c-24-02- 068/

K®hika

APPLICATION FORM FOR ASSISTANCE (Healthcare)
aErgal ¥ SEwT WEy (caTey FEe ) T T T
APPLICATION No. AFPLICATION DATE : ﬁ-gl— hl‘q Builaling bl of e
o v A /009 J1scy e .
NAME of APPLICANT : AGE-YEARS Wry-wd | sex fifn
HHTE
ok Ramhende 49 M
FATHER'S/SPOUSE'S HAME ;
fwp w ™ Rum taran
PRESENT RESIDENCE ADDRESS
Wﬂﬂ:p— arrell E oy oy
J -
FaleAtmp— deofull
PERMANENT RESIDENCE ADDRESS - =TT Sora™ Wi
fe plove
W' . MARRIED (ROf¥T) | UNMARRIED (st
TOTAL ANNUAL INCOME : |Attach Proct of Iecome|
W afts sim co000] (o W ) A
mhwi'm#n —
'ARE YOU AN INCOME TAX (Tick whichever In aoplicable) No |
w0 NN S OE T € (W w9 m w w w P e w /
FAMILY DETALLS witam foyam
8¢ No. N of Member {Ywars) Gander Feintion with Applicant
T T ﬁ.;i-' T gwl} fam TS § T T
T TOa Z5 E Wil
Z Hazdcv 2d H (=77]
Falli 25 E Jdﬂbiﬁu_fmh_w__
BAGIS for REQUESTING ASSISTANCE (Tick w appicatia)
wmmwn % B frfh smae
L. Gorg EWS Cortificate Ration Card Any Other
iAdiach Card Copy) {Atimch Centificate Copy) {Aftach Copy]) BaslsProod
witdt tm % ¥ wam T = wrw ol v TUER TR v
(a5 w e i s W W e wiR HE ) R R R R
“PURPOSE™ for REQUESTING ASSISTANCE:
wyram iy St ol felt W gt
Br. Mo. Medical Reporta/Proscriptions Attached
w9 w serpeyew 8 wit W o wfieer gl we
¥
7 TRy Rr = SEATTE  CATHEN
(I = CIVITFE _ (ATARER]
| Splovy = RE— ST [N P A
—t : -
ASSISTANGE BEING AVAILED for SAME -PURPOSE" from OTHER SOURCES
T T R B W &= gy fed s wew @ e v W2
Br. Mo, MAME of OTHER i AMOUNT of ASSISTANCE BEING AVALED
N HE WU T W ot =l sgwm i

wi

[




DECLARATION by APPLICANT. ST T Wy w1

1) | hereby confirm thal ol detads in this Ferm ate True 1o the best of my knowledge. Any false staterment will render my Application & ongoing assistance, if any,
Imbia for reEctiondcanceitation

2} | solemaly conflem thsl ssaistonoe, if received from Koshiks Foundation, will be used only for e "purposs”, ns stated In this Form, for which iuch assistance
Wil regquested by me

3] 1 ety confirm Mt | fave not & will nel in lture. svell of reimbursement, in part o in full, from any olher sourca/employer/insurance company, of e amoun
for which this assisiance & reguasted

1) 4 s wow e gm aen d fed om0 and fewmn 36 el ® e o v wd b oofe Wi e v e s e o o e Poe ) ol 4
1) % gm W wewm ofn “wifoe s, ool w ool &, Twen aoein el wtes o) i 8 el fem i, = o wen F we e b
1) # e wow { e fom wem o W owdn W 4 om0 w0 wfes @ e e fiel s sh S el w3 8 fes § ok @ ofee o

AGREEMENT by APPLICANT { Zwos U ")

1] By afxing my signature o Mumb Impeession on this Form, | (Applicant) hereby agres & authorse Koshika Foundation and I's Trustess 1o
use/publshiput-upimproduce my name, address, pholo & detalls of the “purposa”, for which such assistance ks requested/granted, through sy
misdium, inciuding but not imited 1o vortal, print, slectronic, for soliciting donations for Koshlka Foundation and/or disseminating information about it's

actvitiosachimvoments. Such use of my pholo & details can be made by Koshiu Foundelion befone or afier my trestment or fulfiiment of the *purposs”
for which asskstance s being requested

