JRAS - €- 28 s~ o9 T3

(Healthcare)

APPLICATION FORM FOR ASSISTANCE
(= A

weTHal B SAEET 9T

lPPLlCﬂﬁDH No, ; A =
ATONRe.: A/ (a4 QS /oD § A
NAME of APPLICANT : é’{n_rz_' : AGE-YEARS -TM | sex fain
SR H A ANt e g_}, 73 M
FATHER 5/SPOUSE'S NAME |
w1 <he ma

PRESENT RESIDENCE ADDRESS &I SiGIa i

__gﬁﬂia_g_mﬁ-._&_t%_?_@_r%ﬂﬂ___—

st~ fhamatpon, Pajasthans 271003
PERMANENT RESIDENCE ADDRESS ; =78 S W

ufmnmammm: IL{ll,Lu'Qg _

Same axN abpire

), .
Koshika
foundation

Buileing blodk of (i,

| MARRTED (fa] | UNMARRIED (sifrarfim)

DCCUPATION : FF"-"-T I.r}.}? P’—!
TOTAL ANNUAL INCOME ; iAttach Proof of Incoma)
5 I AW t & eero [~ (zm = e Fo) Al A
PAN No. 7503 wTA TR
ARE YOU AN INGCOME TAK ASSESSEE (Tick whichever s applicable): Yes | Mo
mmmmm%mmﬂmmﬂnﬂgﬁm?mle E?Hfr o™
FAMILY DETAILE oftam fam
Sr. No. MNamo of Famlly Membar Aga [Yoars) Gendar Relation with Applicant
5 HEy H T w (=) T FEEH T A Ty
I [ VIoy s ALY £ 0,1 -fx
A~ 2107 2 - B (NI
Ch AT 2T E ,gﬂ_uémm,_

BASIS MHEQUEET!HH ASSISTANCE (Tick whichaver is apollcable)
16 1 O e o 118

BPRL Card
{Attach Card Copy) [nﬁagrgm {.!up:.r} imgﬂ E:;f"} WAW m::f
T e A o™ SR R T w15 o
[ e O I W W WA (wum Ty W e W HE Wi (SETT W w W O we wmi e
"PURPOSE" for REQUESTING ASSISTANGE:
weEm 1 et ™ o
&r. Ho. Medical Reporis/Prescriptions Attached
wn T eqEEETE B Wi F o wiEE i gers
RE - Cadanall
* LE - C adana '+
... 3
X Ggeng— 7RE) — SO0 7 Pl
L7 — —
ASSISTANCE BEING AVAILED far SAME “PURPOSE" from OTHER SOURCES
™ IE T O W = awren fed o v @ o e
Sr. Mo, NAME of OTHER SOURGE AMDUNT of ASSISTANCE BEING AVAILED
w1 e o= I § =
Pla ARLT o 008 —




DECLARATION by ANFILIGANT, s g s v -
1)1 reerghy corfim ol all catlads in this Fopm are Tous Lo ()i Udk! 2l ny icwisdge. Ay e diderienl sl dmiaar sy Agplogion & angalhyg aeshilance, || sy,
libley far rejealiandsanaemion.

2] | sehamnly poffim What esglstance, || recaived om Kostike Foundation. wii b (eed anly S me "aipose”. a8 slabed i1 (bly Fair. wr whch soch asslalance
was reglehled by me

8j | haraby confinm inan | have nal & will ol v Reldra . svall of eeimalssgiian 1 parl e in Rl Tt iy oibes coulceien ployetinmuimacs obmgsy. of ihe amoun
for whizh inly waslisiancg s roylesind

v S e 46w ooee 6 R g o s S e e s o e b el B S e g w4 e Bin ) o ek b

1) o o s ofn e s, @ ol o oo b s o a3k e o S e o= wm e F sm o b

1) 8 it wom of e T s oy e oo @ of T T e e S s SRR TR0 6 4 @ W E R T W s o
2 GREEMENT by APPLICANT | 7/3== 2/ 5l

11 By allixing my skanature or thumb Impression an this Fom, | {Appllcant) horpby agres & aulhoriss Kashika Foundation and i1's Trustees to

usefputiishiput-upirepradics my name, addiess, pholo & datzils of the "purpase’, lar which such sssistance |5 requestedigrantad, through any

madium, including but not limited to verhat, print. siecironic, for soliciling donations for Keshika Foundation andfor disseminaling information aboat (s

actlvitieefashlavamanis. Sush usa of my pholo & delalls can be made by Kostilks Foundation before or-alier my treglmenl or fulfiment of the *purpose”
far whith assistance Is being requesias.

