VAW - © - 3402 - (338

APPLICATION FCI'HM F{}H ASSISTANCE {Health_t;arel KﬂShEkﬂ
: ¥ \ ’ foundation
m:&mwm.- .fwfmgaq ff?ﬁj :;:I‘;Elt.‘;‘%ﬂﬂﬂﬁﬂ gg{aﬂ?!qlf Building hiock of it

mumﬂumﬂr Md.hfﬂ l a .mE-‘anﬁ;T"E:"'i SEX fefn

FATHER" SJ'BP'DLISE S NAME :
firm e w1 @ﬂﬂ-é{
PRESENT RESIDENCE ADQRESS wowe sm|E 7l

Yo Hhuia ‘; [Te] fﬁm@'b ”@"5‘*‘“#

PERMANENT RESIDENCE ADDRESS . w1t 2memira wa
SANE Ak abol/ e
um:.upnncﬂ: E J I M Wﬁﬁmmn: UNMARRIED | 3iFsaris)

TOTAL ANNUAL INGGHME h Prost of
9wt L{agg,r‘ﬂfr- (e 0 e st M

PAN No. TeT§ T Wem

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicabiz): Yos | Mo =L
mwwmm;mmmmmmﬁmﬁmml wom A
FAMILY DETAILS wimn Taam
Sr. No. Mase of F:mlty- Member Ago (Years) Gender Relation with Applicant
FH AT TiTET S W WA 7 (31) fisin w HY HEy
g ReKhA L | Wde
3 | Nably TF A SO
> & — L}
e E _ACha b F bl A KFe A Lafdl
BASIS for REQUESTING ASSISTANCE (Tick whichever v applicabla)
HEaA % T frefr o
BPL Card EWS Certificat Ration Card
fAttach Gard Copy) (Attach Certificate Copy] {Attach Copy] s B
i e = A g T s A g e W ) o
(W =T e i Hee S (v v W e wf g (L A W we

“PURPOSE" for REQUESTING ASSISTANGE:
w17 fwa e e

& No Medical ReportsiPrescriptions Attached
wH HE s ol o e e wen

RE— Catanmct

LE- Cadanacf

_ P
SUngeny— 7RE) = SECT F PAMmR

ASSISTANGE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
TR W SE = wren Rl o v W fem o 6

Br. No. NAME &f OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
W 3 =) B W AW . =it m T 0w

I DRTT A000] —




DECLARATION by APPLICANT. wrss gm =i T0-

1) | harelry ganfirm that all detalls in this Fotm are True to tha best of my Knowledge. Any fakse staterient will randar my Application & angoing eesistance, I any,
[iabie for rejectanicancallation.

2 | solemmly confirm thit assistance, f recelved frum Koshike Foundation, wil be used only for the “purpase”, as stated In this Famm, for which such assistanoce

wa3 roquasted by me.

3) | hereby confiem that | hive nol & will not in futures, &yl of refmbursement, in part o n full, from any other sourcefemploverinsurance company, of the amount

for which this assistancs is requestad

1) e o o f5 v e 6 Rl g it S ) aserd ® e w9 0 o afe il T vH W e Tw oW W w9 weeen fe s = e b

2) A g W Eem i s stedes, @ @ ow o o T T whs W P @ fed fem o W d s

3}ﬂqﬁzm{hfmumﬁmu-huﬁﬂi,mﬂmwmmmﬁmmmm.m.mm#:ﬁmiﬁnﬁmiiﬂil

AGREEMENT by APPLICANT { s g W)

1) By alflsing my eignature or thumb impression on ihls Farm_ | {Applicant) hereby agree & authorise Koahixa Foundation and II's Truslees to
usalpublishipul-upireprodueca my name, sddrass, pholo & details of the “purpose”, for which wich aesiglance |3 requestedigrantad, thraugh any
madium, including but nat limitad 1o verbal, print. electronic, lor soliciting donations for Koshika Foundation andlar dissaminating informalion about i's
activitisslachisvernenls. Such use of my photo & details cen be made by Koshiks Foundation bafors or after my treatmant of futlimant of tha “purpose”
far which assistance is baing requested.

