R

FOR INTERNAL USE of KOSHIKA FOUNDATION  &mifrs 3wam #7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2 |
= T | ) TR 2

? I

o
—

15-08-2023




