\JRA-€c-23-03 - 1386

APPLICATION FORM FOR ASSISTANCE (Healthcare) J K&h ika
b ‘ ' } foundation
e Vie323( M3 serucaononTe 1 [03]23 it
NAME of APPLICANT : AGE.YEARS ¥ | sEx frn
frvags = 1“:5}155&.&%

PRESENT RESIDENCE ADDRESS & siiats v

DEeUION : m MARRIED (Frnfim) MM'__

ikl
TOTAL ANNUAL INCOME - {Attach Proot of Income)
%A ity sm Agevrnf — (5w wa W) AL
PAN No, FuT§ W) S0
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicabie): Yes i N
mmmnmimmmﬁwmmm. wom
FAMILY DETAILS i e
5 No, mmrmyumn Age (Years) Gender Remtion with Applicant
m‘dfm st % wee w1 AW o (=) fem AECE W Ry
BASIS for REQUESTING ASSISTANCE (Tick gvar s applicadle;
wrum % el fafh e
BPL Card
{Attach Card Copy) mﬂ“m lmggi ﬂ.m
witd ten & 6 gam vy e 5wl TV e ot
(T 53 W) e o e W (W uR w W R W w0 (W W W e W w e
"PURPOSE" for REQUESTING ASSISTANCE:
W i e e . e
Sr. No Madical Reparts/Presoriptions Attached
¥R m:‘hmﬂﬂﬂfﬁiﬂﬂmmm
FE- — Todanact

e - Cotfanadt

{.J"
L‘illfﬁ&ﬂﬁm F 2R

ol

ASSISTANGE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
w T % ¥ W s v fRel s e fen mow?

Bk No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
=9 HeEl == T W Lol
T DECT R700 fee




DECLARATION by APPLICANT: WPRM® Tm wom ww:

1)1 heneby confirm that &l cetads in s Formare True 0 he best of my knowledge. Any taise statement will rendier my Application § sngoing assstante, i arty,
it for repaction/cancallatan

211 salemnly confirm (hel assstance. if received from Koshiks Foundation, will be used onfy for the “purposs”, 2 stated In this Form, for which such assistance
was requasied by me,

) I herabry confirm that | have not & will not i fulure, avad of resmborsemant,  part or in full, from any pther soarcEfamployarinsirances compady, of the smount
tor which lhis ansintancs iy requesied,

1) 3 e, wm v wes | ) foee 90 el & s e w i B ol i e o s s we s d @ W e froa o e b
1) on % wEee ofn “sim omEmt A d e Wl T T i S S s A T A et mwm

33 % wfte wom o % fon umen fy or ke 9% o &, 3w ol oW stew W wen e faed s et s @ 9w v & ol 3 % o o o
AGREEMENT by APPLICANT (wmbew g %)

1) By affixing my signature of Ihumb Impression cn this Farm, | {Applicant) hereby egree & authorisa Koshika Foundation and it's Trustees 1o
use/publishput-up/reproduce my name, address. photo & details of the “purpose”, for which such assistance s requastedigranted, through any
mditm, inciuding buit not limited to verbal, print, elactronic, for soficiting donations for Koshika Foundation andiar dissaminating infarmation about i’y

aciivities/achiovements. Such use of my photo & delaiis can be made by Koshika Foundation befors or after my treatment or fulfiiment of the “purpose”
for which aissislunce is Baing requesied

2} 1 (Applicent) further agree that any such wse of my name, address: photo & delzls of the "purpose”. far which sich assistence i frequestedigrantay
will not sutomatically enlitle ma lor recetving or cominuing the sak! assistance. The decislon for granting andlor continuing the assistance will resl solply
with U Trusizes of Koshiks Foundation. and their decision Is this regard will be final and accepiabie o me

1) ¥ e pemet 9 st o) e eer, 8 (o) el w9 g we f o i weies i o i C ® st T ) e oo,
o, i sl ol T g we o @, w wifier® ey =, T, e gt wgtve B g il it susdesd o fed St o g e
imminthaﬂqﬁiuﬁimum*m*hﬂﬂﬂiﬁih*ﬂmm“tmmh

) (awiee) oW 2 we R o, v, v ol e o e mem # agted A wive # 58 T W R T e T e

*wifyre” N Fee wEee = el sl sl s '

APPLICANT'S SIGMATURE OR LEFT THUME IMPRESSION
s W T = s W P

AGREEMENT by HOSPITAL (evsw gm0 S1)

By affing heseunder, signatura of our Authorised Signatory for recommending this cass/patient lor linenoial assistance from Koshia Foundafion, we
(Hospial) heraby sffirm & accapt Tollowing:

1) that we neither are presently nor will in future sl of financial assistance fram another NGO or any other source, for the same palient/oase. 85 we B8
Feuesting to gel from Koshika Foundation, to the exlent that such asswstance is granied by Koshika Foundation. If the requestad assistance is notl granted
by Koshika Foundalion, in part or in full, then the Hosplial reserves i's nght 1o maks up the shortfall from another NGO or any other source. This
confirmifion sysertinlly states that the Hospal will not aveil any duplicate assistance for the same patient/cesa from any other NGO or any oiher source
4} The susistante from Hoghika Foundabtion is only finencial in nature. The cholce of the teaimentiprocedure advisediconducied by the Hospital on the
patiany, is based on \he arrangement batwesn the palient & the Hoapital, and Is in no way Influenced by Kostika Foundation. Hance, the Hosgital will

essume sole & completa responsipiily of the treatment & il's oulcome & safety of the patient. and Koshika Foundalion will have no role or respansibility
in tha mattss.

WL s, gEe # st R amdl = e Tt @ fef aee 6 fewfon @ @@ 4, B e () Bee e @ wees s e
1) we fi 3w wb b x o sdfiess o ey wrom e e erend sieee o el see e o e et o S m ok o 8, T e wifre e
W frrfonfisdy 39 % waw o “wime v gn v i W b ol Cwifre wrheT om wen el sfe i v T e owm b s
sl = i mowd e w e = w2 o R afieee e T b o e f e e owe e Bt T e e g
e sreft vien w fell st wmn A o S

2 twifi s @ A i W S e i w3 b B v wemmn po 4 o o w e sTovsten ey
= e = e 4 ol sl st g el v w e tom b el w4 9 % v g Sy e g
ai grh ol it & o uftesr m fderd vooe o el

RECOMMENDED FOR ACCEPTENCE »\ f'm!q,.., j :}
il ® frg s = R &
DateofSugery | Dr. TANUJ GABA *,
mn;;ﬁm M.B.B.S., DNB /
qE fay MC-T76487
fﬁg Tunc__ﬁf'ﬁf'g mhﬂga :
FOR INTERNAL USE of KOSHIKA FOUNDATION st i
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= T | | v 1

o AT

r

1411212022