21 | (Applicant] furthir agree that eny such weo of my name, addréss, phots & detalls of the "purposa”, for which such assistance is requesiadigrantad,
will not putormatically sntltle me for receiving o conlirulng the seld assisiance. Tha dacition for granting andior gontinuing the assistance will rest solsly
with the Trustess of Koshika Foundation, and their decsion e this regard will be fisal snd accaptabie to ma

nmmmﬂﬂmmnﬁﬁﬂmm_ﬁ{w&tnmﬁuaﬁffrghmttd'iﬁmmﬂm#mmd“ﬂm“{ﬁﬂuw.
o, W st W fwn gw ow Wi § S s T S, T, asem get a8 e il s g & fad el o van om

3 T o % forg e §1 S vy W T Sy % e W e W e e e @ s e b

1) & (siew) W T £ e A, e, e st fie W e e % ke @ il g8 wE SR W e 19w e e g

“wifime” way wes = W g e ol amewE)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
WTIE W TR W aE W

ey o
T
& .:-!_ !

.. .- /ﬁ .

AGREEMENT by HOSPITAL (W& o9 %10)

By afficing hereunder, signatura. of our Authonised Signatory for recommenging this caee/patient for financial 2ssistance from Keshika Foundation, we
{Hospital) hereby aifiim & accaept lollowing

1) that we naithr fre presently nor will in future avall of finaricial sssstance Irom anather WEO or ahy aiber source, for the same patienticase, as wa are
requesiing lo gel lrom Koshika Foundation, to the extent Ihal such assistance is grantad by ¥oshika Foundahon, If the requested assisiance is not granted
by Koshika Fourdation, In part or in full, then the Hosgital reserves It's right to make up tha shortfsll from anothet NGO o any ather source. This
confirmation assentially ststes that the Hospital will not nvall any duplicate sssistance for the same patianticase from any other NGO or any other source.
21 The sssistance from Koshika Foundation ls only financial in nature. The cholce of the treatmeant/procedurs ndvised/conducted by the Hospital on the
patient, s based on the amangamant betwaan thi patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospilal will
assume sola & complete responsibility of the trestment & #'s cutcoma & safety of the pationt, and Koshika Foundstion will have no role or responsibility
In this malisr

it s, wRed =1 sin W weEGd 9 Wi w9 P wem fg faeron W w8, R e (sien) fier wom & Tra 8 sl w #)

) w5 e st A wfir & fafi v Fl fr s e W fE ws v A R driveme A o W A o §, 8 e e et weee
7 Tt o9 § wen § Cwiim eresia” gn owe v = ool et weee T g wmm e syt W ww bW s
fosl s e swrd) ate W e W wEE A AR w1 e g T 8 TR e A e wp o # s s i T T it i e
it womtt s Pt sen e A o S

3, “wifeT ST W O m W Pl v w0 o veEs go 9w e w R e W g

o5 = S ol CwitE wRET g0 fedt wwn w0 Wi s e b gt weEe A T = e goe sl R e

=t Wit st s @ s wftee m fas e st @ ) s %
: \ &
RECOMMENDED FOR ACCEPTENCE 'E'?:? e te (] \ :l
_ R e i U E [ulpemiiat o
Date of Surgery A\EEN SEW 2 [ 7 nf
e W wi RE;S%;E,@?HTHMIL

- 1ia 97415
3;?‘“3, 3‘1 F.-.-;f_%!mm Reg. No. with Stamp)
Vit ™o 0 A9 WPRNE T T 7,

FOR INTERNAL USE of KOSHIKA FOUNDATION  amifts 3vam

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= | S FRE 2
/. ..E/!-’(/’——-—__'-"

L

15-08-2023



