VRA-C-&€ -3AY-ol - 0653
APPLICATION FORM FOR ASSISTANCE (Healthcare) Kﬁ‘S’hlkﬂ
HETA ¥ SAEEA WEd (e Srmer) foundation
ricmone Vlolay] 1535 " 1501 (3 e
SRR B Simah S 5
"
FATHER S/SPOUSE'S NAME . . .
szmnimun:eﬁunﬂ{m mi;n A h‘- 10 HE
e ,'lle€q "0+ eq ., LEfe,
~ L , ' L d’ -C-‘rl Eﬁ?
iad] Rmmm 203 oy P@Gb
PERMANENT RESID ESS bl
SAONC af abpre
S [Ine QMPJ@LJ_'{J_ E concabiomml o
TOTAL ANNUAL INCGME - i “ rromesy
W it W "ﬂ(ﬂ_ﬂgfﬁ mhm:!‘mﬂ}: Aj.ﬂ

PAN No. TOT W TEN

ARE YOU AN INCOME TAX

ASSESSEE (Tick whichever Is .ppuc-uhp

Yas ! Ho

wmmmm;mmﬂmmnﬁmﬁm L
FAMILY DETAILS wfam faamm
r. Mo. Wamuo of Family Membar Age (Years) Gender Ralation with Applicant
F HEA| L & | () fein Y Wy
I .Lmu—a 4 | = |[BNF £
1 Frnqum 29 4] (5]
BASIS for REQUESTING ASSISTANCE (Tick whichover is applicable)
e & e feaf sman
BPL Card =
(Attach Card Copy) (Attach Corticate Copy) (Altach Copy) o Ayl
it e # 4N o Ty e e wl wwn T Ty = e
(7 73 % v w oo = (w9 %1 ww wfs wers W (w7 ¥ wen o g =) T B W
"PURFOSE" for REQUESTING ASSISTANCE:
e ¥ B R W e
St Mo, Medical Reports/Prescriptions Attached
E wEmE R B Wi = o ufehs e Jee
BE — C afenar 1
| Cadang
I = = o =
N ngﬂfw — (PE ~SF +~EVMIMH
Fa il =]
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
VA T W WY W o0 W e 3= A | e o one
5. Na, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
TN OHEN 5 =R W TH B = nf s it
[ - JECN (VD[ —




DECLARATION by APPLICANT: RIS BT SITeT T4:
1} 1 heraby confirm that il detalls in this Form are Trus to the bast of my knowledge. Any false statement will render my Application & ongaing assistance, if any,
hable for rejection/cancaltation _ )

2} | solemnly confirm that assistence, i receved from Kashika Foundation, will be used only for the "purpose”, as stated in this Form, for which such assistance
was requesied by ma,

3) | herabyy confiem that | have not & will nat i fulure, avasl of rimbersemant. in part or m full, from any othes sourcedemployerinsurance company, of the amount
for which this assisfance w equestad,
|y we = e f fe v w2 fed o e S et s wee o b wf wi Sew o e e o = # 9 5w et el |
2) W w0 = wpe ol s s, R o W T #, T T TE wiee w1 o S fe e a2 e e h

v) o w7 fam e v o w9 o R, ww i sl w s feem e s am et w8 3 o T sl 3 0t wfies o S

AGREEMENT by APPLICANT [ smims g wam)

1) By affixing my signature or thumb impression an this Form, | (Apphicant) hereby agree & aulhorlse Koshika Foundation and It's Trustess 1o
usa/publishiput-uplreproducs my name, sddress, photo & detalis of the “purpose”, for which such assistance is requested/granied, through any
medium, inciuding bul not limited to verbal, print, slectronic, ler soliciling danations for Koshiks Foundabon endlor disseminating information about It's
aciiviiles/achievermants. Bucn use of my pholo & details can be made by Koshike Fourdation belors of after my traatmant or lulfment of the "purposa”
lof which sasistance 8 being reguasied

21 1 (Apphicent) furiver agres that any such use of my neme, sdoress, photo & cetails of the “purposs”, for which such assistance is requested/granted,
will net autormatically entitlz me for receiving o eonbinuing the sald assistance, The decision for granting andfor continuing the assistance will rest solafy
with tha Trusteas of Koshiks Foundaton, snd iheir decision is this regerd will be fingl and soceptatbie o me

1) W W W T R W anE W) w e, (st anel awal o g won o o Swiie sEve sl ee onil T S s won f e o am
. W s w e weowws 6 S 8, 39 “edfeen® e s, e, wreu g im0 el s weerel @ frd et o wm wem

¥ wuiftn w4 & o wfegn & S oW e S F WA o owm G s w f Ywfee smimt v s sfep

21 & (wPivE) T oW R AP T W, v, W dn faee e e ® e @ iy § w v wemm s W) e v oA

*swifvEa” wny sww iy fain e ol ameradi g

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
SEE W TR WO T e

AGREEMENT by HOSPITAL (¥om@ 70 %A

By affixng hereundar, signature of our Authorsed Signatory for recommending this case/palient for inancial assistance lrom Keshika Foundation, we
[Hazpital) hersby alfirm & acoepl laliowing

14 thet we nelther ara prosenly nor will in future avan of financia! assistance from anoihar NGO or any other saurca, for the same patient/Case, AS We are
requesling io gel from Koshika Foundation, to the sxlent that such assisiance is granted by Koshika Foundation. If the requesisd assistance is ol gramted
by Koshika Foundation, in part or in full, then the Hospital reserves it's righl to make up the shortfall from another NGO or any other source. This
confirmation essenfintly states fhal ihe Hospital will nol avall sny duplicate assistance for the same patisnt/case from any other NGO or any other soutce.
2) The assistance from Koshika Foundalion is only financial in nalure. The cholce of the reatment/procedure advisediconducted by the Hospital on the
patinnl, is based on fhe amangamant batwaan the patiant & the Hospital, and s in no way influsnced by Koshika Foundation. Hence, the Hospital will
sssume sole & complete responsibillly of the realment & it's outcome & safety of the patient, and Koshika Foundation will have no rols or responsibility

iry e matter,

wt afesy, pemell &) @ @ wuR s st wens @ el oeem gy fewf %) sl @ frd wn ovoe) e gew @ we o winer w
1) v F wem s o ufime o S were fiesdt A orent oo @ fed sey win o ol F & oo ok 4 38 T w3 et s
# fwifln 397 & waw ¥ sl e oo o g B B ofe YR e o wem e SR i wep T fem e § o anm
forit s we W e s T @ w39 w o g e #ow ogfe F ere o 2 seee R e o iRt i el
. mralt wem W fesl s s A AR

2 “wifi W @ H W WA e fale w0 W e g o e ow el o sTen = T TR
w W W T & ol s T g T v W o ol e F ol ¥ e e s ol e

. £
Wl s “wifvem " A 9 g w Fecied o F o we ﬁ/—_\‘f"
5\

RECOMMENDED FOR ACCEPTENCE - -
1 e & o v \ g‘#ﬂunistmm)

"

P
&
* mad

r
&)

Date of Surgery
st &1 A

14)e1[24 B -

on behalf
M 5 W ¥R A e

e Y

FOR INTERNAL USE of KOSHIKA FOUNDATION 3 v ¥

SIGNATURE of TRUSTEE 1 SIGMATURE of TRUSTEE 2
)y | e TR 2

T e

=

=

15-00-2023



