Mo~ ce25. 04 3¢
APPLICATION FORM FOR ASSISTANCE (Healthcare) KDU,’[ ka
HETH By SEATT Wy SNt
APPLICATION No. - = i foundation
mowe M |0YLC)poS)  |wmmaOf ]y 4406 2
il Ace veARs i | sex fom
Samimaq 4 Fe
FATHER'S/SPOUSE'S RAME i
= T o

- PRESENT RESIDENCE ADDRESS wWinF ey, v .
AU ) Basaload PO LYa N a%e By

' SEERT ) foap  Poddep

SRARRIED (S56f#] | UNMARRIED { #iewiim)

{Attach Proot of Income)
{ 370 =1 W TE)

f(ﬂll:'"_
n = B --- S -

ARE YOU AN INGOME TAX ASSESSEE (Tick Whichever s applicable) Yos | Ne
T NN AW R 9A ¢ (W W IE W N w Gee e /W

FAMILY DETARS i faam|

St. Wo. Name of Family Member Age (Years) Gander Relation with Applicant
Lk e 0 AmE w1 W = () fiin SETE T WY T
(1) [ o] [ E| oy
u 4 1 T L
BASIS for REQUESTING ASSISTANGE (Tick whichaver i sppicabie) F
wrE % o Bafe smm
BFL Card EWS Certificate Ration Card
(Aumech Cardd Copy) {Attach Centificate Copy) (Attach Copy) Any Other
i T R i T = o vl T FEE W H“'ﬁ' lillll”
(o TR S W T SEE st (W 91 W W W W s (T T W i we W

“PURPOSE" for REQUESTING ASSISTANCE:
o ¥y et m feadt W Tt

8. No Medical ReportaPrescriptions Afisched
9 W b TR B Wi w1 e ;
PHOgTERD RE
5 a.l. |

—

' L
z @mem_cht
ADBISTAMGE BEING AVAILED for BAME "PURPOSE" from OTHER SOURCES
vH IEVR ¥ WY N = mpe fest o=y s @ e o w?
Bz No. NAME of OTHER SOURCE AMDUNT of ASSISTANCE BEING AVAILED
w0 _EEN 5 w0 W W™ = i weram o

ALY ¥ TN




DECLARATION by APPLICANT. sipiee g @i 7a:

1}|nmbgrnmhml-uldmhhﬂﬁurmnhuhhmdmrm.mmmﬂmﬂummluwm-m.ﬂn.
. : e

E:mmhlulmjmmmm.ﬂhuudurﬂyuh‘ww-'.umdhﬂFm.ﬁrmlm-udﬂm

:Ijaliwm cm:rm”:uilhrmmuﬂlhdhwﬂ.wﬁmmmuhu.muwm source/employedfinssrance company, of the amoant

for wihich iz sssistance s requested

1) @ vt wrm € f vR wen @ fed Wl v &0 e ® mma‘:ﬁhﬁﬂﬂmqﬂmmﬂwliﬂ“mu-#ilr

1) 8 g wem i * e Wk, @ W@ ow o §, Te T R vt o) i % e few i, & v o 9o b

NigfesmitfmamiwmEdEt m @ s wites w wwn e Fedll s afriwnes Wl % 1 @ frm ol T o F i

AGREEMENT by APPLICANT ( sades 0 wut)

1) By affixing iy signature or Siymb impression on this Form, | (Applicant) hereby agree & authorise Koshiks Foundation and t's Trustees to
use/publishipul-upireproduce My name. address, photo & detals of the “purpose”, for which such assistance is requested/granted, through any
megium_ including Bul not limiisd 1o verbal, prnt, slectronic, for soliciting donations for Koehika Foundation andior disseminating information about i s
activities/schiovemants. Such use of my photo & details can be made by Koshia Feundation before or after my ireatment of fulfiiment of the “purpose”
for which assistance is being requested

231 (Apphicant) luither agfes thal oy such use ol my nama, sddress. photo & detalis of the “purpose”. for which such assislance is requestadigranted.
will rol Sutcmatically antitie me for recelving or continuing the said assistance. The decision for granting andior confinuing the sssistance will rest solely
with this Trustess of Koshies Foundation, and ihalr decision |s this regacd will be finsl and accaptabie io me.

{) v e W T e s W ur v, (i) sl Tl o g won § o Cwifn et obn g sl " W e s B S,
=, i s o e e o F i §, S Csifee” i S, o, wewe R g 8 o vl Someiend @ R Rl o v e

7 v wr & fom afwm b 3t v w feew 8 e ¥ @ w o @ v S T wifen wsler w s sfeg b

1) & (anbes) yowm @ v o B du we, s, o ol e o fie woem ¥ sgteed @ afde @ g e e W oewer 0 v om ey 9

“wifen” Tk il we Fole v shr el v

AGREEMENT by HOSPITAL (= g Wi

By affiaiig hereunder, signoture of our Authorised Signatory for recommanding this case/patient for finencisl essistance from Koshika Foundation, we
(Haospital) heneby affirm & sccep

1) tht we nether are presently nor will In Tuture evail of Rnancial assistance from anolher NGO or any ofher source, for the same patisntcase, IR W B7E
roquesting to get lom Keshia Foundation, to the extent that such assistance is granted by Koshiks Foundation, If the requesied msistance i nol granted
by Koshiks Foundation, in psrt or in full, then the Hospital reserves it's right 1o make up the shorthall from another NGO or any other source. This
conflrmation egsentially stities that the Hosplial will not svall any duplicate sssistance foe (he same patient/cass fom any other NGO of any other source
7) The assistance from Koshika Foundation is only financial in nature. The choice of the ireatment/procedure advised/conducted by the Hospital on the
patienl. is based on the arangament betwesn the patient & the Hospltal, and Is In no way influsnoed by Koshika Foundation. Hence, the Hospital wil
gssume sole & complete responsibiity of the sreatment & it's cutcome & safety of the pafient. and Koshiks Foundation will hawe no role or responsibility
n e mathe

vt s, el W) S @ aad w Caifne s o T aee T e o §, fe v (o) B v ® e v S ©
1) 3 2 wiws v 3 @ e o faf s fee i wewl s W fed o e 8 Tw Gt 8w o o £, da e v e seteT
# frpdftrviedy v & wean o Coifew waste” go wex iy B b oit “wifee st o aeee e o e By e ol e e § A e
faft s wowlt s @ fes s W @ woen # oW afese e T b e F e w e see Tl o s Shoret iy Bl
n W W el a e B e

2 “wifre weder® § ot of weem e fafim wgl W b 0 W e o @ of sE @ el ol avefEe W gt o e

o i w1 fw | sl wifene srestn g farh ve W w0 vow w0 ) peis wemem 4 b © v g obe s owd ) Wi fndl dh o g
=1 Wl i s 30 o ofve o fechgl oo F T ed

RECOMMENDED FOR ACCEPTENCE Oecpak Tripatiil

& fom we Adminjatrator
TrYETE - EVE
ﬂmﬂm Dr. Jgini f an l F.,L‘”‘- ai;ad:’.f:ray

v P M 5.MS oli mmadi-Kheri

s AR (Name, Designation & Stamp of A Signatory

\&b?\ (Name'ol Or. No. with Stamp) on behalt of Hospltal)

ﬁ TS WITW T T W W WO S s
i FOR INTERNAL USE of KOSHIKA FOUNDATION  Sifis 3w £
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
wd pet | =l W 2

/ﬁz@_;m/f;' i

30-11-2024




