AWR-C-28-10-016F%

APPLICATION FORM FOR ASSISTANCE (Healthcare) l(ovshtka
HETaET B STEE Wy { g T ) e
APPLICATION Mo. - 1 J APPLICATHON DATE : Busiding béouk o it
s we : Allody ﬂ"]ul. s it '} |lﬂ|1‘~l
HAME of APPLICANT : } AGE.YEARS 3F(-W4 | sEX i
NPT W A
NS, ohd . -2 M
mm-u.:-n:wu-:mz. 2
fomwg= gp
= %ﬁmmm A ST
ray * &, TG, - Blen~y - )
TN T TN preep PoCipP
PERMANENT RE ESS . T sWWE TW
iy
OCCUPATION : G e MARRIED [WREBY) / UNMARRIED (sitaripe)
TOTAL ANNUAL INCOME : / (Attach Proaf of Income)
W wifts B en? / — (mwm A N
[PAN No. T = W0 Fis) ; ——
HCOME whichever |8 spplicable ) '
;E;me‘:mmﬁﬂwﬂaﬁmwmgm ] Ifa!::‘i :"
FAMILY DETAILS
: Hame of Membor [Years) Gender Relation with Applicant
I:l';l imttm l:;{ﬂ} fen T ¥ WY Ty
1) l '-'-”EQh 3 I- A T4
(91 Flld.ﬂuﬁ.l' 4o ™ = on
_[Tr_ [ U1 |
\ . A FalShal T8 M a Son
BABIS lor REQUESTING ABSIBTANCE (Tick whichaver s spplicatie)
g $ T fiefa smam
BPL Card EWS Certificate Ration Care Any Other
(Attach Card Copy) {Attach Certificate Copy) tAltach Copy) s, f-
i % R = W T T ™ Tvitem wnf wx v Wy
(e w1 ) wm o we wh {wom wn w) ween wfl W W) (wum wy Wt ol wee Wt
“PURPOSE" for REQUESTING ASSISTANCE:
weram Wy fed mi fedt = wgtvn:
5r. Mo Medical Reports/Prescriptions Altached
Y e srevEire @ Wi o wf wieie gl e
| oS = GF L
[ = SENTIE CHTHARACT
! SUY8eTy I = OIS WITH PMHR
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T IR % v s w el s i R few w6
St Mo, NAME of OTHER SOURCE Amunrmmm:mmm
w1 TN == v W T i ™ e e
1
I it




DECLARATION by APPLICANT: atw D0 wive T

T}L:Iu:rwﬁnMﬂdill-InllllanTMhmwmmW-M?f“ﬂmlﬂmrmwmmnmmm.Ifm.
& for rejecton/candcellalion

Illmﬂrmﬁmhlm,ﬂmlmmHﬂFﬂw. will b Used only for the “purpose”, as stated In thin Form. for which such assisiance
wol requesied by me.

3} | heraby confiern Mal | have nol & will not in future, avail of rmmbursement, in part o in full, from amy ofher sowrcolempioyer/ingurance comanny, of the amoun!
fior which this assistance i regquested.

1) # e v e v e A el om wd faw &8 el € stqee v od wl b ol o fevm 0w s e f o 88 e P o @ el b

2) 9 po o E T R T i el mm e ol dn W s R en i, A mesid s b

3) & gfe wom {0 P s ay o b W o 8, T ol w0 e e frew fed s st weed @ 5 o e f bt T @ e o ol
AGREEMENT by APPLICANT (sulew g0 wat)

11 By affizing my signature of thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustens fo

use/publishiput-upireproduce my name, address, photo & details of the “purpose”, for which such assistance s requested/granted, through any

miediim, including bul nat Hmited 1o verbad, print, elacironic, for solicliing donations for Koshika Foundation andfor disseminating indormation atiout it's

activitiesiachivements. Such use of my photo 8 details can be made by Koshika Foundallon before or afier my treatment or fulfiiment of the “purpose”
for which assistance is being requestad.

‘2:I{Appimﬁjhrhlfwlhrrmr|Munﬁwm.mmﬂ.ﬁmlmMhm'.hmmmMm‘nlﬁrﬂrm.
will nol aulomatically entitie me for recaiving of continuing the said assistance. The decksion lor granting sndior continuing the assistance will rest solely
wiith the Trustess of Koshica Foundation, @nd iheir decision is this regard will be final and acceptabie 1o me

1) R WA e W S e e, A (advs) sl mesi w g won o “xife st ol ae g Cowt afe wa e o,
i it W e e ati §, o Cwifew” w sl o1, werw et sgte @ g el s svefend @ f B TR T

W s weh w frn afioge ) St v w v g o e wown @ o T “ e wrnter” n sl sfegn b

2) & (o) w8 wew e d0 o, vn, wi ol e o e we ® axeed @ il & o v W W wwor T eI e o

‘winw” T s =il w Bl s o et i

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
Hriew & wrmR @ W W e

@41hm
AGREEMENT by HOSPITAL (e gm wot)

By affining hereunder, signalure of our Authorised Signalory for recommending [his case/patient for financial assistance from Kostvka Foundation, we
(Hoapital) hereby affirm & accept following;

1) thal wa nelther are presently nor will in futlure avail of inancial sssistance from another NGO or any other source, for the same patient/cass, as we are
requesting o gal from Koshikas Foundation, 1o the extent thil such assistance is granted by Koshilka . I thie requesied assistance is not granted
by Koshika Foundation, In part or in full, then the Hospital reserves it's right to make up the shartfall from anather NGO or any other source. This
confirmation essentially stales that the Hospitml will not avall any duplicate assistance for the sume patientcess from any other NGO of any ofhsr source.
2) The assistance from Koshika Foundation is only financial in nature, The choice of the treatment/procedure advisediconducted by the Hospital on the
patient, is based on the armengement between the patient & the Hospital, and ia in no way influsnced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibiity of the treatment & il's outcome & salety of the patient, and Koshika Foundation will have no role or responsiblitty
in the matier,

ot Aoy, wEwl =1 S 2 e @ e v @ fafe s iy fref o) w9 3, Pl s (e e o @ wm a e wE b

1) w P 5 o whary obe 5 st o feftvn wrem el e wowr weam w e s v W e Sl F W w W o f, 0 e e S wetee
i firefondis Tw o waw § “wtfon et oo wee by e d i S s st G e el s ) we a0 fon v # o s
fash arex it wewlt wom w fedlt o w2 e ¥ W wiees gie TeE W TR 4 we s o e s i o wa See i el
i vl wow o feh s une 8 o) dmEd

2 “wiferen wrradye™ o o ) werem e Pl ot w) ) A wr reeen g ) of we o et Tvaulen woope bl o v

# i w fwn o Cslw et oo Al wen w0 e vam W b el v | O # v o s ad o o = Peolt SR o pee
Wit s i W o o H'ﬂi‘}zﬂﬂlﬂr

RECOMMENDED FOR ACCEPTENCE
i % fo ey B
Outy of Suryory Dr. Kameez Reza E%D
w5 wie YOG ”
o '1 'IT L] "“"' e b AW L esigH l%.[,l]: : .I.:' orised
FOR INTERNAL USE of KOSHIKA FOUNDATION  s=iffe =9i 53 1/
T e SIGNATURE of TRUSTEE 2
Ty s gl
& - ?7j /Q;c/l/g B
£ y) a
11-04-2024



