foc\)g ~ 03 - 39653

K

APPLICATION FORM FOR ASSISTANCE
Her4gdal ﬁ =TT WEd

(Healthcare)
(=g TEwet)

Wﬁ;ﬂ“: 1 DZ_?“?‘ mucmmunﬁ:fﬁdz 42_21
HAME of APPLICANT © AGE-YEARS SEX
memw Shilgm Lol be | M
e b wag}a Ll _
ES SRS S %%- -
— S 977 ;] Ce
o Parf7d

% .
Koshika
foundation

fuilang bibegic of e

[
OCCUPATION - L O'LI o Lm MARRIED (FST#3] | UNI (e
Tmunynuum- i (Attach Proof of Income)
o Wi S — Igegm / “"_1 (S = W W)
PAN Mo, TFE =T WEl ' '
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicabie); Yes | No
5N W oW £ (W TS A TE R 5w e s mfuir-"/
FAMILY DETAILS wimm faemm
8. No, Name of Family Mamber Age (Yoara) Garider Relation with Applcant
N s = w1 = 3y () fem Z w@ﬁffmm
J ATV DN A. felll= — | & "/ a
(L] Al A RE - M RLIOE
=
7o (_.3;’ :!‘ !.‘ +i£|r'§'= g'-_ —~ F! .
Vet [ (= e = :T‘Pb;l
2y B A = o =
G /3 L 2 50 ] z m;}
BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicable)
B2 0 O e B
BPL Card i
[Attach l:n::' Copy) {ﬁmﬁhw E&ﬁﬁaﬁ:gnm 1m E;;'r dﬂw&
T T W A W Ty SRR T WE s S we
(W TH W W WA wE (gurT 99 St 5 SR (T W B W e W
“PURPOSE” for REQUESTING ASSISTANCE:
w13 fet o fad = g
5r. No. Madical Reports/Prescriptions Altachad
w1 I Wumﬂaﬂ*ﬁwﬂﬂm
Etremnests3— K —o*€ i &
7y 7 - A =) - 1V ] Whs =L
| Ry o = =
[ = =
E——ot i —{oataed—
g f— " N
o imis ) & [ AR | e 11 A
E_;Z_',.}' (S‘-ﬂ”!m H__H — f o i f [ \___ =g
L,

ASSISTANCE BEING AVAILET) for SAME “PURPOSE" from OTHER SOURCES
T I ® 4w sy wer e o wm @ o a?

Sr. No, NAME of OTHER SQURCE AMOUNT of ASSISTANCE BEING AVAILED
Y HE o= T W oA A T
i AN AW 0 V. S T ]
Wz 1= .m:'wu:l{;




DECLARATION by APPLICANT: Snie® B Wovem ww:

11| ety confirm thit a8 detais n e Farm ane True to Mo Best of my snowledge. Any faise statement will render my Application & engolng asslstance, it a

atve for rejection/cancelisfion.

Z1 | solwmnly confirm thist asslstanos; i@ recelved fom Koshika Foundation, will be used only for the “purpose”, a5 stated |n this Form, Tor which sech esslstance

S Meguphad Dy e

) 1 heseby confirm thet | have not & will not in future, avad of mimbumesment, in Eart or in full, from any ofher sourcelemployer/insurance company, of he amount

for whech this Gssistance i reguesing

11 2 svw wrs { e 2 R m anh fe 30 sl ¥ e s o w0 ol = e v s wwe T € 0 A e P 9 @ aed b

NEmEme T T R Tl s s R R Sy v, e damm

1) & e v s fom wwm oW owis W ol £, @ o oW el @ oaen e felt s i w3 o fan #oshoa R ofes S gm
AGREEMENT by ARPLICANT | =azs g #a7)

