of-C 1y~ Jo— 0688

K®hika

APPLICATION FORM FOR ASSISTANCE (Healthcara)
i I“ G { R) foundation
APPLICATION Mo_: [ APPLICATION DATE - Buliciey bilsck of Wiy
W R Bloay] o3 R I DY T RS
HAME of APPLICANT ; 1 AGE-YEARS WIG-m | sEx fifn
o (\l‘a.!m’ﬂh“ | l'lll 61!" M
FATHER'S/SPOUSE'S NAME -
fommwges W am 57{.__«55;._!:._. g:m
Rk R PRESENT RESIDENC 55 TAYH JEEE Um
Ut~ Ruhaf " Hai®, Ik - Buhdam# ,  T9iaf:—-
Vi 3
ThanThumnu . NAJOGIHROn- S 3350
PERMANENT RESIDENCE ADDRESS - o
B _aleyVE
e frrmey— MARRIED (IBI7b) | UNMARRIED (iFvurfivs)
TOTAL ANNUAL INCOME : (Attach Proof of Income}
w Alfes s Saego i (o = W E) Al
PAN No, T WTal W
ARE YOU AN INCOME TAX ABSESSEE (Tick whichever Is sppiicable}. Yey? No
mmmnmtdwﬂmmwﬁmm1 vl |
FAMILY DETALS
™ Mame of F Member Age (Years) Gondaer Relation with Applicant
wE W oftaw & W TN W (W) fim FATE ¥ WY Ty
NIl

BASIS for REQUESTING ASSISTANCE [Tick whichaver is applicable)

wyom % el fein smae
BPL Card EWS Ratian Card
(Artach Card Copy) mmwﬂ {Attach Copy) Any Other
it & A v w5 wrm ol v FTEE W e pluad
(™ T W W ¥ W w0 (yEm 3w o v A = (v w5 o e o=
“PURPODSE" for REQUESTING ASSISTANCE:
ar ¥ el el = g
S, No, Medical Reporta/Prescriptions Atached
w1 weEn wrgmevETR B Wil %1 nf wiviee g W

LT

fu)f?ﬁﬂ FFE -SCENTLE CATOROCT
[F =SFNIIF CHATARIKT

ey RE= SIS WITH PHHR

w

ASSISTANCE BEING AVAILED for SAME "PURPOSE™ from OTHER SOURCES
W TR ¥ ¥ Wi am wevwn fesi e win @ e v w7

&.H_n NAME of OTHER 50URCE
w4 e o= T W T

AMOUNT of ASSISTANCE BEING AVAILED
= wf s ot




DECLARATION by APPLICANT. siss g snrn w1:

I}mm;wmmnmmm Form are True to ihe best of my knowlodge. Any false slement will render my Appication & ongaing aesistance, if any,

2} | moleemnly confirm tal sasistance. if recoived from Koshika Foundation, will be used only lor the "purpose”, an stated in this Form, lor which such assistance
WS requested by me.

3) 1 reraby confinm that | nave not & will not in future, avail of reimburssment. in part or i full, from any ofher sourcelemployerinsurance comaany, of the amount
for which this essistance = raquested

1) & viwe wom o fe g w2 R wl ol S o wreel ® sope wn o b oot wh feer o v s ww oo | ol S0 seum P o w ek &
1) g W s o Cwe st @ & owood L awe el ol vt o g o Bl ew owiy, E e d woma b
3) 4 gfe w5 f % s awee 0 o anie W o §, T8 oft W wfes w e e ) S TR el A A Pt R Em d dw

AGREEMENT by APPLICANT (sndes 0 %)

1) By affising my signalure of thumb impression on this Foem, | (Applicant) hereby agres & autharise Koshika Foundalion and ©'s Tiustoss lo
usa/publish/pit-up/mproduce my nemae, address, photo & details of the “purpose”, for which such assistence is requesiedigranted, through any
mardium, mcluding but not imited (o verbal, prmt, slectronic, for soliciting donations for Koshika Foundation and/or disseminating information aboul 1

activities‘achisvements. Such use of my pholo & details can be made by Koshika Foundalion balore or afer my ireatment o lilflment of the "purposs”
fior which asaistance [ being requesied,

2) 1 (Applicant) further agres thal By such use of my name, addross, photo & detalls of the "purposs”, for which such assistance is requestedigranind,
will not automatically enlille me for recelving or continuing the said assistance. The declsion lor granting andlor continulng the sssistance will rest solely
with e Trusiess of Koshica Foundation. and their decizion is this regard will be final and acceptable to me

1) w0 W W S v W oahE W we s, § (smbow) st e o yfe e f o “wifee wrdte s st anind * W) s e { e o,
wm, WA 3 = T W oww d e o s e, e e g et @ g il s avetend 3 Tl @ v e

o warfrr w8 P sl ki A e we feeee oy o e o e o w8 v e soofert n sl sfog )

1) & (wieE) w0 W owem N o, e, @ ol e W e weee o e 3 ahl § yE e, T ee o e T e o
“wifrw" v v wiwed w1 el e s el g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
AE ¥ T W AR W fm

AGREEMENT by HOSPITAL (wipmm gm sut)
By affixing hereunder, sgnatute of Sgnatory for recommending this case/patient for financial assistance from Keshia Foundation, we
{Hospital) hereby affirm & accepl following:
1) that e neither are presently nor will in future svad of financial assistance from another NGO or any other source, for the same patlent'case, as we an
reguesting to gel from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. If the mequested assistance is nol granted
bry Keshika Foundation, i part or in full, then the Hosplal reserves iUs right 1o make up the shortfall from another NGO or any other saurce. This
confirmation staies thal the Hospital will not avall any duplicste asststance (or the same patientcase from any other NGO or sny other source
2| Thar asslutance from Koshika Foundation is only financial in nature. Tha cholce of the realment/procedure advised/ conducted by the Hospital an the
patieni, is bosed on the smangemant batwean the patient & the Hospital, and i in no way influsnced by Koshika Foundation. Henoe., the Hospits! wil

assume sole & complaie responaibiity of the trestmeni & it's outcoma & safety of the patient, snd Koshika Foundafion will have no role or responsibidity
in the mattar,

vt wiewe, vemel ® s 6w W s st @ il ween i fowfto o el §, el v o) P e @ s ow wlen w b

1) W % 3 & wiem ol = f oirs § folm s feh i el W w e S W e Theme 9w A o 1, e Swife e
# faerfonfeaty Ton o T F “wifew et o W iy e ) ol S wifen weett o owere frf sifeecees g T few w0 s
fidlt spm i wrd v w fed B e A wevew o o sfus i v b e O e ww e € fe vy fpl see e Ot iy e
r wrwlt wew w faed e o B W

1 *wifr wrtvR” ® o of e wew Rl wefa w0 veem po @ oo e e m oyl o 0w e

® diw w faw & ol Cwifie waste " po el wer w Wil pon Wl b et weee d Bl ® e e sl and el @ Wl sl i o e
vt b i W w0 oo w v )

A v o

i Dg/Mohd. Ramesz Reza

11-04-2024




