VANV -¢-35-13-135¢

1(%hika

APPLICATION F‘URM FOR ASSISTANCE {Healthcare)
HETEA B9, SERT W= (T TEE)

¥ foundation

mcﬁtna.: V/f:{l-jfﬂéiﬁ :;ﬁz;;c%gmmﬁ: I’EHQ(QS Builting hlnck of ife.
of : AGE-YEARS ST]-3% | sex fin

e Ruan Pol -
FATHER'SISPOUSE'S NAME : .
Tamrzm =1 Pﬂ'f—"r-n c¥y fhm 2

PRESENT RESIDENCE ADDRESS =i s Wl

[ Rap R Fhom D njanm o (ha 8 )

Nod AF o, U-P- X 35e]
~ PERMAMENT RESIDENCE ADDRESS : w018 Sramig 1

Eﬂf @ja o fﬂ}‘:”,‘} 'Ff

Za7TNE AN absr T
DCCURKTER: Labgru] (MaRRIED (P | uNMARRIED (sees)
TOTAL ANNUAL INCOME : {Attach Proof of Incoma)
el 7w o beuw [— (o wm am we) AJ /)
PAN No, T57] = WET )
ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver Is applicable): Yes ! No \___,,_,--"""—f—_
I F R O B (W T 8 3R Wm0 e s &
FAMILY DETAILS Wiam faaidl
&r. No. Maima of Family Member Age [Years) Gandar Relation with Appllcant
FY HEAl ¥ wE W TH 3w (&) fiim WY W
e = ot 7 = LT
P E AT 23 % B %P S
g - Fooia 3 [ = 4 fitfdﬂ-h*f-é’ﬁ [7h Tt

BABIS for REQUESTING ASSISTANCE (Tick whichaver Is applicabls)
- o e 2

BPL Card EWS Certificate Ratian Card Any Other
{Afw:h Card Copy) {Anach Carlificate Copy) {Attach Copy) BasisProol
T TE A T T o = e 9y TYAE S
(™ T W) WE W W W (e s =1 e o wee = T T T B W T e :
"PURPOSE" for REQUESTING ASSISTANCE:
wew £ e T W I
Sr. No. Medical Reporta/Prescriptions Allached
Enki FeEEET A W W W R e Ee
RE = Cadanac
= Cofanai-f
.f’ 7 - .
e .
=i PR K g €7y — B/ - 1TadCl + FPAMMIT
Ce i 7 |
ASSISTANGE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
m‘aq&mﬁmﬁimmmfammaﬂﬁnmwwﬁ?
St Ne. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
WY LI Ty W H AW i T W
f- Alg €V ﬂ’ﬂ”‘g"r——




DECLARATION by APPLICANT: S BR) Sy 5

111 haraby canlion fhal all details In this Form are Trug 1o the best of my knowlodas, Any false statement will rendar vy Applicalion & ongoing-assistance;  any,
lizbie for rejectonfcanceltation.

2) | sotemnly confirm that assistance, i recelved from Koshika Foundation, wiil be used anly for the “purpase”, 55 stated in this Fom, for whith such assistance

was reguested by ma.

3) | hareby canfirm that | have not & will not in futurs, avail of relmbursement, in pert or in full, from any other saurcelemployerinsurance company, of the amount

far which thie. assistance s requested,

1) wiwen w6 W 3 R o w6 s & s we v R o S e o v s e e @ R0 S T 6w e

2) 9t g = wer wf sl v, @ S Wl b, e o o siee ot off # f e o, o e o A

3) 9 of wm §  Bm wemm & ol 5 w2, v ol W o w e e S s s wordt 5w fowm & S o i o i@
AGREEMENT by APPLICANT (5miew 20 %t

1) By aficing my slgnatuse or thumb impression on this Form, | {Applicant) heréby agree & suthodiss Koshiks Faundatian and s Tristees 1o

uvea/publishiput-upleproduce my nams, address, photo & details of ine *purpose”, for which such assistanco s requesiedigranied, (hraugh any

msgiom, including but not imited to verbal, print, alectronis, for sofleling donations for Koghika Fountdation sndior dissaminating infarmalicn about it's

aetivitres/achlovemanis. Such ose of my pholo & detzils oan be made by Keshika Foundation bafore or alter iy breabmenl or fulfiimant of the “purposze®
for which ssslslance is baing requested,

2} | tApplicant) further agree that any such Uz af my nams, sddress, pholo & detalis of the “purposs”, far which such sssisfancs 18 requesiedigranied,
will not autamatically entite me for recadving or cantinuing the $aid zssistance. The docision for granting and/or confinuing the assistance will rest solely
with ths Trustees of Koshika Foundation, and thelr decision is this regard will be final and accaptabla 1o me.

