C-24 .03-0159

APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka
b : ) foundation
APPLICA : APPLICATION DATE Ruitting Esock of e
o Yo ﬂfﬂh{} D339 st ek & S~ 0 3-202Y
NAME of APPLICANT AGE-YEARS s1q-wi | sex fin
oo l_(’FE,hqr Dew) nAY [~
FATHER'S/EPOUSE S NAME
fegm w1 I
Anlin 10 ﬁ"n{fq . — \
. z freep pestep
—  Poyditheng - JolMok
PERMAMNENT RESIOENCE ADDRESS ; =n| soarei ya
He 0 | e
mwe o \lome  Mukey MARRIEC TR | UNMARRIED (3%eii)
TOTAL AMNUAL INCOME : (Aftach Proaf of incame)
¥ s <oooor~ ( [eirenl] ) (s W wem W) A
PAN No. Tt s W AR
INCOME TAX ASSESSEE (Tic
::ELW% w1 om F:f‘:l‘r e # EW :tmm] *ﬁ'm
FAMILY DETAILS aftam faamm
S1. No. Name of Family Member Age [Years) Gender Retaton wih Applicant
W W it W W AN 70 (7} fif ST ® T W
fod! RNath Jal a0 M HOC hand
2D SULT dn Ga i) ton
D dhaxe. 0 E M
M

c_g}‘_\'-lh SN

(4 d_%nhdr:-q )

BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicebis)

werem % ford i sman
#PL Corg EWS Cartificats fation Card Any Other
{Aftach Card Copy) {Attach Certificate Copy) [Astach Copy] BasisProal
il % s T w5 51wl T T e W Biaimer v jiosid
{wEm T W) W T T (5o T EF W wiE wET W) (M o W ww o e W
"PURPDSE" for REQUESTING ASSISTANCE:
w7 fe el W et
Sr. No. Madical Reports/Prescriptions Atachsd
w1 e areprevetvn 3wt ol sk g W
I 'ﬁﬂ?ﬂﬂflﬁ RF EFNITE CHRTRARPCT
[E PTTGC
A 0 2 D °4 9 R 5 0 /1<
i =
ASSISTANCE BEING AVAILED for SAME “PURPOSE " from OTHER SOURCES
W wgte % ¥ W s wew fad s vl 3 fen o )
Bu. Mo, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
il = v W AW o nf wwam vl

I Nill




DECLARATION by APPLICANT. ¥MT® &m W= 71

1} | hareksy conlirm thal s delalls in this Form ame True 1o the best of my knowledge, Any fatse stisterment wil render my Agplcation & ongoing assistance, if any,
Seini e ;

2} 1 naliemnly confierm it sssistance. If recalved from Koshike Foundation, will be used ondy for ths ‘purpose”; as stirted |n this Form, lor which such assstince
wis reguesiad by me

3 | hetaly confirm Bt | have not & will not in heture, avedl of eimbursement, in par of in (ull, from any other sourcs/employer irsurance company, of e amount
for which this assistance 5 requested

1) & e o g s A TR it sl fewn S8 el o s e o w ) wfe i e o0 we s o owe o G0 e from o w ool |

2) &t gm W s ofn “efme st O # ow oo b vow oo o sten o) o o Bl fem i, 9 g e F wo o b

1) A g wm o e P mren o o ok 9w 4, w0 i o wifew W aws e fanht s Pl w8 v o five € b v e F
AGREEMENT by APPLICANT (TS gu %)

1) By afinng my signatufe or thumb impression on this Form, | (Applicant) hereby agroe & suthorise Koshika Foundalion and it's Trustees Lo
usn/publah/put-upreproduce my name, address, phalo & detals of the “purpose”, for which such ssslstance is requasted/granted, Mrough any
misdium, including but nol limited to verbal, prnl, slectronic, for soliciting donations lor Koshia Foundation andior disseminating Information aboul B's

nciwitiesfachisvements, Such uso of my phola & dotails can be made by Koshika Foundation bafore or after my irestment or fulliimant of ihe “purposs”
for which assistances s being requested.

