Mom-

CY-03- Jyay

K ®hika

APPLICATION FORM FOR ASSISTANCE {Healthcare)
ﬁ ( ) foundation
APPLICATION No. : "_'E q ‘ 4_‘3 ?__ APPLICATION DA W
s o - Miﬂ'S 1 ST frdh E]afbhd_ "
MAME of APPLICANT ; AGE-YEARS HI-I" SEX fﬁ‘ﬂ
g Medlabs
FATHER'S/SPOUSE'S MAME -
sz ® T fhﬂ.
Pmémm_ WA SR T
OV
X - R
{; PERMANENT R ADORESS : L
(YT 3. Y ;Y1 A
==
OCCUPATION : "‘:'I‘r"mf’ - p ,,-'ﬁ;{hﬂm}l | UNMARRIED (arfrafife)
TOTAL ANNUAL INCOME S 2 © |Astach Proal of Income)
T s D 0 |- (37 1 W
PAN No. T W Heeg - '
ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver I appiicable]: You | No
W AT A R g ¢ (W W E 38w us w® e W/

FAMILY DETAILS vfram i

51, No. HMamu of Family Membar Age [Yoars) Gender Relation with Applicant
: ﬁ#m:;m mtﬂml féin SR W W aay
h o amak I _Xh
ﬁ = T
. | EVE B 21) vy (A
X rqrtw;f AS Ba Cile
BASIS for REQOUESTING ASSISTANCE [Tick whichavar (s applicabls)
woam = i i s
BPL Card ortificats Ration
(Attach Card Copy) (Astach Cartfcais Copy) aeh Copy) Lo 4-mncd®
it T % FrE T Fe o T s W o
(w73 = wew O TER WD (v e w wr sl A (e o e wlh e

“PURPOSE" for REQLESTING ASSISTANCE:

wem ¥y et m e W g
Sr. No, Medical Reporta/P |
w9 w o s 3§ Wi m{%m :
[ ‘Thﬁu‘fhmtﬂ EIe- Cenile  Cednnard
U A e : =
(- Xewlle (afenQf
=3 » al To— PR TV 4TV P
L T | & I
e s e ! :
¥
SAME “PURPOSE” from OTHER SOURCES
m'mmimfmgmhﬁmmﬂMWﬂ?
of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
l:::'m mfﬂglnmm vt wf wwen ot
) Lo toe
! k) ZA LA &Y, aia)




DECLARATION by APPLICANT: S 20 S ¥3:

1) | hetsby confirm ihal 2l detads in this Form are True to the best of my knowledge. Any false statement will render my Agplication & ongaing asuivtance, i any,
labln for nojectionicance|lation .

2} | solemly confirm that assistance, If received from Koshike Foundation, will be used only for the “purposa”, as siated i this Form. for which such ansistance

swean roquesied by me, '

arlrﬂmgm'mb:nﬂmﬂmwnul&wlﬂm in futuee, avall of rembumemant, o part or in full, from any: other sourcalsmiHoyenimaurance compeny, of e smoun

for which thls sasistance & requasied

1) & wivw wom 5 5 owww 4 fed o et fewn S0 sl @ s sl wd & i W e od W smre s e § @ 36 som fee ot @ el b
3} & o o s oty “eifee s, B o w0t §, e vy ) vt o o o fed e wdm, o v wen o wn ma b
1) 4 ot wor £ e fam e dy o e wt of 8, 7w ofe oW o w o fem el e nfreienaln s i3 8 e € oo e o o)

J AGREEMENT by APPLICANT ( uw g &)
1) By affixing my Sgnature o thumb impressian on. ifis Form, | (Applicant) hereby agres & authorise Koshika Foundation and It's Trustees to
uselpublishiput-up/reproduce my rame, addiess, photo & details of ihe “purpose”. for which such aesistance |s requesiedigmnted, traugh any
medium, inchuding But not limited to verbal, print, slectronic, for soliciting donations for Koshika Foundation andior disseminating information aboul it's
acivillesfachievements. Such use of my pholo & defalls can be made by Keshika Foundation balare or aftar my renlman! or fuiliment of the "purpose”
lar which assistance is being requesied
21 (Apglicant) funtner egree thal any such use of my name, sddress, pholo & details of the “purpese”, for which such assistance |4 requested/granted,
will nol automalically entitle me lor recsiving or continung the sakd assstance. The declsion for granting andfor conlinuing the essistance will rest solely
with the Trusiess of Koshika Foundation, and their decision is this regard will be final and scceptable to me.
1) w0 e e arrd et w svd o wre e, A (opdew) serd weste o g won f o “wifee ity oy vus sl " ow sfegn e o B g s,
wmm, Wi st W e g o o s &, T <wiew " o) =wih, o, e g Tt W ol i s ooeierd ® e e @ W e
# wafin w3 % g afiegn S sor o feen 8 ee ¥ o w1 wed W B s wiedm© w i afoege
1) & (srdes) v o 2 o f o, =, w2 ol e = T vem o @ il f o e e W ve o e wm owE A
iy T 7E% =ied W i Wi sl ot m

APPLICANTS SIGNATURE OR LEFT THUMB IMPRESSION :
swiow % oo W W W ¥

AGREEMENT by HOSPITAL (= 2o %)
By affuing herounder, sgnidure of our Authorised Sigratory for recormmending this case/patiant for financial assisiance from Koahlka Foundation, we
(Hozpitsl] horeby affirm & acoepi following:
1] thal we nedher ate presently noe will in fulure svall of inenclyl sesistance from another NGO or any ather source, for the same palientcate, o8 we are
requesting to gel from Koshika Foundation, to the exlent that such assistance is granted by Koshiks Foundation. If the requested assisiance is not granied
by Koshikn Foundation, in part of In full, thes the Hospital reserves it's right to make up (he shodfall from ancther NGO or any other sourca, This
confirmation essentially statos thai the Hospital will not aved any duplicate sssistance for the same patienticase from any other NGO or any oihar source.
2 The assistance fram Koshiba Faupdation ks only financial in nature. The cholce of the testmentiprocedure udvisediconducted by the Hospital an the
patient, is hesad on the arsngement betwesn the pafient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, e Hoapital will
mesurma sols & complete responsibiity of (he irestmant & It's outcome & aofety of the patlent, and Koshika Foundation will have na role of responalbliity
in the matler
et s, wened Wl s @ wedadd ) Cwifre st @ e s b fette o a8, Bl oen Oremee) e ww ® we o vl e
1) e 7w ot 6 ofes S fafre e fed et s m e e Wi @ T et F oW @ o o 4, v it s
# firmfmfe® w0 % w9 s wesve” g0 = o5 T T Cwifow W gu e Sl sfenes 1y s 6 few o @ o

T o3 fir wewd) siem W TR e W A s # W afesn gien e e e 4 ore e e € s i e e e iy el
for ol i m fesll sen m o a dnued

L “wifnw s @ o of woen Y fal et o oo W oveem oo 6 of T w e sl W o TR o T

® i W few ¥ o Wi W on S e w e e oyl e o S0 we g sk SR w9 wil el 0w weee
Wl it Cwifre” = o gt w Festoft ot Ao s

RECOMMENDED FOR ACCEPTENCE
witght % fow dsf
Date of Surgery ANUrgt -
Pk w N KHAN Manager on
Al 1 G Name, Deslgnkiio\s $tiup of Authordsed
RGNS (Namle of . hﬁelhahg S e o Aol sy
FOR INTERNAL USE of KOSHIKA FOUNDATION  sawafes 2w 1y A
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=il e | A T 2

&y’ kL

L3

25-11-2023