1) ¥8 997 90 3 RN 9 s W o wwet, § (s oo wenht < e s o o it v o s sl * 9 s L s T,
o, W s W fee v o o wifm 4, S0 Csite o s, T T T Tk At e s avelend % e TEE O e e

Tyt = % T sty #1K vw W e W v s WA e H W W fE e e i w8

2) & (salw) w0 3w L fe G T, T, e R e o B wen % g @ wid & 59 v T WO T 5 e

i we e i W T sfe s g wm

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION ;
W W .M 53 W P

AGREEMENT by HOSPITAL (w=w= o0 %e)
By affixing hereunder, signaturs of our Authorised Signatery for recommending this casefpalient for financial assistance from Koshika Foundation, we
(Hospital) hersby affirm & accept following:
1) that we neither are presently nor will In fulure avail of fleandial sssistance fram another NGO or ity other source, for the same palisnticase, &5 wa ara
requesding Lo gl from Koshika Foundation, to the extent that such asststance is arantad by Koshike Foundation, If ihe sequesied assistanca is nol granted
by Koshlka Foundation, In parl or in full, than the Hespital reserves il's right te make up the shortfall from anether NGO or any other sourea, This
confirmation essantially states that the Haspital will not avail any duplicals sssistance for the ssme patisnt/cass from any other NGO or any othar solrce
2) The atsislznce from Koshikas Foundation is only nancial in nature, The cholce of he treatmentprocedure advisediconductad by the Hospital on tha
patient, s based on the arrangement betwean tha patlent & ths Hospital, and is in no way influsnced by Koshiks Foundstion. Hanea, the Hospital will

B35UME S0l & complats responsibility of the treatment & il's outcome & safoty of ks patient, and Koshika Foundation will béve no rols or responsibility
i ihe matler,

Tt Hia, wenydt = ol @ wedarh W s wet @ e Ty Rt W wE f, B e e e TR W aew wer = 4
J}wﬁaﬁmaﬁnﬂqﬁmﬁ’fﬁﬁvmmhmmmmmrﬂaﬁmﬁﬁmﬂﬁﬂﬂwﬂﬂi.ﬁﬁ;m*mm“
ﬁfﬂmﬁmﬁﬁﬁﬁ%mﬁ"ﬁﬁ!ﬂﬂﬁm"mmﬁﬂﬁhﬂﬁ'ﬂﬂﬂﬂmﬂ"mwﬁﬁmmiq#ﬂ??ﬂﬁﬂmfiH‘HH'I'H
h‘ﬂ"rmﬂtmmmmfmfrmﬂwﬁm#muﬁmwﬁauminmquimwmihmmmmﬁmuﬁﬁ
e wowd sen w B s e W s
L"ﬁ\ﬁmwﬁﬂﬂ'ﬂﬁﬂimﬂﬁmmﬁil‘ﬁ?ﬂmmﬂmﬁiﬁm?ﬂﬁi‘ﬁmﬁﬁmw '
ﬁiﬁianwiﬁ:“ﬁlﬁmmm“mhﬂrmmrwmqﬁtﬂm&mﬁrﬁﬁfﬁﬁmﬁmm
w1 o sl sitfem” = W g @ S w o 5 e

RECOMMENDED FOR ACCEPTENCE
Dr. PRAVEEN SHARNl iy = fom st
Date of Surgery :
- (Name, Designation & Spithorised Signato
/ _’{?’Q(’Q 5 {Namie of Dr. & Regn. No. with Stamp) on behalf of Hspilal) i
T W R T a1 EEER R ol
FOR INTERNAL USE of KOSHIKA FOUNDATION  3(=iits 35am 3?[
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T TR | =l TR 2

e

20-06-2025




