: MAVR- C -23-lo— 06D

APPLICATION FORM FOR ASSISTANCE (Healthcare) KDShIJQa
HEEAl #q SEET WEW fwm}‘ Tt
m&nm.- ﬂ [ﬁqb {nﬁlﬁ mﬂwﬂ'ﬂ-ﬁj’h‘dﬁ B bhack o ity
NAME of APPLICANT : AGE-YEARS 3F[-m% | gex ffn
TR W A ‘IE}\.}B& l'| (;aj_ E‘
FATHER S/SPOUSE™S NAME :
frmwges w1 I ﬁquq Rl

PRESE! !rmmu

2 RESIDENCE ADDRESS | ™ Préop Fax}ap
K Qheuf
QOCCUPATION :
el Mak ey~ MARRED | UNMARRIED | ssfsafin)
muﬂmﬁ: {ATlach Proof of Income)
W= it am Shoos |- pﬁm”ﬂ (7 W1 T o) NE
PAN No. T8I 7T WS e 3
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is appiicable): . I
W a s o o § on v W oI w P a lliif-‘
FAMILY DETAILS =fram fasm 2 ~
: Name of Family Member {Yoars) Gender Helation with Applicant
I:rr#”:ll wftam ® TN g ﬂ? fam HETH W =y
1 Kare bam o 'ﬁ 4% 2 VY e E—
- AT I LD 4] SoK
et ) Y9 LAY T Ty 70 W,
- Bhnedn i 1 3 oy
) U 'm’isz’h
BASIS for REQUESTING ASSIBTANCE (Tick whichavar s applicatie)
wymm % fed fimfn s
BPL Card EWS Cartificate Ration Card Any Other
{Attagh Card Copy) (Attech Certificate Copy) (Anach Copy| Basis/Prool
i e % A WS W W T W vy st
(g oy ® mre ul wer W (W= TE W W e Ee W (wamn 77 = wm v s W
“PURPOSE" for REQUESTING ASSISTANCE:
weom ¥ el om feeh W It
5, Ne Madical Reporta/Pruncriptions Attached
¥ Wem semmsien # Wit w) w ol e dem
. \llaaf.mj.i_: = Svn i) F
LE — epr
T AE— SI7C LUl Dhangd
L L
ASSISTANCE BEING AVAILED for SAME “PURPOSE- from OTHER SOURCES
W It % Wy W o weren et o v @ feom om w7
Sr. No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Ll 8 B W ot of wyam ot

!Z"
=3




DECLARATION by APPLICANT. #rFem 371 Wiem wa:
nlhmﬂm_'m_anMuhhwlme“memhﬂuimylmﬂdgu.hyhuﬂhunlﬂmﬂumﬂnlaﬁmlmm,Em_

?:rmﬂymhmm, I recaived trom Koshike Foundation, will be used ondy for the “purpose”. as stated |n thin Form for which such assistance
WEE reguesing by me

'
3} I harety confirm Ml | have not & will not in fulure, availl of resmbursemant, in gart or in ki, fromm oiry GEher sowtalemployerinsurance company, of Ihe amaunt
for which this asaistance = reguested

1) # e wrm f g we A il o et fewr S0 welt F spe ool ol b ol i S o e s v wm £ 47 ovee P vt w ows B
1) 8 o o e ofn T wifee anesten®, & ot m ooft £, o avse 28 vtes o) ol & Bt fem owim e A e b
1) & ffe s § fie Fam amee a e webn o of &, oo W alfew W v e el o sl Pl sl 4 3 e @ o 3 R e F )

#GREEMENT by APPLICANT (3wt o &)

1) By affwing my signalute or thumb impression on this Farm, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trusiess to
use/pubdish/pul-upireproduce my name. address, pholo & detaili of the “purpose”, for which such assistance ls requestedigrinted, through any
medium, mcheding bul not limided to verbal, prnt, electronic, for soliciiing donations for Keshika Foundation and/or dissenyinating information sbout it's
actvilles/achevements. Such use of my pholo & delnils can be made by Koshikn Foundation befors ar after my treatment or fulfliment of the “plrposs’
for which assistance |s being reqguesied

