- C-24-02— OYY4®

APPLICATION FORM FOR ASSISTANCE {Healthcare)

HETaal Bq e WEY ( ey tarae)

APPLICATION Mo. - APPLICATION DATE :] 7-0 - Jol¥y
s o Mam}_@;r ey
NAME of APPLICANT : AGE-YEARS W1g-w | sEx fin
sssclbali [avmen Ram _Meena i ™M
FATHER'S/SPOUSE'S NAME :

fomezm W Wm

Chhele _

m" @eena

Teh - X m.n'.'--umnmm;

nu-._mm-.

PERMANENT RESIDENCE ADDRESS - ™
T
OCCUPATION : e MARRIED (FITE7) / UNMARRIED (sfsiie)
mmﬁ%: (Attact Proof of income|
w2 wits sm 20001~ { w1 W W) NA
PAN No. THT} TP HoR
AN NCOME TAX ASSESSEE (Tick whichever I
W WM S ow (R T N I W W W e L
FAMILY DETARLS wftan fimm
5. No, Name of Family Memier Age (Years] Gunder Redatlon with Appiicant
=1 TEm ﬂ:imﬁﬁm 7 (=) fsm S W WY
= Keshaar devl AW E LITTe
 B. | Sikoaw ¥ <) H <o
o Earul sk LT | = m'.-.ﬂ.bﬂumu_
A,
E (Tick whichevar Is appicabie)
wgrem # fird faerfly sman
BPL Card EWS Cartificate Retion Card Anry Other
{Attach Card Copy) {Attach Cartificate Copy) iAach Cepy) BaslsProo!
it T % 9 v ™ == aw o] sam T = v ol o
(T T W o TR e (e wn ) we ol wee wd) (v vy ot o wfl whes W)
“PURPOSE" for REQUESTING ASSISTANCE:
v ¥y fed o feh ekt
5. No. Medical ReportaPrencriptions Attached
w0 W sEpmeyETe § Wi W nf Wi g dee
7 DWRats  RE — CIALIF THIREAT
ZE = SEOXTE  CWNERCT
0 e_;l ‘E;EE; —"1]=- CSLCS Iai T P
¢
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from GTHER SOURCES
W g 3 i W 5w W e e i @ few o W7
8. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Wy L R OR wt nf wemm oo

NiT]




DECLARATION by APPLICANT: sméTe gm wivsy 71
1)1 hareby confiom thal ol delals in tis Form am True lo the besl of my knowisdge. Any false sistement will rendar my Applicaiion 4 ongoing assistance, if any,
lisbia for rejectioncancefiation . =

Ijlm;:mmmmm.ﬂmmmmmﬂ.mlhuuﬂmhh'm o stated bn this Form, for which such asaistance
was raguesied by me

3) | heroby conliem st | nave not & will not in huture. aval of resnbursement, in part o in full, from any other sourcalemployer/insurance cdmpany, of the smount
for which ths assietance & requested

1) & e wvw o B ogw e 1 fod w el e S wrl o s we w0 ool s ferm o v sme v we | 40 e foe w4
20 % o W s ofn Cetfre s, 8 oo i b, e o el when o) gl 8 el feem asim, w9 ve oren o woomm b
1) A e w0 fam wenen v v mde Wl 8, T of w affee w e foe el s sinfeioda sl @ 7 8 fve  oby @ i o B

|

AGREEMENT by APPLICANT | ses g )

11 By affwng my sigaature or thumb impression on this Form, | [Applicant) hereby agree & authorise Koshika Foundation and it's Trusioes o
use/publahipul-upireproduce my name, address, photo & details of the “purpose”, for which such sssistance is requested/granted, through. any
metdium, including but not imited 1o verbal, print, elecironic, lof sabciting donations for Koahlka Foundstion andior disseminating intormation sbout iU's
acivitiowfachiovemnents. Such use of my phato & details can be made by Koshike Foundation before or after my reatment or fulfliment of the *purpose”
for which assistance is being requesisg.

2] | (Appéicant) further mgroe that any such use of my name, address, pholo & details of the “purposs”, for which such assistance is

will not aulomatically enlile me for recelving of continuing the sakd assistance. The decision for granting andior continuing hlﬂhmﬂmm
with the Trusiees of Koshika Foundalion. and their decision |s this regard will be linal and accepiabie 1o me.

1) W wee W sl o wm e, (omies) areft weete o g wom o “wiftoe st she sk s %t sfiogn soe e g .,
v, Wl @ few A e §, e o s, o, wevn gt stive 4 o afd s e % fird Sl o e e

# vt w13 % foy sfege 1 4t vov w forw 3 v ¥ o m o § w8 o i v Tl e b

2} & (wwirw) 8w A wm e 0 wm, e, o ol e ol i e gt @ wfde & o v W W veee o v e e F

" wifran” ey Tee il w P v st e o

APPLICANT'S SIGNATURE OR LEFT THUMB WPRESSION :

AGREEMENT by HOSPITAL (yvsmm o wo1)

By affixing hereundsr, uignature of our Authonsed Signatory fof recommending this case/patient lor financial sssletance from Koshika Foundation, wa
(Hospitad) hereby affirm & accepl following:

1) thal we neithar are presently nod will in fulure svail of inancial sssistence from another NGO or any other source, for the sama palient/cose, ng we B
reguesting 1o gel from Koshika Foundation, io the exlent that such assisiance is granted by Koshika Foundation, If the requested assistance ks not grantsd
by Koshika Foundation, in part or in full, then the rasorves it's right 1o make up the shartfall from another NGO or any othes sourco, Thia
confirmation essanilally siaies that the Hospits| avall any duplicate assistance for the same patlent/case from any other NGO or any other sourcs.
Z) Tho assistance from Moshika Foundaban is only financial in nivture, mmuhmuumrmmnummwmm
patianl, is based on the errangement batwesn (he patient & the Hospital, and is In no way Influsrced by Koshika Foundation. Hencs, the Hospital will
assume soho & complote responsibiity of the reatment & it's culoome luﬁqﬂhﬁtmﬂﬂﬂh%ﬁhﬂ“mmﬂwm

I tha mattar,

weet wifonn, wenwil W) sl @ el Wl e aTastee™ A Delve v oy Neefte el o, Pl v (remm) fer s @ e 8 wien e

1) w5 3 9 v sh 3 @ ofim 7 fofim oo e &l Tem @ el w Wi R Te ARt R w @ o £, 8 e v Seie et
4 forfmfed ve % v § “wifen s oo ve iy R ol “wife emRten on ween feel sfeweee o e o fem o | A s
ford = fn wowd e u Tl e wee @ ween A W sfene e e b o ffe F e v e § e s fofie aee o Bl iy e
o wranlt wew m fesll = oww W o AmeEe

2 “wifw W @ @ ol v da Rl i ot b 0w v on 9 o e o fel o aveiee W T R e

% W W fewn ol “wifim vt g el w Wi i oyl e dd o e gom sl sl WA W e Tl O v s
¥ i e e W W e w Pt 4w vy

Date of Surgery
sifivs & it

ﬁ\m,\fw

/Ammmumm ,
" bt fora st éx
Rez- Y YADAV
: Assistant Administrator

A

Sigmatory

FOR INTERNAL USE of KOSHIKA FOUNDATION  awafis #wai 1

SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2

m17i Zﬂ&#

25-11.2021