2) | [Applicant) furthar agrea that any such use of my name, sddiess, photo & delslls of the “purposs”, for which such asalstance s reguaestedigranted,
wiil nol sulomaticaly enliie me for receting or continuing the sald assistance. The decision for granting and/or confinuing the assistance will rost solaly
with the Trustees of Moshika Foundation, and thelr decision fs this regard will be final and acoeptable 1o me.

1) v WY WOy W e w wen v, & (wpies) arelt wenfa ) g wow o o “wifee sk abe vod aind < W sfege won o e o oS,
um, WA s @ fovn v A i §, TR SR o e, T weve gt Toti @ 3@ Rl s Tt € B S & v o

¥ wftn wrd % fom sfien #1 9t wo oW feves 4o ® Wt w3 W ¥ e wfee wEdw v T s

1) A (sndrwr) we we o s o T d w, wm, wtd ade feaes o oo o agtved @ midin gl e o w e ol s gn e @

*ifiran ™ 1y vt =fied W Ped offim sl el W

APPLICANT'S SIGHNATURE OR LEFT THUMA
TR ¥ TE W BE W fem .

",

L

AGREEMENT by HOSPITAL (wwam o wot)
By affixing hereunder, signatune of our Authorised Signatory for recommanding this casa/patient for financial assistance from Moshika Foundalion, we
(Hospltad) hersby affirm & accepl following:
1) that wa nelttar are presently nor will in future ovall of finpncinl sssistance from anolbher NGO or any other source, for the same pafient/case, o wo Bre
reguosting 1o gat rom Koshika Foundabon, 1o the sxient (hat such sskistance (s granied by Koshika Foundstion, If thie requesiod assistancs ks nol grantad
by Konhikn Foundation, in part or in full, then the Hoapltal reserves it's fighl to make up the shortfall from another NGO or any othes source. This
conflmnation sssentinlly states thet the Heapial will not avell sny duplicate sssistance for the same patient/cese from any other NGO or any other source,
7} Tha sssistance from Koshika Foundation is only financial in nature. The cholce of the eatmentprocedure advised/conducied by (he Hospilal on the
patiant, is based on the arrangement betwesn the patient & the Hospitsl, and (s n no way Influanced by Koshika Foundation. Hence, the Hospital will

assume sole & compiste responsibiity of the reatmant & it's outcoma & safety of the patient. and Koshika Foundation will howve no mie o respongibility
in Ma matier

vt wfiegn, vemwd w1 S @ g = e s | fale e oy feefte o wl §, el o (v fie e @ e w vl we b

1) W 7 A v ok T F ufm o el mee e i wred Toom wm T o v @ e et o R A w4, e o Csife ot
4 ittt 7o 5w F “aifre s oo e by 0 6 oft “sifew st go e feefh sl By e o fem o | o s
foelt o A sowad) wom w S o ey @ e A W e e T v e o e w wm § e s Sl e e Shem by el
v wem U fEd W WA W A

1 “wifww s 8 o o v wwe fafivg wyin W & Oh v v g O wew Rl o I eien w o O o e

Wl w fewn b sbe "wifeee wprsbee g Pl wer o S oo o B yefel wome F Ot o weew mon sbe we ko wi Pesdod DR od woe
ﬂMthﬂWuMwwyimm

/ RECOMMENDED FOR ACCEPTENCE

{,,/' wiet & forg degfy {2
Date of Surgery Dr, Mohd.

wivte W) mifim

M.8.8.3. M.S. Ophihatmoiogy

ameez Reza YOG -
(2, AT RRON & Stame P
= Ot e R e

FOR INTERNAL USE of KOSHIKA FOUNDATION  ==ifts 7w 11

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= e | 2l TR 2

Sf—p” JAT

25-11-2023




