~-24y~ol-0873)|

APPLICATION FORM FOR ASSISTANCE (Healthcare)
Heram By s urey (v darnn)
| APFLICATION Mo APPLICATION DATE (R (3]~ L6521
e ﬂjguq?m Ll sy ol
NAME of APFRLICANT Aot.yeaRs wnp-ml | sex i
wurTE W ™ : Y :
R — T T 81 L

FATHER'SRPOUSE 'S NAME
TR Haxayam  <hasana

PRESENT RESIDENCE ADDRESS iF| s g

ia!h - ] ] T -
FCALLS 5 TR T T prerf PorssP
PERMANENT RESIDENCE ADDRESS - sxim] sreal[ Sl
HS _ 2poe
DCCUPATION “lﬂm-ﬁl MARRIED m
TOTAL ANNUAL n&iﬁ.ﬂﬂ'n""f}{f’l' umduE:rmuln;:: :
N -
N . <wooo )l [flamily ) (o w1 e W) AA
PAN No. THIl Tl TRt NA > =
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever is applicable): Yes | Mo
wen e s owr ow # (A w9 Em w T W P w ﬂ:éﬂ)
FAMILY DETAILS itan foyamm
S Na Name of Family Mombe Gender Relation with Applicant
| n @ T A 5 fetn sTécs % Fr wa
1 Kb thtn e 15 ™ Som
AABIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
sy % fd Fef ST "
BPL Card EWS Coriificate Ration Card Any Other
{Attach Card Copy) {Anach Certificate Copy) (Attach Capy) BrakaProct
nish o Y W Uy sy 3o wl Yo T Frviten e o W w
[N p—— . L] (o ' w W #EE (W T3 W) v uiE W
“PURPOSE" for REQUESTING ASSISTANCE:
wmrern g fd e fael W It
™ Modical Reporis/Prescriptions Attached
i sremevatet 8 wll %) o v g wem
)L A S 240
(£ — SGNE(E
) STV (757 M SV 8 TRV 18 573
: :
A.mmuunnmumrm-r OSE from
W TR 4 W @ W Pl s w9 fen e e
B¢ o, NAME of GTHER SOURCE AMOUNT of ANCE BEING AVAILED
Y s S i w o nf e el

1 Al




DECLARATION by APPLICANT  seiws g whym 7y

111 neretyy oonfirm that ah detads i Tus Form ame Tros o P best of sy Keowledge Aoy Tase stalimerd wil rardes rmy Applleation § ongoing assistance i any,
uatin iy remchonCancelstion

ik qurmm:"m thal sssstance. f recoved fram Koshika Foundation. wil be usid onify for he “purpose’. e stated i i Form. for which such swsistance
Wil T y e

1§ ety condin that | have el & will 0ol in Tuluee. avail of rermityrssmant, i pad o in full, rom sy other sourtafemployecinsurancs sompany; of e smount]
for wisch thin amsislance i@ squesied

) & e v o W TS W 2 fed ol ) Sewrm ) arewil ¥ s we w wn o oR s feven o e same we e | 8w fee o outt )

W opn W w v s w4 o w oo b wew e o atvs o) g o Bl fsm mim, A e e

& ofie wow { 1% P wren dy v owdn ) ] 8, 3w oft w el wowen frem Pl s gt T weed o o o fem § ol v @ wem F o
AGREEMENT by APPLICANT | sriws gm w71

11 By aMung my signoture o thumb impression on this Form, | (Apgplicant) hereby agrae & suthorise Koshike Foundation and I's Trusiess o

e putishl put-up/reprodece my name, address, pholo & details of the “purpose”, Tor which sich sssistance is requesisd/granted, hraugh sy
medum, inchuding bal net limiled o verbal, prnt, olectronic, Tor soliciting donations lor Koshika Foundation snd/or disseminating information et iy
sctivibesiachisvements. Such use of my photle A detalls can be made by Koshike Foundation before or after my treatmant or Tusfilmant of tha “purpone”
B which BSSSlance w Deing requesied

D1 L.FQIIL'!I'I'.!I Turthes ng!qq Mt any such use of Ty name, Hﬂ_rl-nl mln .&d.[.":'. al‘ tha 'W.. w which such sisisiance a W,
will not automabcally entite me for receiving or conlinuing the sald assistance The decision for granting andior conlinuing the sssistance will real solely
with the Trustees of Keshika Foundation, and their decision i this regard will be final and acceptable lo me.

1) TH 5O W EE TEENT W A Wt wn wrmer, 4 (amiee) mmtﬁmtﬂ‘mm#ﬂmﬁ'dww{thw.
wr, W & W fer v v A Wi €, 1R el T S, o, e et we gl e it yesfert & feet Sl of g e

% et wrd ¥ e s 1 S s wn fe Ry ® we @k w8 e e wrder” o sl e §

1) & (i) TE w9 2 T % G wm, om, i e 9 s oo w T @ ok 4 QR R T W Oeest e w ae d

“wine” T T ind W iy i sl el B

ABPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :

AGREEMENT by HOSPITAL (weme gra Wit}

By affiming hereunder; signature of cur Autharised Signatory for racommaending this case/palient for financial assistance from Keshika Faundation. we

(kal) Pt firm & follewing:
I‘lr:::z‘.ﬂmimzlinzﬁmmwmhtmadldﬁmnﬁdum ce from another NGO or any other soutce, for the same patienlicoss, 89 we e
requebting 14 gel lrom Koshika Foundation, to tha exient that such assistance is grantad by Koshika Foundation. If the requested sssstance s nol granind
try Kosnika Foundation, in part or i full, then the Hospital raserves ils right 1o make up the shorifall from another NGO or any other sourca, Thes
confirmston essentaly stotes that the Hospital will not avall any duplicats assistance for the same patient/cass from any othar NGO or any gthar source
51 Thie assistance fram Koshika Foundaton is only financial in nature. The choice of the lreatmenlprocedure advigediconducted by the Hespital on he
p.-lnrﬂ.i:bnndanhmmmﬂihmﬂnrllﬂﬂHmlm&thHMﬂMﬂhmw.mHWH
Esbuing sole & complels responsibilty of the treaiment & its autcome & safety of the patient, and Koshike Foundation will haye no rie or responsibility
i thay Fmaiee

v s, wwl) W s d wbih 8 * e s 4 fafis e o i s a8, f v (e fee vl o e s 6
ntrf::rmuhﬂ#"':qﬁtimwmﬁtmwnmm“ilimﬂtﬁiﬂwiitﬂtﬁmw
& fowfmdvdn Te & wav & “wifow wEETT 0 e v B b o s s o e e afrewss B s fen o | s
fwet s B W) s W e s wene @ e o w s e v bow e F T wm o @ M s fdn wee e Bt iy Pl
e wrest W W fieel =W W R e

o ot Wy W @ o s e ffes s 9 R w0 v g 4l we w fad e reevsien WP R o e

% o fewn | o wne wnEt g e vew wn wil sen o bovulied wen o 0f o yere g abe and wd o i Pedol & o e
W v ok wifens” &1 i sfte @ fasigh W v F e

RECOMMENDED FOR ACCEPTENCE
W firg dhegfi ¥ v
Date of Surgery Assistant .
i ol Dr. Mohd. Raniez Reza or. “”P"'"m L pqpAgpoan Sormiey
A58 W8 Dphenaimotogy))
,51\1']*2_1* [ WA UK N q whwp wrw
e FOUNDATION  Swafte #9atv ¥y
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
= e | hi| et 2

25-11-2023