21| (Appiicant) furthar agrae that any such use of my name, address, photo & details of the “purpose”; for which such assistance is requestedigraned,
will ol 3ulomatically entifie me for oehing or continuing the sald assistance. The dedision for granting andior continuing the rssmtance will rest salely
with the Trusless of Koshika Foundation, and (Helr decison tu this regarnd will be final and accepiable io ma

19 w0 v s wwme ) s ) e e, 8 (andew) sl wlh o) e v f e “sifoe st b et sl < ot s we f e 4
v, Wi ol @ few oo F st b, T Wil e =i, e, e qet st o e e s el ¥ ok Sl o mer aen
ﬂwﬂuwﬂiﬁmﬂl'qul:ﬂmnmﬁmiﬂiuimih“mm“tﬂmh

11 4 amdew) g o 3 e o e Ao o, e, wi ol e o e oweem ¥ Tt @ wfde g o e W reo o T e A

“wifn ™ wam ek anfied w0 Fede wfe sl el den

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
. W o

AGREEMENT by HOSPITAL |pwmm gn wee)

By alfieng horeunder, sgnatura of our Authonsed Signatary for necommanding this casalpatent for financial assistance from Kostvka Foundation. we
(Hospitad) heraby 2ifirm & acoept foliowing.

1) that we nethar e presantly voe will in future avall of financial assistance from another NGO or any other source, for the same palient/cane, ns we am
requesting Lo gal from Koshika Foundation, to the edlent that such assisiance is granted by Koshika Foundation. If the requested assistance s nol granted
by Koahika Foundation, in part of in full, then the Hospital resarves it's rght o malke up the shortiall from another NGO o any ofher source. This
confirmation edsentally states that the Hospital will not avail any duplicats assistance for Ihe same patiant/case from any other NGO or any other source
2) The avamtance from Koshika Foundation is only financlal in nature. The choloe of the treatmeniiprocedue advisediconducted try the Hospitisl on the
patient, is bassd on the arrangament between the patient & the Hospilal, and is in no way Infiienced by Koshiks Foundation. Hencs, (he Hoagital will

asnysme wole & complete reaponuibility of the trestmant & i's outcome & sefety of the patient, and Koshika Foundation will have ne role or responeibility
in e malier

wot o, wrnwl o st @ AR w e arest d fdr e oy feefon o sol #, faed e (s frer e @ wee ow witen W )

1) % & 7 % e ol 3 @ ofewm o e wem fial o owel! v w fei e wim W ow divoeet F @ w0 o £, 39 e e “sifew e
B foooftayfiess s f s o "sife STt po we iy s ol Csifen st ou woee feaf sfeeeen B v ol e o # @ e
fadt s e wed wew w Sl s e e o sfuen e v b yhe f e e wn § e s i wee T Ot by e
i W) vow m fell e we A ) wEd)

2 “wifww v @ W o weew e fale wgf @ b ooh w e o ) oof T o R Tveusten W T R oo

¥ @ W fewe b ol Cwifre et gt v w Wl oo o & vl weme 4 0R F v e o s ot o W e @ o e
o i oy *wife” Wt W i w et & o

' RECOMMENDED FOR ACCEPTENCE

G aGigcs = foau T
mdw Jt. Sl tZ:uT*!l”“"__*,'_:{;
st §1 mite Y3 M pco (V™
/ ¥ 1_!‘,4;:f1|"; 1
]ﬁ oY A mmtﬁiﬂa.mmm
TR R T N oreme oy

FOR INTERNAL USE of KOSHIKA FOUNDATION  ssfre 3w ¥

SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
=t T | = T )

Y JeAE

30-11-2024



