NPBA-C- a8 -0F— [202—

{Healthcare)

APPLICATION FORM FOR ASSISTANCE
(= FETE)

WErEa B, SEET WEY

K2hika

foundation
ey

%;::c:gspiuu_; Vjﬂﬁ 35/‘:;33 mm;:ﬂpwmm: fﬁfﬁjf;_g‘ Bubkilng leck of life,
NAME of APPLICANT : W AGE-YEARS ST3-™M | sex fifn e
g i Katrdexh Devi CF e
FATHER'SiSP i - 1 D x
‘;TE:.INEESMMIE P + Pﬂl é“[’?‘l%
PRESENT RESIDENCE ADDRESS 5w 19rar T
[[dY ] « Hiﬁ-h"r'a‘m H"h;'l)A. gTagHay -
2 , fones)  faxlap
ris‘b’k# Hmabi'lﬂau; U.P. delo
PERMANENT RESIDENCE ADDRESS : T8 S 7
S LT e aly apbpre
QCCUPATION ; IF | Pl e M 41;? e W Emﬂ!ﬂ}.’ UNMARRIED | sy
TOTAL ANNUAL INCOME : _ : Attach Proof of | }
5o =fiE Wy ,_‘;.'J(f-’lfb,a’-— o Fa’]m.wfé?«-:} 1(mmm;m%ﬂ:; ,—Uﬂ
PAN No. =i =@ W
ARE YOL AM INCOME TAX ASSESSEE ﬁ‘h:h whichaver is applicable): Yes | No
B A 3 W (S O A 2 W A W e LR
FAMILY DETAILS ‘oftsm Prarer
Sr. No. Mama of Family Membar Age (Years) Gander Ralation with Applicant
Ll I s 3§ () fien e
I= b d Y vad) Lo fin g Al oiagof
A P poiz P, i T
g -
BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicable}
i O e s e
BPL Card 2
{Attach Card Copy) {Amiﬁ%gﬁﬁm [ME’E E::ﬁ ;'?Hm
i T A S 5 ] T T e s ek
(T T S e we (e =1 it e W (w73 = T ¥R S w
“PURPOSE" for REQUESTING ASSISTANCE:
e ¥y el T W e
St Ho, Medical Reports/Prescriptions Attached
wA e yoEvET # =i S afeET g e
fa }- ~ Catdarm L
= — U Aot £
="
a1y — 7L El.— ey A4 FANAMEF
Vo S s —
ASSISTANGE BEING AVAILED far SAME "PURPOSE" from OTHER SOURCES
TH IEAG F v W H T R 9 wm A o e
5. Na. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
= HE - 3= wEE F A i wEEE W
K s Z008 ] —




DECLARATION by AFPLICANT. SFEw Z91 NI W3-

1) U hereby confirm that all delads o this Foom are True to he best of my knowledge Any falss sisfament will render my Application & ongoing azsistancs o any,
lishle for rejeshion/cancelialion

2) Lsotamnly conlirm thel sssietance, I received from Koshika Foundation, will be used only Tor the "purpose”. o stated [n this Form for which siich aseistsnoe
was refuesied by me

) 1'herety confirm tha | have not & will nat in luture. aveil of reimbursamant, in par or in full, from any other caurcelemploveriinsurance company, of the amatmt
far which this assistancs s regeested

1) # w T { TR W F A e S0 W % semm we ud e b oof st e o e s s we € 0 S0 wmen B W om wE b

2} # g S wEw o i weme, B AW o f, T e T v 9 7 # T few e, A wm ves  woom

3) W gfe v 1 fom woww i 9 o w0 F, oW W W A e e fel e e s @ 78 fon & sh 3 s
2 GREEMENT by APPLICANT | =mims: T =7

1} By affixing my signature or thumb impression on Ihis Farm, | {Applicant) hereby agree & authorise Koshika Foundation and it's Trustees o

usaiputiishipul-uplreprodute my name, addr2ss; phota & detaits of he “purpsss”, for which such assiztance is reglesizaigranted, through any

medium, incliading buk nat miled o werbal, print; elactronic, for soliciling donatiors for Koshika Foundation and/or dizzaminaling informaton about s

prliviiestachievemants. Such use ef my photo & delails cin be made by Koshiks Foundation before or alter my treatment or fulfiimant of the “purposs”
for which assistance is being requestsd

<] | [Applicant} further agroe thal @ny such wse of my rame, address, photo & defais of 1he “purpose”, forwhich such assislance is regussted/igranied,
will nelaulomatically antitle me fov recelving or santiniing the said assistance, The decision far-granting andiar continuing the assistance will rest solaly
wilh the Trustees of Koshiki Fourdation, and their decision 13 I regard will be final snd socaplabla 1o me

1) T WS FE A3 W e we, () S w9 e s f w st weee s soe S W s s § o,
e, W S T w ik, e e s, am, o gt vn S o) afefi s e @ feh St o wean apery

3 st w0t % o i #OR o = w ov ¥ o u A e S o e sl v s wfie

23 3 (e oW S T 4 A T, T, TR S e o T e W s # Wi § O e W ST 6 W) TR

‘e A FEe = W Pl e ol e v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
WIS W EmT S P

\
TR /
AGREEMENT by HOSPITAL | muam pm &)

By affixing herounder, signatum of our Authorised Sigratary for recommending this cass/pationt for fmancial assistance from Koshika Foundation, we
(Haggpital) herahy sffirm & accep) lallowing:

1) that we nelther are presenily mor will in future avall of financia! sssstance from another NGO or-eny other source, for he seme palisnlicass, Bs wa are
renuesting la gat lrom Koshiks Foundation, 1o the exent that such asgistance is granted by Koshika Foundation. if the requested assistance is not granled
ky Knshika Foundation, part or in full, then the Hospital reserves (Us rght 1o make up the shartfall from enother NGO or-any other source, This
confitmation ozsentially states that the Hospital will not avali any duplicats aceiziancs for the same patient/case from any other NGO or any other source
#) The asslstancs from Koshika Foundatlon s only financial in nature. The choige of the trestmantprocedurs sdvisediconductad by 1he Hespital on the
patiant, is besed on the ermongement betwesn the patiant & the Hospital. snd Is-in no way influancad by Koshika Faundation. Henes, the Hespital wil

aseume stle & complete responsibility of the reatment & I1's cutcome & safety of tha patient, and Kozhike Feundation will heve no role or responsibilin
in e matiar

T TR, T = A @ aeatd e Csiee s 1 i wem b Tawim S i d, B o (rmaE) B wen @ wew ehen s )

1) T E) i ol o sl F fafie wemn R T w weE o R s i S T ivmes A o d o £ 4 T v i T EEm
# R dieds s & man F s s g0 v iy e oo st sesh o e e sfeas 3 o e am o sees
fesl s I vl W w fedl s w2 T W oW e e e v e F s w b B s i T @ ddm dy e
& wrEd T w RS o e S e

1 Uil gt @ o of s s S v S b s v o o o W W sTanal
% @t % fes # R il wEEAT gm TR R W e oo T i e A 00 W s

= it ofe Wi = afv T feel vE we F T e

Dr. SUFYAN DAN, g st = o s
Date of Surgery “m DNB
FTE F A

T of Authorised Signatory

[#es(a5

(Narmé of Dr 5, with Stamp) "on behalf of Hespital
T T S AR T AW G S s
FOR INTERNAL USE of KOSHIKA FOUNDATION  Iifts 3wim £
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
I TE | = FR 2

TP

30-11-2024




