. (- 24 -02 - 00G9

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HEEW B9 SNEST WEY (varenry YErE )
e ) |oQ9Y /1874 e 07 ~02-262
HAME of APPLICANT : AGE-YEARS 5T~ sex fin
e Chando ol Gé E
MAME -

FATHER S/SPOUSE'S
frmwgm w1 inhah
wmﬁ;%m %‘T‘- Alloar

K AbsvuEe ‘ -

oundation
Buising bhack of e,

Pyee o  PST of

OQCCUPATION : o ol uuuigﬁhimjunuulnhﬂdh}
TOTAL ANNUAL INCOME : % (Attach Proof of Income)
Slocol  (Camily) (e o W) N

b k)

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable). o
52 W a9 w1 gm € (W w= oI w o W P e i
FAMILY DETAILS Ty )
B¢, No. Name of Momber Age (Tears) Gendar Falation with Applicant
¥ T qftm % Ll 30 (i) fism SIHTE % W g
R 2] i)
2 Supita Cal e E Fople Bl
R Toalu — g ] 95.51,;.@'
tar Is appiicabla)
wre % ford fief s
BPL Card EWS Certificate Ration Card Any Other
(Attsch Card Copy) {Arach Certificais Copy) {Amtach Copyl BataiProct
sif tm % T wew T = mm ol T e W S
e (5o T W) W S e (ymm vy o o il e -
“PURPOSE" for REQUESTING ASSISTANCE:
s e 0 S w age
8. No. Medical Reporta/Proscriptions Altached
wY e sremvehet B W 9 of st gl we
! MmOl _RE = SFIVITE CHTARACT
== CENILE CHIARHC]
F TS ulovy — SICS LOTTH PV
o A—a
LY
ASSISTANCE BEING AVAILED for SAME -PURPOSE- from OTHER SOURCES
VO TR W 1 w6 = w5 v @ o w2
51, No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILLD
Y wE s vl W it m wwm o

& 1.
1 NI




DECLARATION by APPLICANT. SiT% o7 Svey 71-

1) 1 heroby confiem that st detids I this Form se True to the best of my knowledge. Any false statement will render my Application & ongoing asséstance, if any,
Eable for resschondcanceation

2) | schermnly confirm thist assistance. if recelved from Keshike Fourston, wil be used anly for the “purpose”, as stated in Tis Form, lor wiich such assistence

was requested by me

3) | heretry confirm that | have nol & will not In uture. avail of nesmbursémant, in pant o in Adl, from any other sourcalemployerinsurance company, of the amount
for which thig sssistsnce & reguested

|pl‘1‘fﬂﬂ!'{h1‘ﬂ'll"-llm{l'l-‘ﬂ“f-miﬂm‘mhﬂm‘lI'I'Iﬂlﬂh!l!llﬂl!-l--'liﬂ“ﬂ!ﬂﬂ-#ill
1) # g W wwew ofn *wifinw st 8 ol ow ol §, o el T rtve o) g o B S wim, @ v F wo o b
niﬂm{ﬁ:hnmiuwmﬁdtnm'n“wmhﬁﬂnm“‘liwihi*!ihiﬂn
AGREEMENT by APPLICANT | sries gu =)

1) By aftixing my sigralure of thumb impression on this Form, | (Applicant) hereby agres A suthoriss Koshika Foundation and it's Trusiees o
uEApUbIEh put-upireproguce my name, address, photo & delails of the “purpose”, flor which such sssistance s requested/granied, through any
medium, including bt net limited 12 verbal, print, electronic, lor soliciting donations for Koshika Foundation andfor disseminating information about it's
ectivitlesfachigvermnents. Such use of my sholo & details can be made by Koshika Foundalion belors or after my lrestment of fulfllimen) of the “purpose”
for which assistance is being requested.

2) 1 (Applicant) further agree thal any such use of my nama, address, photo & details of the *purpose”, for which such sssistance b :
will nol putomatically aniitie me for receiving o continuing the said assistance. The decision for granting and/or continuing the sssistance will rest solely
with the Trustees. of Kashiks Foundation, and thel decislon ks this regard will be final and acceptabie 1o me.

1) v e w e e w i ot wm e, (smbew) el weafh wt gie woe f o i et o vl it ¢ %) afogn s o f 20 .
v, wid s =@ e w4 difw §, W et o sl o, et a4 o il s eeienl @ il fel @ e

# waftn w3 e afiege § St v W frw G e ¥ W W o § w8 T wiiow sder” @ s st b

2) A (omibew) wu w0 e o fedoown, e, i sl fvwen o e s ® ot @ wiie g e e W vwor T o W owsly

‘i v ae sfed W fode sl sy el o

APPLICANT S SIGNATURE OR LEFT THUMS IMPREBSION :
srew T U R W fae

Ejnmnhg signature of our Authbnsed Signatory for recommanding (his case/patient for financial astistance from Koshika Foundation, we
(Hospital) herety afirm & acoepl lollowing:

1) thal wa neither are presently nof will in future avail of financial ass/stance from snother NGO o any other source, for the same pallsndicase, as wa are
reguasling Lo gl rom Koshika Foundation, 1o the éxtent thal such assistance s granted by Koshika Foundation, If the requesied assistance s nol gramied
by Koshika Foundation, in part or in Wl then the Hospltal reserves it's righl lo make up the shortfall from another NGO o any ather source. This
confirmation essentially states thal the Hospital will not avail any duplicain assistance for the same patient/case from any other NGO or any other sourcs.
2} Tha sssiutance from Koshika Foundation is only finarcial in natum. The choloa of the reatmentprocedure advised/conductad by the Hospial on the
patient, ba based on the srrengement between the patlkent & the Hospltal, and is In no way Influsnced by Koshika Foundation. Hence, the Hospital will
mssuma sole & complets reaponsibiity of the treatmant & il's oulcoma & safety of the petient, snd Koshika Foundation will have no rale of responssbility
In tha mailer

rot s, e w1 s @ wmdald) w “wifee s A fafe s vy feefin o o |, Bl v () P ove @ e o e b

1) e 3 3@ wiee s 3 s o Tl mere fadl e wrel S @ el s e S T R W o A o B o e T
W forfenddy Ten % w4 il wEten” g e by e b ot wife westn® g weren fely sfeaee ) e af e w @ s
firlt = A wowd wem w Sl s e @ een B ow i i em b e F v wn e # e o St e we o iy fad
1wl wew w el == wne B S AE

2 “wiftve wretv” @ o o vrem v faie oty o &) 0w e g of we @ et T Ivwyien W o TR o e
o dhw ow fires § ol “ulfire st go Sl sy w o o ol ) vl wsee F 0 o wew e sl ol wd W W ol 8 v g
nm#'M‘ﬂﬂwvﬂm“Fi;w

Date of Surgery
vt ) wim

lojox{ory mm

T W TN A Y a1

FOR INTERNAL USE of KOSHIKA FOUNDATION  1ft® #wam 1

SIGNATURE of TRUSTEE1 _ SIGNATURE of TRUSTEE 2
il T | T R 2

S AT

25-11-2023




