C-25 - nS- 0oSY

APPLICATION FORM FOR ASSISTANCE
HETHET ¥ TEES WiEY

(Heoalthcara)
( v TEaE )

k&hika

foundation

APPLICATION No.
swc W

APPLICATION DATE - E'thj

sy frdh

Buiding Motk of .

loy

A ! aﬁi}’_}_ﬂ_lgﬁ

NAME of APPLICAMNT -

AGE-YEARS 7-T4

BEX fisn

=ETE W AW

’-Bq‘ lats Zaf

e ol

uﬁquumﬂn{M

QCCUPATION ;
TOTAL ANNUAL INC : [Attach

Prool of Incoma)

NA

A wfiw sm _EQSUU (3% W W Wem)
PAN No. T WM WD M
ARE YOU AN INCOME TAX [Tick whichever is applicable). Yes | Mo
wa s Wt om (R w0 IR w o W e e o /
= FAMILY DETAILS witm feem
. Mo, Name of F Membe: Age [Yeary) Gender Relation with Applicant
®1 e i % = AW I (mi) i LLicd Rilek)
Santl n - Ll
BASIS for REQUESTING whichaver is spplicabis
ugrgm % ferd fardfn 3
oo EWS Cortficats Ration Cord Any Other
{Attach Card Copy) {Astach Cortificate Copy) {Attach Cogy) Basis/Proof
nift e A mm ™ = smn wi o 0y T oo g
(v v oW i wE W (v WY W W WiE HeE (W Ty WY W o e

“PURPOSE" lov REQUESTING ASSISTANCE:

Ty i et m Al W gt
e No. Medical Reports/Prescrigtions Attached
W HE smevateer § Wl ® of siivkoe ol e
H - L
) wra RE = SohtE Tifal?
4 i |
LE — {enlf (cka~a(F
3] 3 — = L1 Prmi
r
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
e gt ¥ ¥ e e wrew fed e e A Bowoom W7
8r. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Lk 5Fu TR W1 A wt mi weren ol

NITH




DECLARATION by APPLICANT: i §7 Wwe

1)1 hereby confirm thal &1 detalls in this Form are True o the best of my knowledge. Any false stalement will render my Application & onggeng assistance., # ary
bl for revectioncanceliabon,

2} | solemnly confirm that assitance, |f received from Koshika Foundation, will be used only for the “purpose’, 84 statad in this Farm, lor which such sseistance

was roquesiad by ma.

3} 1 hareby confinm that | have nol & will ned in future, aves of reimbarsement, in pan of in full, fram any cther sourcalemployerirsurance campany, of (he amount
for which this sssasance & mquasted r

1) @ wew wm f % o W 9 Sl v el e o) wwel ® s w o wl ool s o od s e e wn § 6 960 wmen fee @ @ wel B
1) 2t g ot e i Cwifew wsteet, @ ol w o 3, wee e e vie o g o Pl T wpden, o gm wey F wn e

1) 3 e o £ s fom s iy o ok o vl £, = o W ST w en o el s infesdm el i P b e ) ofm J o
AGREEMENT by APPLICANT (s ol 1)

1) By affining my signature or thumb impression on this Form, | (Applicant) hereby agree & sulhorise Koshika Foundation and Il's Trustees 1o
une/publieh/pul-up/reproduce my name, addresi, photo & detajls of (he *purpase”, for which such asssistance is requestodigranted, theough any

medium, inclading But nat limited to verbal, print, slectronic, for soliciling donalions for Koshika Foundation andfor disseminating information abaut It's

pciiviies/achisvemants. Such use of my photo & delalls can be mads by Koshiks Foundation bedors or aher my trestmani o fulfimen of the “purpose”
for which assistance is baing requasted.

2) | {Applicant) further agree el any such use of my nama, address, pholo & details of the "purpose”, for which such assistance i requested/gmnied,

will net sutomatically antitle me for recaiving or continuing tha said assistance. The decision for granting and/or conlinuing the sssistance will rest solely
with tha Trustees of Keshika Foundation, and iholr decision is this regard will ba final and acceplable 1o me.

1) T T W et peme W il W e wey, & (o) serlt iy o) g won o o “wifon wrdee st vt st owl sfegs wn o e e
w, i sl W e w v A e §, 5@ et g e, oy, e gt abe @ o il st awefd o fed el o e e

# warfts wrd o By sfegm b 8 v ow e St opem w e w o 2w & o el Wl @ swdt s

2 & (svhew) w5 wm @ weee  fe g0 v, e, Wi ol feeer o T weow F wgtel @ wldn § g e T W vt o o T e o

“wifype” Ty Tee e w ke i ol arsewl

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION |
wiw ¥ wow w s w fam

d?‘ciz\"_”?_m’?

~ a\ghKa @ yefn
._._1—%%@"2 AGREEMENT by HOSPITAL (e g0 %)

mlmmm,—rumdwmﬁmh recommending this casa/patiun for financial assmtance from Koshika Foundution, we
(Haspital) hersby affirm & accep! following:

1) ittt wo nefther are presently nor will in future svall of firantiel axsistance from another NGO or any other source, for the same patientcase, @ we are
requesting to get from Koshika Foundation, to the extent that such assisiancs is granied by Koshika Foundation. |f the requasted assistance s not granted
by Koshika Foundation, in part of in full, then the Hospital reserves it's fght to make up the shonfall from analher NGO or any ofher source. This
confirmation sszentially states that (he Hospital will not avail any duphcale assistance for the sama patient'case from any other NGO or any other source
2} The assistance from Koshikn Foundation is only financial in nature. The cholce of the treatmentiprocedure advisediconducied by the Hespltal on ihe
patiant, s based on the arrsngement between the patisnl & the Hospital, and s in no way infiuencad by Koshika Foundation. Henoe, the Hospitsl will

assume atle & complale responsiility of the trestment & I's outcame & safety of Ihe patiend, and Koshika Foundalion will have no mie or responsibety
in e mather.

wait afown, pemwl W) v @ wwtod W st arrsbi d fufi s oy feite o w8, fel e () fes e d e w el et b

1) uF fE = wha oy 1 sfes F e wen feslt oW v W fardt s i @ e i F W m A o § W e s st
2 e == % w4 Ceifre Wy oo ve oy T b ol e wad go ween fefy sfrowes o T W few we 8 s
faell s By el v w Sl e weme ) w4 w rfesny g T & v e F e v v § s fiol wor e Sty fael
b wrwll dew = fed se mnet d o s

1 “wifm v ® # o nen S feb s W s e g8 o e w g vsien W o oo v

& W W feva & ol s oot g fed wen ow wd oen ol ) pefied weme o B o g o o st e o wd) Redelt Ol ool e
o ¥ b “wifrw” w W e @ freioh W oo W o

RECOMMENDED FOR ACCEPTENCE
v % ferg_ i s

20 - 03 - 2025



