MoM- C25—]0— (148 -

APPLICATION FORM FOR ASSISTANCE (Healthcare) '
HeTAM ¥ EEA Wied (Y T ]<_U$_“£k§
oundation
APPLICATION No, : s
mow MJ1095 /0469 [=wE ol T
NAME of APPLICANT ; AGE-YEARS ®rj-mi | sEX foin
st [een ﬁjnﬂffuq gS_ M.
FATHER S/SPOUSE'S NAME
ey = {m,ﬁ ,jgf
Hmmmmn ﬂﬂn mm!‘lw
A ] Jrlp
PERMANENT RESIDENCE ADDRESS : Ty sprars qm
Jome af Qgloue-
=
OCCUPATION : ] Mmen - WARRIED (i) | UNMARRIED (wfeies)
Tmm.mnw.l.ﬂm%? {Attach Proof of income)|
w7 uilE = 2000~ (3% W IR W)
PAN No. ard i W
ARE YOU AN INCOME mm (Tick whichever Is applicable)- Yes | No
we o sme wow (9w N oTm el W fee e o / ot
FAMILY DETAILS frwm T
. No. Momber Gender Relation with Applicart
= o e & weed W ey s Jrice % wu T
= NG TN AR 7 X ] =
- TRV, oS 7 Ga
L]
UThed SonFo> =kl i) SR
yA1) 7 43778 I A [ az
BABIS for REQUESTING ASSISTANCE (Tick whichaver is applicabls)
e ® ferd fafy sman
BPL Card Cariificate
il T % It v oM™ wq w ool v Traen wrd S L
(wmm T o wen v e WD (v = % e wfy we wh (w1 v Wl dEE W
“PURPOSE" for REQUESTING ASSISTANCE:
won g el m faht = R
Sr. No. Medical Reports/Prescriptions Attschad
w ue wemwaie ¥ Wi W nf wivi e wer
" o L
Lﬂjé__mﬂ KIE Thdle (aigha ]
ZIC Pvuds  Zmjopal F
C'}W
ZIE NG fon = 78 TV
ABSISTANCE BEING AVAILED for SAME ~PURPOSE™ from OTHER SOURCES
¥o Tt F ¥y W w wwam fedt su i @ faw v w7
5r. No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wn T = T W W i mf wewm i
P02 20007 —




r

DECLARATION by APPLICANT: WI¥%% T W Wi

1)1 haredy confirm hat s detals in his Form ate True to (he best of my knowledge Myhmmlmnlﬂwwwuﬂmimmmw.lmy.
iable for rejection/cancifation.

2} 1 solamnly confirm thot assistance, if recelved from Koshika Faundation, will be used only for the “purpese”, as stated in this Farm, for which such assistance

was requesied by ma

:l}rrummnrmMIIuwmliﬂmmmm.lmmmanMmeI.mmmmmwmm.uhmﬂ

{or which this sssistance b requested. ]

1) 4 e wm € 8 g wren & fod ke fewon S0 et & s ol wit b oufeowhl fee od wee s v § o S8 s e m wwft b
1) g swew ofn *wifee w4 o ol £, oem Teen v o) g F fom wrim, o v wes o woomm R
ifesmicfmmmigwmnsndt mow wow = wen frew fvsl o= i wel @ 1 @ G abe 3 f o F
AGREEMENT by APPLICANT | swrw g0 %71}

1) By affizing my signature or thumb (mpression on this Form, | (Applicant) heraby agree & suthonse Keshika Foundaton and IT's Trustoos o
Use/publishipul-upireprodisos my name. addrens. photo & detalis of the “purpose” for which such assistance is requesied/granted, ihrough any

medium, including bul rot limited o verbal, prinl. slectronic; for soiiciting donations for Koshika Foundation andler dissaminaiing information about if's
activitleslnchmyaments. Such use of my photo & detalls can be made by Koshika Foundalion bafote of aifler ey treatmant or fulfiment ol the “purpose”
for which assstance i baing requesied.

211 (Apphcant) further agrog thal any such use of my nama, address, photo & details of the “purposs”, for which such assistance s reguested/granied.
will not sutomatically entitle me for receiving or continuing the said assistance. The decision for granting andior continuing the sssistance will rest solaly
with the Trusiess of Koshika Faundation, and thelr decision i ihis regard will b final and acceptable io me

1) T W A e s o e e, @ (oo sl o o gfe s o “wife wrdte s e it ol sfep e { f g
s, wid ol o fen v A W & T8 Cwifew” e L T, wE QR e W ol el st Teeiaed @ it Rl O e e

% warli w3 % fog e B ¥ ver W fawr S v W we w o @ W W e Cwifiee st e s b

2) & (avtew) 0o @ ww B g o e, Wi o fiewen o fis e o w3 e g v e W ven e T el

e e 3w el w feds sl shr wnasl) Bm)

APPLICANT'S SIGNATURE OR LEFT THUMBS IMPRESSION :
TR W YR ™ S W T

| a;ﬂ

AGHREEMENT by HOSPITAL L)

By affimng hereunder, signatura of our Authorised Signatory for recommanding this case/patient for financial nassstance from Keshika Fousdation, we
{Hospital) heraby sffirm & accapt following:

1} that wo neither are prosently noc will in future avall of financlal ssilstance from another NGO or any alher sowce, for the sams patnlcase, Bs we ar
requesting o gel fom Koshika Foundation, (o the sxtent that such assistance is granted by Koshika Foundation. If the requesied assistance |s nol granted
by Koshika Foundation, in part or in full, then this Hospital reserves Ts right to make ua the shortfall fram another NGO or any other source. This
confirmation essenlinlly states thal the Hospital will not avall sny duplicate assistance for the same patienticase from any other NGO or any other source
) Thie assistance from Koshikn Foundation is only financal in nature. Tha chaice of the ireatment/procedurs advisediconductas by the Hespital on he
pattent, |s based on the arrangemen! betwesn the patienl & the Hospital, and (& in no way influsnced by Koshiks Foundation. Hencs, the Hospital will

ansume aole & complete responaibliity of the troatmand & if's outcoms & satety of the patient, snd Koshika Foundation will have no rolo or msponsibiitty
in the matier

ﬂﬂM.Mﬂ#i%ﬂ‘mm'ﬂhﬂnmmm"{wﬂthin(tﬂ'-]ﬂﬂﬂll“!“ﬁh
1)y e T R wie oy 1 @ wiem o frfien I el e wre® weey w fedt s s 8 e divwet B ow A o W T oo et st
3 frmd e v & s A “wifn ot om v i T b o Culin ot oo aeom el st i s o fen we o8 s
ol wen sl dem w S s wEee @ e B4 e sfer g v &) 5 e e owe owm § e e ol e e Do By fed
& wowrlt wem o el w wE A W A

1 “wifrm v 2 o of mow s ff ewth o b B = v oo 2 of = @ B TeeEe W T o e

% e w1 fevn ¢ o “wifos wrsbie” po fead gwn w sl sew o b petend e 4 Bl 8w e ol st W W Wl et i ol wee
= wiit ol “wifew” = v gfee m ool v woe F wf oo

RECOMMENDED FOR ACCEPTENCE
g % o g =
Foon oy iHatrauor

Hospite
iv e maved

- FOR INTERNAL USE of KOSHIKA FOUNDATION  &Fifs 3w 17

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A T | TR 2

7 BAE

/]

20 - 03 - 2025




