mam . £-2U- 02- 0l?] 1
APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshtk a I
HETAW ¥7 STEET WEY (FER EEE) T T
nundilmn
e I3 241 124 [ames, Ty
NAME of APPLICANT : ﬁ AGE-YEARS 375
LR L) . i
: am —<anblh, Lo
FATHER'S/SPOUSE'S NAME : ; .
wmm f i .}l e e
e T | O-MOL B AN
T e
o A — Fald %‘EH
SIDENCE A T
o . i
i Ns O (O appve
=
OCCUPATION - ; L:t} u@nm:m:m(ﬁm
TOTAL ANNUAL INCOME - e )bﬁ (Attach Proof of income)
IF wis = "‘91C'T‘r"‘ [ ih’ugu (57 W WP =)
PAN No. BT Il Hiw
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable}. Yes | o
wmmwm#{ﬁmﬂiﬁmnﬁ;ﬂmﬁ I?HE'I
FAMILY DETAILS wftan Faemm
e ame {Yoars) Gende Ralalion with Appiicant
¥ o :ﬂmng;::g.ﬁ ?Hﬂ? fom sr:‘hxﬂmuw
] g.b i<y ‘_r 230 o s
Y Rk [ T 3T
“BASIS for REQUESTING ASSISTANLE [Tkck whichever is applicabie)
b o i
BPL Card Certificale
(Atisch Card Copy) (Attach Certicate Gopy) AE‘W&! BactuProut
i tw § v T s SR Wl g i R
(= ¥ = W W e s (F vy W o E (v s ) oy e
“PURPOSE™ for REQUESTING ASSISTANCE:
wrrm 1Y fed w el W oae:
81, No. Madical Roporta/Prescriptions Anached
w9 Hen -5 wemRter § F10 ¥ W s gve .
I T HATN oK % [F Fothnile TR
| ‘r v -,
(S P /A ;
o [Tz énjle Cadang 0-F
r": A l:;-"l £ s Ty - .r
CJ LUK ESIT I T S ) LS )75V 7YY S 41, V)1V P
L = g ﬂ\x X = E t ?;,'
A
ASSISTANCE BEING AVAILED for SAME “PURPOSE mm
w Tgtvm w0y e s v el s win @ few T w7
AMOUNT of ASSISTANGE BEING AVAILED
= 't e B
: — R .
{ IBTS a7 O




-

\

DECLARATION by APPLICANT: 57958 B wiv= wa: '

1) | haretry confin that alt detads in this Form are True 1o the best of my knowledge. Any false statoment will render my Application & ongoing assisiance, f sny,
liable for

Ejinlmwwmﬂmll'mtﬁllm of rocelved from Kowhia Foundation, will be usedionly for the “purpose”, as staled in this Form, for which such assistance

wirs rejuesied by e

351mmww?mmlmmamlmmmm avedl of rmmburssment, in part o in 1ull, from any other sourcalemployer/|\nsurance company, of the amoun|

foi which this assintancs s requirsied.

1) & v o f f g w8 e and fem off srve © srp e g oo W fe ol wer s o o § ) e foe W) w e §

1) % po o s w “wifes et 0 o w oh B, s os nd wtes o g o Sl faom i, W o owen of o

1) % ofe wom { fe fam s g w ovdw w5 o 4, o ofe e o w W T T s s Pl wmp 8 3 Frm 4 o 1 ofem o dm)
AGREEMENT by APPLICANT (smies o0 %10

1) By affixing my signature of thumb impression on this Form, | (Applicant) hereby agree & authoriss Koshiks Foundation and it's Trustess 1o

useipublish/pul-upireproduoe my name, address, phola & dotais of the “purpose”, lor which such ssslstance is requested/granied, through any

medium, Including but not limited o verbal, print, electronic, for soliciting donatians for Koshika Foundation andlor disseminating infarmation about It's

petivitlesiachisvemanls. Such use of my pholo & detalls can be made by Koshika Foundation bafore o after my treatment or fulfilment of the ‘purpose”

for which assistance i baing requesiod.

2} | (Applicant) hurther agres that ary such use of my name, address, photo & detadls of the "purpose”, for which such aseistance |s requasted/granted,

will nol automatically antitle me for receiving of continling the said sssistance. The decision for grantling andfor continuing the assistance will res! soiely

with Ine Trusiess of Koshika Foundation, and their decision is this regard will e final and acceplable 1o me.

1) o T serh e i o wre e, 8 (smbow) el et Wt g won o o “wifiee wmites aby v it * W s wom o fie o am

v, whd sl feen w e F s B o Cwifeent we s, o, e gt egtvs o ol et sl e & Rrd fed o e T

# wwfin et % fiw arfiesgn 1 3t wer o Fown v W W own ® wd # fe s wEder @ sl sfieg b

1) & (soiE) W oW R wew € 1S d o, w2 ol e o 0% uemm € gk @ it € 9@ e v = v TR o v wefe o

“ifran ™ vy ek il w Bvle sTm s e v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
wies ¥ w1 B o

By alfixing horeunder, signatuie of aur Authorised Signatary for recommending (his case/patiant for financial assisiance from Koshika Foundation, we
(Hospital) hereby affirm & accept following;

1) thal we neihir ane presently nos will in futute avall of inenclel ssaistance from another NGO or any other source, lor the sama palient/case, by we ore
reguasting 10 gol from Koshiks Foundation, to the exlent that such assistanocs s granted by Koshika Foundation, If the requested assistance i not grantad
by Koshika Foundation, in part or in full, then the Hospital reserves [i's righl 1o maka up the shartfall lrom ancther NGO or any olher sourco. This
confirmation essantinlly states that the Hospital will not avall any duplicats assistance for the same patent/cass from any other NGO or any othar sourcs
2) The assiutance from Koshika Foundation i only financial in noture, The choloe of the reatmant/procedure advised/canducted by the Hospital on the
patiant, is based on the arrangament betwaeen the patient & the Hespital, and is in no way Influanced by Koshika Foundation. Hence, the Hospital will

assumn solo & complote responsibiity of the froatmant & I's cutcoma & safoty of tha patient. and Kashikka Foundation will have no role or responsibility
Irv Ehae rraatiar

rat aifengn, vl W) it @ A @ e st ® A fafe weem o fewitn ) wd B, e ee (weme) e e @ et el s

1) e fe o o ke abe o fes o fefrn wem Sl by woel s @ el w= el S TR SRt ol o E B e o Csifee weomt
# firrfmfel 79 & = § “wifrw s g0 W iy ool Cwfee Tt oo ween fef sfrwese i T ot few o 0 o
feslt == fn wrwrd wew W fe s wE W T SE W el g T o TR e wn o b s ol e e ol fe fed
el wem m el W e W T

1 “wifme wergve” 6 o ol woew v fide v ot &) 0w e g 9 i s w e od weavefEm w g dit o e

& W w1 fwn § s Cwifos st go Gelower W e oo b veere F 08 8 v g ol s TR 9 S e 90w e
et ol e o e m fested o 3w e

RECOMMENDED FOR ACCEPTENCE
wph ® fre sty
N. KHAN 1:1-‘
' Signatory
Hﬂ-m
‘,ﬂﬁ:]"ﬂ ,
FOR INTERNAL USE of KOSHIKA FOUNDATION mwﬂuu.... e A
SIGNATURE of TRUSTEE 2
2 2

/Em/g B

25-11-2023