2) | {Applicant) further sgres thal any such use of my nama, sddiess, pholo 4 detalls of the “purposa”, lor which such nasisiance s requesiedigraniod,
will not automatically enfitte me for receiving or continuing the said assistance. Tho decision for grenting andior continuing the sesistance will rest soloty
wilh the Trusiees of Koshika Foundation, and thelr dacision |s inls regard will be linal and acceplabie 1o me,

1) W v R e v s W e eeme, & (miew) sred wed o g won f w “wifiver wrfte aby vk st ¢ wt sfop won e du e
wm, wid sl 3 foe ve ve F dfe f, w “wife ol T, wen gt agtve 8 ol ol s i % frd fed ) e wem

# warftn wd ¥ fiv e b 4t v ow T S e F we g W W i Cwifte s v s afeer b

2) & (ovirw) oo ws W e o fie tu am, w0, o she fen of e owemm o et @ wide R e mem W yEor 98 enn s i |

*wifiren ™ o et cafied] wo Py s oty wroreerd Wi

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
s ¥ wewr W SR W Fam

AGREEMENT by HOBPITAL (weomm p0 W)
By affixing hemunder, signmiure of our Authorised Signatory for recommending ihis casa/patient for financisl sssistance from Koshika Feundation, wa
(Hospital) hereby affirm & accept following:
1) that we nedther are presently nos will in lulure avall of inoncial asgistance from snother NGO of any other source, for the same patient/case, o8 wo are
requesting to gel from Koshika Foundation, 1o the exient that such assistance is granted by Kosghiia Foundation. if the requested ascistance is nol grantad
by Koshilka Foundation, in part or n full, then the Hoopital reserves i's right 1o make up ihe shortisll from another NGO or any other sourcs. This
confirmation essentally stales that the Hosgpital will not svall any duplicste assistance for the same patient/case from any other NGO or any other source
Z) Tho asslstance from Kashina Foundation is only financial in nature. The choico of the ireatmantprocedure advised/conductod by tha Hospial on the
patient, is basad oo the arangemant betwean the patlent & the Hosplial, and is In no way Influenced by Koshika Foundation. Hencs, the Hospital will
BERIMA ﬁﬁlﬂnmﬂhﬂhmlﬂnwm&uﬂﬂn“ﬂmmﬂmmmuwm
inthe
vt adfiegn, wemelt ol st @ sbeaddt w Caifow et ® @ e e by foeedfte o el 8, PR e (wenen) Prer e o wem o wlben e
1) %% 5 3 % wiey ot 3 F ofrs F fefm soem Bl i el T @ el o e T St F W w A o 4, 48 e v Seifew o
# fowindied vm ¥ v o "wiew e oo v g I b ol Cwifee saswt o weee e s i e o e o b @ mmam

foalt 50 it wowlt wivm w Sl s w0 oo @ ow wfven g e b e d wre ww e § s it e oe Sl £yt
 wlt wem w el wn we W wl) el

2 “wiftwm wR=twe" ¥ o =f wenm wwm el i ow T W v o O of e o S R wnien W o T oo e
¥ dw w fewe | ok Cwife wevR” g el s w w oen ot b opelied veeme o 0d e o e s wd o b festol) B wees
ﬂﬂ#‘ﬂﬂ'ﬂﬂfﬂnhﬂﬂﬂif»;

Z/ m*ﬁ:ﬂm %a;
ADAV

Date of Surgery Ur. Mohd, e
DS S d.Rameez Reza YOG

M.BB.SA'S. Gphinaimoingy AR AdRMNS aeos

TS ATl - MW
1&y Jez /f Y ) ol ¢
FOR INTERMAL USE of KOSHIKA FOUNDATION  s=ifte awain
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=it T | J qﬂ'/lt:;e
& ) V.52 A

25-11-2023




