C-2%3-lo -0864

(Healthcare)
{ Ty TR )

APPLICATION FORM FOR ASSISTANCE
HEMAl B |EEA WiEY

APPLICATION Na. - AFPLICATION DATE "

m e f) 1023 /1337 At 9§ 1e-2623
NAME of APPLICANT : AGE-YEARS S519-¥d | sEx Tofn
i Dad; 60| F
FATHER'S/SPOUSE'S NAME :

<a~eenal i _
PRESENT RESJDEHEE ADDRESS TN SMETHM U
Y

L
] Cad

=g = T

K ¥hika
foundation
l--ulwdmu

o } [
PERMANENT RESIDENCE ADDRESS ; 7o samemy W
A OboVe
DCCUPATION
’ RIED (it
DOSUR Hm'ﬂf' meke MARRIED-FTTT] | UNMARRIED | )
TOTAL ANNUAL INCOME (Anach Proof of Income)
b il Sdo60 fﬂhmfﬂ) L3N 1 s W) MNA
PAN No. T, &1 Wi NA
ARE YOU AN INCOME TAX ASSESSEE [Tick whichaver is applicabie): Yoz
AN WM T T & (9 o= w T oW we o R s B A
FAMILY DETAILS w7am Toane]
5r. No. Nams of Fame Membusr Age (Years) Gender Relation mmwlum
w L e s W () ' SEE W 3 L
BASIE for REﬂL_]ES'HNiG ASGISTANCE (Tick whichever is applicabla)
wEA % fEd FER R
BPL Card EWS Carliflcata Ratisn Card
(Attnch Card Copy) (Attach Certificals Copy) 1#;;:: G:p]l} ;’:{m'
T T W AT T wy wET S g T Ty T w0 ol o
(W 7= Wi e o wer 1) (v T ur oy we e (WA W Tl e
“PURPOSE" for REQUESTING ASSISTANCE:
wpme w9 el e Rl W gk
or. I‘-Iln Medical Repurln.’l‘-‘mscrlpﬂans Attached
wY T sEst ® W W o ufhees a9 wer
- e [ . ‘_
[ "'OapSIC  RPE  — SCNIIB CRHTARBCT
[ ~— Y714 CRIAFRCT
e g . L]
= w:ﬁiﬂ;L_.—— LE = o7cS Ulith  PRnh
=
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SQOURCES
™ IV ¥ ¥ w0 5 weem el e i A fam oo
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
Y W R ] i i wem o
! alt ' I
-




DECLARATION by APPLICANT: SMes BRI S =1;

1} | hegekyy confirm that all detalls in this Form arm True 1o e best of my knowledge, Any faiss statement will render my Application & ongoing essstance, F any,
lisble for repection/cancelation

2) | molermiby confirm that assistance. if recelved from Koshika Foundstion, will be used nly for the *purpose”, s stated In this Form, lor which such assistancs
wils requastad by me

3} | herety confirm that | have nod 8 will mot in futune, Bvail of resmburssment. in pan o in il irom any other sourcalsmplayerinsurancs company, of the amaunt
for which this assistance Is requested

1) & wiym o f o e 3 e o ad e O el s v v b uie e feme — s s T o S e e W @ e

) T g W AR W Wi et § wowm o 4, Tem avin = o oW g % e e e, o owey o wn o 4

1) # g% % R e ww # o wdw w0 komnoafn W e mowem e S e wmndamd weelt 6 8 o feem & ol s f ofiess o
AGREEMENT by APPLICANT | smies gin %)

1) By affixing my slgnalure or thumb impression on this Form, | (Apalicant) heréby agres & authorise Koshika Foundation and it's Trustees (o

use/publish/pul-upireproduce my name, sddrass, photo & details of the “purposa”, Tor which such assistance s requesiadigranied, (hrough any

madium, inoluging bul not limited 10 vertal, print. etectroniz, for soliciting donatiors for Késhike Foundation and/or disseminating information aboul its

acilvilleslachievements. Such use of my phelo & details can be made by Koshixa Foundalion bafore or after my trestmant or fulfilmant of ihe “purpose”
foi which assislance is baing requesiad.

2) ) (Applicant) further agres that any such use of my neme, eddrass, photo & detalls of the “purposae”. far which such assistance is requasted/granted,
will nat aulematically entitle ma for recalving or continuing the sald assistance. The dechsion for grantieg andior conlinuing the assistance will rest solely
with (he Trustees of Keshika Foundafion, and their declsion ls this regard will be final ard acceplsbls (o me

1) ¥ W TS e R S w mwe, A (o) sl vt Wy e wo f of “wifiee adve ol s e * W siaegn e s Ao,
T, Wi vt ol fenon gu gy o wife §, 38 i " e e, o W gE v W w afiedl s soeferd € B fed O v aem
® wwim wvd W fmu sfiogn §)9t won w o @ e F o om oW 9w S g sl weEw g = sifugn )

2} A (FwTw) @ WA R e § i T o, T, e s e o B e ® gt @ wfde & R oum = war T W W A
*witfiresi ™ A S =m0 fin wTen sl smoeE

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION .

AGREEMENT by HOSPITAL (W= §°1 &)

By affixing heraundar, signature of our Autharised Signatory for racommending this case/matient for Hinancal assistance from Koshika Foundation, we
{Hoepital) herstyy affirm & accapt fellawing

1) that we neither are presently nod will in futune avail of inanciai pesistance from anothar NGO or any other ssurce, for Ihe same patienlcese, Bs we gre
requesting to get from Keshika Foundation, 1o the exient thal such assisiance s granted by Koshika Foundation. If the requested assisiance Is nol granted
by Koshike Foindation, in parf or in full, 1hen the Hospiisl resarvas it's right to maka up ths shartfall Irom:anather NGO of &ny other source. This
confirmation essanlially states that the Hoapital will not svall any duplicate assistance for the same patienticase from any other NGO or any other source.
2) The sssmiance from Koshika Foundation (s anly financial in nature. The cheice of the reatmentprocedure advisediconducted by the Hospital on the
patlent, is based on the amangameni between the patient & (he Hasplial, and |s In no way influenced by Koshika Foundation, Hence, he Hospital will
aasume soio 8 complete responsibiity of tha trestment & it's putcoma & safety of the patiant, and Koshika Foundation will have no role or responsibility

In the matier,

vt siftow, wemwtt o sl @ w9 “aifoe sredea @ Tafv meven b Refte o o B, Tl o (remm) Fe oo ¥ W T we wE b

1) T = m win she 5 o ol o b wer Bt oot e w el o win 6 e dnftemend F S0 d o R T e it st
# fawfofas 9 & wav § “sims wsm” g v 0 fe st e st g e fef sfosaen g w0 e w ko s
faslt o= T wr w@ew m TR o= wETE @ Eem #A W s e e o e d we wmoam b R s fite wee o s #y e
T Tl wen W T W WA A TR A

2 “wmifre TR A H o owome FEe Aim wE et oo wes g ol weer w R w ayriens s wp i O e

& & W v d sl i s g s s e T b o s ) # sera e ol 3R e ) il Tessl o v e
st SRS S R e fd e g

Date of Surgery Dr. Mgha.r 274 ' vy :
st ) Tl MBAS oG Aesistant AGInISalor

Stamp) (s fiete

Q\Q’\ig : iﬁﬂ'ﬂ‘[ - Mm%

FOR INTERNAL USE of KOSHIKA FOUNDATION  imifrs Zwaim ¥

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

7 B

/.

=

15-08-2023