1)1 By affiing my signature or thumo impression on this Foem, | [Applicant) hereby agres 8 aulenss Koshika Foundation-and [Us Trustees to
use/nilishipul-upfreprodute my neme. sadress, photo & detady of the “purpoea”, for which such sxgstance is roguostiod/graniad, through any M
medium, including bl not lrsted lo verssl prind, aleciranic, for solictting donaliong fop Keshiks Foundation and/or dissaminating infarmation aboul it's
ecivitiesfachieverments. Such ws=of Iy phols & culails can b made by Keshika Foundation befoos or-after my ireatment or fullilmenl of the-purpose”
for which assistance s being roquested

a3 | (Applicant) lurlher agres et soy sech use of my neme. address, photo & details of ihe “purpose”. for which such assistance ls requestedgranted,

will not automaticaly enlitir mé S secsiving or conlinuing the said assiatance. The decision for granting andlor continuing the sssistance will rest solely

with the Trustoes of Mmrtn-'un. ‘#nd Iheir decision i this regard will be final Bod scoeplabis o me
i) ¥ WY T HT R = s wvwt, A (s wed aef W e w o o Y wEee o Tee Sl " W sfege w78 g0 T,

o, W ol @ fe w v # e b T i e s o, wenm gR sgte @ ol fidiet sl e S fe el o o e
A uin 0 % f wfvkE §) 9 ewow fee F e @ o oo 3 e = e it wetee 8 S afen §

2) & (owdow) = wm # e f % S == own, w2 ol few o e oweem & skl @ with § 99 o meme W oves v s ey o
“wifmm " T Tww i W et ofm o et o

APPLICANT'S SIGNATURE OR LEFT THUME NPRESIION
SETE ® e W SR W e

et

AGREEMENT by HOSPITAL (sl gm0 =)
By affoong hereunder, signature of our Authorioed Signatony for recommanding s casa/patent for fmancal assistance from Koshike Foundation, wa
{Hospitsl) herety affiem & accapt fellewing:
1) that wer nidither are prasantly mor will in future ava! of financlal assstance from another NGO or any ofher source, for the sams palienlcass, a8 we ars
requesting to gal from Koshika Foundation, 10 the sdian] that such asssiances is granisd by Koshiks Foungatien, If the reguestad assistince s nol granted
by Koshiks Foundation, in port o in fll, than the Hospitsl reserves ii's right o make up the shortfall from another NGO or any other source. This
cotfirmatian essenlially states thal Ihe Hespltal Wil not avail eny duplicals sssistance for the same patent/cass from any alher NGO or Bny other source
2) The assistancs from Koshike Foundation is orly linancial in ralure, The cholce of the treatmentprocedurs advised/conducted by the Haspital an the
pationt; is based on the urangemant batween the patlent & the Hospital, and is i ne way nfluenced by Koshika Foundation. Hence, the Hospital will
assUme sole & comoiete responsibliity of the traatment & it's oulcoma & safely of the patient. and Keshiks Foundation will have no role or responsiblidy
n the maiter,

Tt sl N W A F A W sl s @ T s # fewie =7 et £, el v (reee) T v @ T 8 el o

1) W T 3 o wiom ol 9 ft sfes o fafm s el sl s w el = W § T i d @ om S o b 3 e e Cwifre v
ot farmimii s & waw STl s g e by & bl Yl s g e el sfnseens dy sl e e € @ seme
it wem A woend vian w feeh s wEee 8 T R oW sfwen yeee vew & e e S e v w4 e s fide e e et dy fed
T W WRm o A S wa # oA e

1 “wifyE wERT T @ 6w e o i vt ow & ol w0 s go o o T w T T TN W O O s

w o W faww & ol “wifw I o e v W T T b e e O W e o S s e ae e o e e
=t S s 3w g W el wowme w e

" RECOMMENDED FOR ACCEPTENCE
tin 31218 wimh @ e wegh
Date of Surgery Fuils
Hiv ® s \ & ﬂ
23-2-26 (Name of Dr. & Regn, No. with Stamp)
T W 9 % pes A g 1

FOR INTERNAL USE of KOSHIKA FOUNDATION St Zwam ¥

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
e | et T 2

7 TR

_'}‘

17.11.20256



