C-29- 06~ 0}Y2

APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
qHETEl ¥ AEET WiEY (FErEy SEwE) ____m“;
mﬂmh APPLICATION DATE : (4 | ~0f) ~ .1
A l022s /ﬂ‘m o i)
e AGE-YEARS stg-wd | sex fin
HA W Hukam hotmd b ad
FATHER S/SPOUSE'S NAME :
Fmymwres w1 I qu.[mn

RE BIDENCE ADDRESS Lo
RN ahnle
DECCUPATION V"ff
e i ﬁl“rme'*r"' MARRIED (femifesr) /| UNMARRIED (wiifie)
TOTAL ANNUAL INCOME - TARiach Proot of oome)
s 7. ;f— (o wwm wen) JYH
PAN No. THTf = HE
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicabie): -@F\J
A S € (W wa f oI W ow w e A
FAMILY DETALS witam famm
5. No. Name of F Member Age (Years) Gendar Relstion with Applicant
o He oaw & TV W A 30 () “ s % Y T
| : i
7 Dhaiats <L 1= 7T W
3. [ \iKeakt Sl SaW Ay = —
— 1S 5 §
- Tl 30 F Aol e =V
=k YW\ AROu g m ol Con
BASIS for REQUESTING ASSISTANCE (Tick whichever is spplicable)
wem w ford S s
BFL Card EWS Certificate Ratlon Card Any Othor
(Atach Card Copy) {Amtach Ceriiflcaie Copy) (Attach Copy) Sasia/Proof
nitd twn % N w9 W% e Wl T ™ i Wl ) s ¢ e
(v T S W U wEE wh (v w3 = v W w9 ) (v 3 =1 o i weE W
“PURPDSE" for REQUESTING ASSISTANCE:
o ¥ el v e W gt
Sr. No. Madical Reports/Prescriptions Attacted
W W semeveien ® wit Wt of v g woe

i uigﬂﬁ} R ——Sohir Cadasart

- [ —Sene (atanlt

¥, ifl?ﬁeiyr_p_i‘;w
L

-

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
v Tty W b s wen et s e A P e W

5r. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W HE a7 el Y o ot wf e ot

Al




DECLARATION by APPLICANT: Sdew 157 e T1:

nmmm a4 detads In this Form are True 1 the best of my knowledge. Any false siatoment wil render my Application & ongolng assistance, if any,
meEctionfcanceliation

2] | solemnly confirm that assistance. f received from Koshika Foundation, will be Used anly for the "purposs”, as stated in this Foem, for which such assistance
wias requesied by me.

3} 1 hareby confirm that | have nol & will not in future, svall of rembursement, in sart o in full, from o oiher sourcelemplayer| af
for which this sssistance is requested i PELIMNCE COMpany, hlﬂm‘l
Ll

1) & witew e o fo g ey % el ol ot fewon 48 sl & srpon e o W it W few o war s o e § 6 40 arvee P o) w wwl
2) ¥ g & s o “wifre s, @@ W o b, s onin o stve o ¥ S few i, @ e e 4 an o
3) 4 ofe won v Fom sprem W o wnie 9 ol 4, o w sifes w wee o e == efreeR vl 8 3 @ B d s 3 ¢ wivm F fm

AGREEMENT by APPLICANT {sibes 0 %77

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agroe & authorise Koshika Foundation and it's Trustees io
usepubish/put-up/reproduce my name, address, pholo & detalls of the “purpose®, for which such assistance is requesied/granted, Mrough amy
medium, including but not imitad to verbal, print, slectronic, for soliciling donations for Koahika Foundation sndior disssminating information about If's
actwitles/achisvements. Such uso of my photo & details can be mads by Koshika Foundalion before or aftar my ireatment o fullliment of the “purpose”
for which asslatance is being requested.

2) | {Apphoant) lurher agrae that any such use of my nema, addross, photo & delalls of the *purposs”, lor which such nssislance is requostad/granied,
will not automatically entite me for recebving or continuing the sald assistance. The decision for granting andior confinuing the assistance will rest solely
with the Trustess of Koshika Foundation, and their decision is this regard will e final and acceptable to me.

1) T W W S v W s W e e, (s sl wn e won o o wiinn sntte sbe sk s ) s wm f i d
v, Wi st @ fewen w2 v 4 wier §, 3 “sifes el o, wem Rt Teve A o i s aeiend @ vt e o wan amas
# safte wvi & fi, afen § 9oy w freee 3o # o g e @ wed € i it weie b sfeg b

2) & (owiew) v we @ e o w0 e, e w sby feee o T e o ke d wide § R e T v vt o) o v ey F
“wifewn " ww, wwe i w i s she e de

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION !

amiow ¥ T W R W
M
AGREEMENT by HOSPITAL (wemos gm W)

By affixing fnmnﬂn.leulmrmmsmhmmthmuum' t for financial assistance fram Moshiks Foundation, we
(Hospilial) hereby affirm & accept lolowing:

1) thal w neaither are presantly noc will in future aveil of finoncial sssisiance from another NGO or any offhwr source, for the same palisnt/case, os Wwe are
requesting o gel from Koshlies Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shorifall from another NGO or any olher source, This
confmation essentially stales thal the Hospital will not avall any duplicate nssistance for the same patient/'cass from any other NGO or any other source.
ilmm&mmcHthmmﬂhmﬁWhm.Mm#hmmmwmmmh
patiant, i based on the arrangement between the patient & the Hospital, and is In no way influsnced by Koshika Foundation, Hence, the Hospital will
assume sole & complete maponsibifity of the reatment & it's outcome & safely of the patient, and Koshikn Foundation will hawe no role o responsibiity
in the mattar,

¥R wfiegn, wee W) sl @ i ) Ceifen et @ ffie v by fereftn o ol 8, fed wn (o) Fie e @ we n s s

1) W Fe A e ol T 1 v o i e fed b woel se W fe e owin R e e A 8w A o 8, 8 e s et
W frgrforyfoedl vun o woaw F ot wtes” g wee by e b oft “alfon st go e ey sl e by v few o € s
fot o e wowndl wem w el oo s & e ¢ W el o T v e F e e e s s ol o e Aot iy ferlt
e wowd sem W ol s W ¥ W Al

2 “wiferws wrrtve” @ o nf e vww fufre w9 O v g of e @ fed o avevsfiss W o o v

W w v § o wifen wieste” g fel wer w w o o ) gofed veeme F O o e o sbe sed ) @ v Pedo B o g

w1 v s wte W W o @ Fai o F e

2 RECOMMENDED FOR ACCEPTEMNCE
Aty s % g
Date of Surgery ‘ : Reza YOGES A
st ¥ ”MIBB':_’;“ME%TM: Assistant Administrator

ol 09008 | tammotanm e SR BT

FOR INTERNAL USE of KOSHIKA FOUNDATION  sirafts 3w 7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= T |

&f—” e

20-06-2025



