NRA -C-23-o| ~je82
APPLICATION FORM FOR ASSISTANCE (Healthcare) ' K&hdza
HETAT By SAEEA WIEY ( T e ) Toundation
B V] 0RA3] 1437 | 1T
m«um: E‘h&'ﬁm} ACE-YEARS Wg-mi | sex fin |
= '
! 32 = o
FATHER'S/SPOU : . ,
quﬂmw N by
pngm-rmmcumm WA ST g I
,._Lnu.:gpn_a:m.h.a.ua_,_.ﬂeﬁ} rm L
T ; T
PERMANENT RESIDENCE ADDRESS - am
Sa/me ak above
OCCUPATION - | TRmiem) | UNMARRIED (o)
WY Flewne amaKeq
TOTAL ANNUAL INCOME - " (Aftach Proot of income)
w7 afts o yaowyf- (Famy) muwmass  A/A
PAN No. a1l W1 W -
NCOME TAX ASSESSEE (Tick whichever (s sppiicable)
ﬁﬂﬁwn?ﬂwﬂtﬁﬂnhmﬂi o \_////
FAMILY DETAILS witam fam
Name of Family Member (Years Gender Relation with Applicant
:?ﬁu; wﬁ:imn'&wrm ‘?Hﬂi)? fam sMTs % Ty Wy
IE K Eollis 5 R Funbamd |
2 - Ehet i A o
2
BASIS for REQUESTING CE [Tick whichaver is applicabie)
werm % B Pl s
BPL Cord EWS Cortificats Ration Card Any Other
{Attach Card Copy) {Attach Certificete Copy) {Attach Cogy) o, A o
wing e & A4 = P o™ T T T Foien s iteeh
(g T E e e v Wt (v W e w e (wm ¥y ) wm o W e

"PURPOSE" for REQUESTING ASSISTANCE:

w1 B o ae:
Sr. No. Medical Reports/Prascriptions Attached
w9 ven samevste # wl o o s gl see
ME- Cadanac-t
L E- C adagacd
P =
Cunﬂ&%} SJe8 F PMME
T L
ASSISTANCE BEING AVAILED for SAME -PURPOSE" from OTHER SOURCES
& 7o % 0w s wwe el sy v @ fva e e
. No. NAME of OTHER SOURCE AMDUNT of ABSISTANGE BEING AVAILED
9 HE = T W e ol wyrq ool
[ DRI 200e] —




DECLARATION by APPLICANT: saw gm s =,

1) hereby confinm that all details i this Form are True 1o (he best of my knowledge. Any false statoment will render my Application & ongaing assistance i any.
linble for mjoction/cancallation.

2} | solemnly confrm Ikt aszistance. If recelved trom Koshike Foundation, will be used only for the “purpose”. as stated in this Fom for which such sssistance

was requesied by me.

Hjlfumhymﬁmmilnmmﬁwﬂmtnrum.mﬂdummmmnrnm.mmmmmlrﬂmmm.dhm
for which this nesstance i requestd

1) v wwn R v ey @ fel o wd fe S wrved ¥ s wen w i oi o e o s s o e € o 89 s w0 wm R
1) Wt g W wnen ufn "wifn s, @ o @ of oo wwin of st o o = fed e e, o s wen v
nighmtllhmqwmﬂvrlI.nnhwdh:mﬂmh&nmmmhmmimanmim
AGREENENT by APPLICANT ( sadmw gm war)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and it's Trustees 1o
use/publishipul-upireproduce my name, address, pholo & details of the “purpose”, for which such assistance is requested/granted, through any
madium, inchuding but not limited to verbal, print, eloctronic, for soliciting donations for Koshikn Foundation andior dissaminating information aboul 'y

sclivilies/achievements. Such use of my photo & detalls can be made by Keshika Foundation before or after my reatment or fuffimant of the “purposa”
Tt which assistance is béing requesied

2} | (Applicant) turther agres that any such use of my name, address, pholo & details of the “purpose”. for which suth sssistancs is reguested/pranied
will not aulamatically entitle me for recetying or continuing the suid aswistunce. The decislon for granting and/or conlinuing the Exsistance will rest soieiy
with e Trustees of Koshiks Foundation, and thek decision bs this regard will be final snd acceptable to me

1) P W R R W ST W W e, § () v w w g wan f s et sl st smind ¢ wt s s f B
o, i b ) feern g v o i, w6 vt o s, R, were (el g d o) i s vedend @ fird fed o v s

# wofin wwd o fn wfege § 8 ve w T 8w o wd @ o d ek o fieg S i sredm 8 o st b

2) A (swiew) va W R wew T S0 Tm, o, W ol e T e ¥ whtvd @ wide & g v e w1 weor o v v i o

“wifyn” vy T il = ol s st areed B

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
s e 12 ) o

AGREEMENT by HOSPITAL (v 30 1)

By afling haveunder, signature of our Authorfsed Signalory for recommending this casedpatient for inzncisl assistance from Hoshika Foundation, we
(Honpital} heraby afirm & sccept following:
ﬂmnlnmmwn'p:mruywﬂh!uu-minlmummm#mmmrmoumuﬂmm.hhmwhmﬂm.umn

to get from Koshika Foundation, % the extent that such assistance (s granted by Koshika Foundation, if the requested assistance is not granied
by Koshika Foundation, in part or in full, then the Hospétal reserves it's right 1o make up the shortiall from enother NGO or any other saurce. This
confirmation essentially states that the Hospétal wil not avall any duplicate assistance for the same patisnticase from any oiher NGO o any other source
2} The ausistance fram Koshika Foundation is only financial in natwre, The choice of the trestmentprocedure advisadiconductad by the Hospital on the
patiant. is based on the arrangemant between the patient & the Hospiltal, and Is in no way influsnced by Koshika Foundation. Hence, the Hospital wil

ﬂmm&mmmmtultrurhmmnummamdmmumunum:humuunﬂlu have no role of responsibility
o matler

=it s, vl Wl i A wwaad 31 e st @ il a3 Teerive ® Wl 8, Bl e (ree ) 1S wen 8 s 3 sdtew w

1) e f i ol oy ) wfies of fafte e T fr woed) e o Sl oee e e ot F O w A o 4, 8 e pd Cwitee st
# fawdiy i ¥ % w4 “wfw Wt oo oy A b ook Cwifes st o e T s 67 T 90 few oww b s
it = e o) sfem w1 S o w @ A B W afven g e §ow YR w ww e s e s s i i e
& wrwll wew e a ve @ o S

2 “wifivw et A ol o wem e Sl wnn o B S W reee g R of weee m fed o8 sveyseon =y bk o
% iw w i § o sifen wese T g el oW W Te i §) vl v F B8 % pow g o st W
W e wifem = Wi e W fastod o F el

RECOMMENDED FOR AGCEPTENCE
wigf @ forg s
e of R_SIMRAT CHARDT
M"‘ L5
o‘?’/ o) {3-3 (Name & Dr. & Rupnelio, with SERB........o- {Nama, Designation ,
TR W TN EERR A A A Al
FOR INTERNAL USE of KOSHIKA FOUNDATION  s=ifre 2vaim 8
sy SIGNATURE of TRUSTEE 2
vk = e 2

7 TAE

=L

1422022