24 | {Applicant) further agree thal any such use of my name, address, photo & detads of tha “purposa”, for which such 2sssetance s requesiad/grantad,
will not sutomatically entitle me for recelving or continuing the said assistance. The decislon (or granting and/or continulng 1he assistance will rest solaly
with the Trzstees of Knshika Foindation, and thelr decision is-this regard will Be fingl and accepiable in ma

1) T8 VE T AW S W S W N we, § (smtes) s anan s gie s f o Cwifion wedee sl s i ¢ w) st s T 0
w, e =i W e vn s | e € = ST uEe S, TN, S Ut S T g e s sveie % e O s e

# wion wed % T wfee ) A v Tewe By @ v = am § s d ey sl wisde 9 sl s §)

2 & (FEET) T E % A T R0 T, T, e S fem  fe o w3 @ wite oo w o W wwe Y W mn vm s o
ek e e e e R LT LR T L ]

APPLICANT'S SIGHNATURE DR LEFT THUMB IMPRESSION :
aMiew % FETYE T S = A

AGREEMENT by HOSPITAL (=7 5 =51}
By affaimg horeundsr, sighature of our Authonsed Signatory for recommanding this casa/pabent for inanciol assstance fram Koshiks Foundslion, we
{He=pital) heraby affirm & socept following
1) that we neilier are presenlly nar will in luture avall of financiol assstance from another NGO or any other seurce, Tor Ihe sama patlenycase, 8s we 878
requesiing o getfrom Keshika Foundation, to the aitent tial such sssistance i granied by Koshiks Foundation. 1 the iequested essisiance is not granted
ty Moshiks Soundation, in part or in full, then ihe Hospite! reserves it's right 4o make up the shorifall from another NGO or any other source. This
confirmalion s=sentially stales thal the Hospitabwill not ovail any duplicats sssistancs for the sama patienticass from eny other NGO or any oiher source.
2) The assistancs from Koshika Foundation is only financial in nature: The cholce of ihe realment/procedure edvised/conducled by the Hospital an the
patiert, = hased on the amangement batwesn the patient & the Hospilal, and i In no way infiusnced by Koshika Foundafion. Hanes, the Hegpital will

agsiime sole & complets responsibility of the teatman) & i's outcome & safety of the patient, and Koshiks Foundation will hatve no role or responsibility
In the matter

Wt e, weewl W AR A weEaT F S e § fahn ae vy fewfen =l §, fa ww (remm) T TR R o T s B

1Y a5 o wiae sl T f o F fivwe e R e oo e Rl s vl T g i S w0 om oW w2, 36 Tnowm " wifee s
A it w e o win wEER T E v i i b i e gt go e el s v e f A s
Tl v st e o feel s A 9 s A W s e e b o qfe § we S v # AR s Tl e T i A
& el wen w T S TR W OAR TaT

1wl W @ = v s fufm sl @ 4 @0 W e g T o W W T SR WO
W e W v § si e wevE g fae e w T T h e v A O S e e s s e
T B e R T e o R R L ]

-

5\
ACCEPTENCE Admi
Dr. SUFYATERRRISH T it ) &
Date of Surgery W.E-E:su Dm“sl OB *
ST # e 69924 @,
fame, Designation & Sheid G Signatory
(£]e4(2s (Name ¢ Dr. ~Wih Stamp) on behalf of Hospial
T W T § o a1 T = T WO i S
FOR INTERNAL USE of KOSKIKA FOUNDATION =i 3vam &5
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

! TR |

A FRI 2
ook

30-11-2024




