@119
C~- 2.8 - 07 « N
APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
e WY AT urey (TR ) foendetlos
APPLICATION No APPLICATION DATE : 8. 03—'2. -
P W - HJaqngmum, ki 253
MAME ol AFPLICANT AGE-YEARS ¥ -w% | sgx fbfm
weTE '
b J(frmnh (<) F
FATHER'WSPFOUSE" B MAME
g = Rﬁrmn}q‘r

'l'
—RﬁILHMh" ﬂmura I

s ahve
CCCUPATION !
=T HWome myltey WARRIED TafSn) | UNMARRIED | sftfie)
TOTAL ANNUAL INCOME : I . [Attsch Proaf of Incoma)
T ww w stnoa - (Cfam i) (o & we W) VA
PAN Wo. TaIl THWY TEE N A 7 ] =
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever in applicable): r._-@i\.
& =M AW R o k(W s T ow W e e ¥
FAMILY DETALLS «frmr fiymmm
5. No, Nama of Family Member Age (Years) Gender Rolation with Appiicant
W W WEn & W W AN a5 (ml) i HTTE % T T
1 faenlan U A e ead
= Hnnj' o '?_i:. m R
3 _Er_r._;j:_l-.g__l'qr 79 E
=1 Floanl. 5 LA bramd —2ae

BASTS lor REQUESTING ABSIBTANCE (Tick whichever Is apgiicable)
wema = font el s

BPL Card
(Attach Card Copy) (Attach Catfeais Gopy) (Afinch g::h L
Wt tE = 9 owm = s Wi Tom TR W w2 e
(W YN WY e W we W (o W W wew o W Wt (v 9 wew o e whi
“PURPOSE" for REQUESTING ASSISTANCE:
e iy fiwd m fet W g
51, No Medical Reports/Prescriptions Attached
4 EO wEEEUERT 3 Wi w7 v g wee
1 ‘~_\J1QSELC ME — PA\(
5 — » LN ©
a
- l“:il,}j;#_\‘f — WU -—S305 11 P75 11 )
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
T IR % W W S e fEel s e W e e o
51 Mo. NAME of OTHER SOURCE AMDUNT of ASSISTANCE BEING AVAILED
w_HE i T L i

NI




_

DECLARATION by AFFLICANT: ot g wiwe wv:

1) | heteby cordiem that all dotads in this Form are True to tha best of my knowledge, Inlee stalorment will rander oaisa it
il my Arry Ty Appication & ongoing nce, It ary,

1]|mmmmmﬁuﬁmmmmeumnﬂmmwymuwu'_nnmhh Fomm, for which such assistance
was requesiod by e

3) | hereby confirm mat | have not & will rot in future, avall of remburssment, in part o in W, from any other source/employet/insurince company, of the amount
far which this sssistsnon s requested

R R el R R R R ki h E Ty gy p—————Y

2) W g A e ofn Csifie e, @ f W o T T ke st o S e Tew wim, # v see d W

,uiqha-m{I'l:m-mmq-nhii1i.mtl'luum-mmm&ﬂmmtuihitqﬂmitn
AGREEMENT by APPLICANT ( sates g0 %01

1) By affixing my signature or thumb impression on this Form, | (Apgiicant] herety agroe & suthorise Koshika Foundation and i's Trusloes to

usespublsh/pul-upireproduce my m.mmidﬂt*dmw@u'.hmmmumwm.mm

medium, including but not imited to verbal, print, slectronic, for soliciting donations. for Koshika Foundation and/or deseminating informabon about ITs

acivillesiachievemants. Such use of my photo & details can bo mads by Koshika Foundation befors or after my trestmaent or fuliment of the *purposa’
for which asslstance Is being requesied

2) | (Apphcant] further agrae fhat any such use of my name, sddress. photo & details of the "purpose”, for which such assslancs is requestad/granted.
will not sutormatically eniitle me for rectfving o continuing the sald asslstance. The decision for granting andior confinuing the ssskstance will reil solaly
with the Trustees of Koshika Foundation, and thelr decision |s this regard will be finad and acceplable o me

1) R W T v W s W e e § (i) el sl 9 g won v s waies o aos i < wt s w8 d
o, Wi sl W fewes we owen of wifen &, 36w usy s, T, W gt agte @ ol i st refend € B fedt @ wm em

W wwft wvh & fvn sfiege § 9 v fees S 8 el s e ¥ fie wifow wonte v s st b

2) & (swbew) W W A s T do wn, v, o ol om0 T womn = agted @ wfide g8 s weee w veor o e o F

= T T St W ol ST s el v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
STH T W sl w P

AGREEMENT by HOSPITAL (wvvimm o0 W)

By S Frersunder, signature of our Authorised Signatory for recommending this caseipatient for financial assistance from Koshika Foundation, we
(Hospital) hereby affem & accept following:

1) that we neilher = presently no will in future avail of financial assistance from anolher NGO or any ofer source. for fhe same patisniicass, as we ores
requesting lo gel from Koshika Foundation, to the extant thisl such sseistance is granted by Koshiks Foundation. If the requestod assistance is not graniad
by Koshika Foundafion. in part or in full, then the Hospital reserves il's right to make up the shortfall from anothar NGO or any ofher source. This
confirmation essentially stales thal the Hospital will not avall any dupicate nssistance for the sarme patisilcese from any other NGO or any other source
2) Thar assistanea from Koshiks Foundation is only financial in nature. The choice of the Featmenliprocedure sdvised/conducied by the Hospital on the
patant, ks based on the srangement betwean the patient & the Hospital, and i In no way Influenced by Koshika Feundation. Hence, the Hoapital will

assama eole & complets responsibility of the treatment & it's outcoma & safety of the patient, snd Koshiks Foundation will have ho rale or responsibility
I e st

¥t sz, pemwdl = & @ Al W Cwiew " @ Pl s by freefe o et 3, fe e (o) B oven @ s w wiem e

1) = fs 3 @ wdem ol 3 ) witre F fafi wge Pl 0wl dem w el e s 4 e Tieme 4 W g A o b R S e el ot
# frwfmfvdh vm ® v 4 *wifew st o o fg e b ot wifios et po oo fede s 7 = o fen w8 s
fordt sy wowrdt when W e o e @ e A2 W feer e Tem bW Yfe O e s oo b e e Tl e Te Gl by el
#r ot wew w fesl s o @ Sl

L “wifie wrrstva” o E nf mera s ffes ol wl b 0d om0 weme g @ of we @ fied ot Tvwuiiee w o Ol o v

¥ e w fires | o i wosd " o fed wen w wh o it § pufiel weees o o peea g obe ek e o it ol B ol veme
it ¥t ol " wie W i gt w Pedod m et F o ol

ol Pl
i»_ OMMENDED FOR ACCEPTENCE -
u wieft ® forg wegh DAV
mé"ﬁ;’ Dr. Mohd. Rameez Reza
Nos | M hemotors i ikt
(Name of Dr. & )
2\09 AR 06 1
FOR INTERNAL USE of KOSHIKA FOUNDATION  siifts 7wam
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 1
T | Tl T 2

d AT

20-08.2025




