SRE- (- 25— 0Y- 0RO

APPLICATION FORM FOR ASSISTANCE (Healthcare) KO‘stha

HETAE #e EEA WIEH ( TEFR I ) foundation

T gloyLs (000 e HoU-oncl e
HAME of ARPLICANT - ; AGE-YEARS #1-" | sEX

e it fMrre Rukiana 34 F

FI-MFI'HEFWSE'EH&HE o
/e w1 My, Memin
PRESENT RE E ADDRESS WA il x PASTE
Plad Tt Pwafa Pog t op
PERMANENT RESIDENCE ADDRESS a1 s Ruktana
o o _h
Ly 9 W A 3 1Y/ 1 S— (0026)
mﬂm" A MAQ! Y MERRIEE-FATE) | UNMARRIED (sifufin)
TOTAL ANMUAL INCOME © [Artach Proof of Incoma)
%A Wit #m Y _?j]_[@*pqu (78 1 W HA) MA
PAN No. THF ST a0 o
ARE YOU AN INCOME THMEE{THNMWHWMH}: Yesi N
w5 S F R (0 9§ W W Pe ;f‘r_'&_/
FAMILY DETAILS frap faam
Sr. No. Age [Yeara) Genduer Relation with Applicant
W T . 7R () famn F HM A
HIi
q
(28] s =
BASIS for REQUESTING ASSISTANCE (Tick whichever s applicable)
aemm % o falh s
BPL Card
(Atach Card Copy (Attach Cartcots Copy) (Atach Copy) Ko ol
w0 W 9 wEm U SFq su w R T TSR W e B
pmm w3 S v iy wEe W (o T oW e ufl e W ( FHm T W) wm iy we sl
“PURPOSE" for REGUESTING ASSISTANCE:
v %7 fad 7 fsdt | gm:
St. No. Madical Reports/Prescriptions Attached
w9 = sTpmevals @ T w1 om ufe e e

L O G _ _ . —
S1ac 2 d sk
= PSrATphally
%——FTHR&—%@M—PH%

ASSISTANCE BEING AVAILED for SAME -PURPOSE" from OTHER SOURCES
w Tgivg ® ¥ w0 == ween e s w2 e oW
5r. o NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
F1 HE s P W) =i werm




DECLARATION hy APPLICANT: 0w @ siom 7a:

11| hpreby confirm Tat ab detsibs in this Form are True 1o the best of my knowiedge . Any false statement will render my Applicaion & ongoing ass:stance, i any,
il tor rejnctionicanceliaton

2) | nelpmnty confirm that assistance, If moeved from Koshis Foundation, will be usad only or the “purpose”, &S stalpd In thig Form, for which such assistance
Wi rEquisaiad by me

3) 1 heraty confirm theat | rave not & will not in fulure, seail of rembursament, i pan or m full, from any olfer sourcisemployeninsurance company. of e amount
Ior wiich fhits resisianca s !equuul.nu

L & s s ] B oew e | Fon oo endt e S0 weet F s W wE s ool wnl feme o W s w0 & W S wmee P w1 W e B

2} W Em W e e Wi wieskn, & ot m oot ¥, sew T i wtw W @ e few o, o wowen F s b

33 # g wow § T woen g e w W o k3w o oW i s e T s sidsstme wee w A A fee ool @ el § =)
AGREEMENT by APPLICANT (siqe% gl w7

1) By affising my signature o thumb impiession on this Form, | (Apphoart) hereby agree & autharise Keshike Foundation and iU Trustess 1o

uselpublishipul-upireproduce my name, address, photo & detalls of the “purpase”. for which such assistance |s requested/granted, through any

mediim, Ingtuding bul not fimited 1o verbal, pent, electionic, for seliciting donations for Koghlka Foundation andiorn disseminating information about i's

activitieslachiovemdnts. Such use of my photo & detsils can be made by Koshika Foundation before ar after my treatment or fulfiiment of the “purposs”
fer which esistancey is Dﬂll‘lg ratpueE o

2) | thgplicant) furthior agree thmt any such use of my name, address, pholo & detalls of the “purpose’. for which such assistance s requested/grantid,
will nal aitomatically entitbe me for receiving or confinuing the sald assistance. The decision lor graniing andior continuing he assistance will rest solely
wilh the Trustees ol Koshika Foundation. anid thair decislon i this régard will be final and acceptabls lo me

1) TR W T W AT W e s, (o) st wedh #)gfe v € o et wdtee sl ves sl ¢ wt stfiens e f f o9 am,
am. i ol =) Feem e e d it 8, 39 Swifen T oan e on, seeEvs g Tt @ uEl il s eeferel € R T @ i owam

# yuim w73 & fan sfewn &) S oo W) e & e F owd w o S o ¥ B s et v sl sfoe

20 A o) v w0 e oG am, 9w, 97 s fen W e e % agted @ wfils & g9 e e w0 e TR e @ e

e U TEE A s i afm S wsEwE
.\&‘

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
T F WA W S W fAw

AGREEMENT by HOSPITAL (=M gm0 &)
By affng hermunder, signature of aur Aumonssd Sgnatory for recommending his cose/patien! Tor fingnenl asastance from Keshika Foundation, we
[Hasgital) hersty affiom & sccem following!
1) it we neithar @ne presantly nor will In fulure svall of irancial pssistance from gnother NGO or any olher source, for the same patianticase, 55 we B
raquesing to gal from Koshika Foundation, 1o the extent thal such assistance (s granted by Koshika Foundation. |1 the requested assistance (s not granted
by Hoshika Foundation, in part or in full, thisn the Hospital reserves iUs ight (o make up the shortfall from another NGO or any other source. This
confirmation essontlally states that the Hospital will nol avall any duplicate assistance for the sama pallent/case from any olher NGO or any other source
2) This essist@nces fram Koshike Foundation is only financial in nalute. The choite of the reatment/procedure advisedicanductad by ihe Hospital on the
pabent, is based on the arangement between the patient & the Hospital, end is in no way influancad by Koshika Foundation. Hence, the Hospital will

asuyme sole & complate responsiblity of the tréatment & It's outcoms & satety of the patient. and Koahika Foundation will have no robs of respomsibliity
|n the matier

pt ot et w1 s # st ow st et 6 flie s ¢ feton @ ot b, fe e (e e weR @ W @ s w1

1) W W e st ) s o Tadies e farsh iy woerd e w fel w= i W e e € W om A o R, e e o Cstfen e
& fawimtsin 79 € waw § “Sifw s oo e i W hoaR e e gu s el sfeeees 87 e w6t few e § oo e
ff wm e wowrlt W w Rl = e O e SR W sfese gl e 6o e F e own owmn TR s i oo o Sl i R
e wownd) stem @ el = e B ) el

L “mie S R o Ok awem v e vt ot &) o oo weme gm @ v v @ R T ITwiET W e T o e

it w fn ol witfes el g el v w ow v e g e oF Ol W e e s a0 aeE o i el d o s
w1 it st s S w0 g m Tk om0 e

RECOMMENDED FOR ACCEPTENCE
wwdat ® e ety

Date of Surgery J'l =
st & i pr. NE ?g
1= H4-20S TR DB & Rean. No. withStamp

BT W N T e T g

FOR INTERNAL USE of KOSHIKA FOUNDATION it 3w 39

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A T | o

Y s

18-08-2024




