VRN ¢ A2 — %o

APPLICATION FORM FOR ASSISTANCE {Hualm_u.ara] Kt}vshlka
_EEL : * j ) foundation
APPLICATION No. : _ APPLICATION DATE : © 3 I " Quiling binekrd e
= HEA Wh 11{/@?2@' Fras fodt QIL‘H/:{I
NAME of APPLICANT : Jm AGE-YEARS SF-mi | sex fifn |
S % A BA—” &S 2—
B .
FATHER'S/SPOUSE'S NAME : P
Tommgs W . L .. {
= . PRESENT RESIDENCE AQDRESS il —— PASTEF m’u HERE'
[6€08 , Faha] | fakhoy T Rmﬁ&iiﬁu—?g o Pel %
‘e ;a '
ALRES (TS S DL Fres
PERMANENT RESIDENCE ADDRESS . =75 amvaid wal
NAAME A\ ab e
DCGCUPATION ; M g€ m ﬂ-fﬂ . MW | UNMARRIED (wiriia)
TOTAL ANNUAL INCOME - \ . {Attach Proof af income)
3 it fo 22— CfFoaondyd? mmmmwm A4
PAN No. £dff T HE
ARE YOU AN INDOME TAX ASSESSEE (Tick whichever is applicable]: Yes | No
T ST 3 WL Y § (A U 8 3R W AE F e e W L//
FAMILY DETAILS ofism fsamm
Sr. No. Name of Family Membar Age (Yoars) Gendaor Relation with Appllcant
W T offan & W i A 4 (7} Bl & T e
i LPam  5'n ‘PE L4 /A T wafomel
1 PRI < 0 37 Jia .
2 - LY -"L‘HJI 21 F- Diiad DF=I T A 2
L4
BASIS for REQUESTING ASSISTANGE (Tick whichever Is applicatie)
e % fd faah s
BPL Card EWS Cortifi ' Ration Card
[Attach cnr: Copy} :Am:: Mmﬁ'&m ;nm:h G:Pﬂ ﬁh?wmfur
it S A= w9 i R mm_ ) st e
(T TR w w e (v w= Fi o wf e Wl (W T R e wE W
“PURPOSE" for REQUESTING ASSISTANCE:
werr 13 fed e
Sr, We. Medical Reports/Prescriptions Aftached
4 T FemrEEER # @ S e g9 Hee
RE |— Cataalf
U C adxwil4=
e PETL
T g ey — [ PES — T4t A M ME
&l [ i o
ASSISTANCE aems AVAILED for SAME "PURPOSE" from OTHER SOURCES
B 5 ¥ W s weww A s wE W fen T oA
Sr. Ha. NAME =l OTHER SOURCE AMODUNT of ASSISTANGE BEING AVAILED
¥ HEN o e , w§ wer ol
[= AECS ;m*‘:‘-ﬁ';’——




DECLARATION by APPLICANT. S/ & = 93-

14 hereby confinm hal 8l detalis in this Form are True to the bes| of my knowledge, Any false statemant will render my Apaolication & engoing assistance, it sny,
lisbla for repcioncancefiation

2} | salemnly confirm that assisfance, | recaived fram Keshika Foundation, wil be used only for the "purpose”, ns stated In this Form, for which such assigiancs
wils requested by ms

3) | hersby confirm that | have not & wiil not in future, avail of reimbursement, in part of 7 ll, from any ofher soureslemployedlinsurance company. of the amount
far which s assistance 8 requesied,

1) 1 S ww T e q o wd e o Sl S s mowd w b o i e v e e o = € A 3 e Femow @ e b

2) H T = e O e s, § | 8, e gl T stva ) off # e fiwm i, o s 8 s o B

3) ¥ g g B f=n % 0w ankr @ o & 3w ofn wales w wen feom el o SR aT w0 A W S ool 5 @ vl o Hm
AGREEMENT by APPLICANT { sz 30 577

1] By affixing my signalure or thumb impression on this Form, | (Apphicant) bereby agres & authorise Koshika Foundsation and it's Truslees fo
use/putilshiput-upireprodics my name, address. photo & details of the “purpose”, for which such aesistance is requesied/gianted, through any
medium, Insiuding bul nol imited to vertal, print, electranic, for solicling denatians for Kashika Feundation and/or disseminating information aboul it's

actillesiachiesements. Such use of my pholo & oeteils can be made by Koshiks Foundation bafore or after my lreatment of fulliment of the “purpose”
far whith assisianco b balng reguesled.

2) | Appllzant) further agrea that any such usa of my name, address, photo & detalls of Ihe ‘purpose”, lar which siich assistance 13 requesied/granted,

will nal saicmatically entitle me for receiving or continuing the soid assislance. The decision for granting and/or conlinging the assisiance will rest salaly
with the Trugless of Koshika Foundalion, and thelr tecision |g ihis regard will BeTinal and acceplable 1o ma

1) T3 O W R W SR e A (e We w5t g won 0 s s s Tew wni 7w sfiege s of i dm o,
s, wiE e u e gR waw oF s S TR TR S 3R, e SRt 9sE S o afehed sie el § T e O e wem

% Y w0 T e A #) T v W e 6w o W 9w § v w P s e w = e f

23 (HEEE) TE W W W L TR S0 T, T, TR SR E T w5 s win § g3 e weew s sn e e 5 owen

i TR Ths o o felg s st e @

APPLICANT'S SIGHATURE OR LEFT THUMB IMPRESSION :
HETE = T T S s

AGREEMENT by HOSPITAL (ws=mm o Wt )
By allixng haraunder, signatune of out Autnotisad Signatory for recommending this casa/patiant for financial assistancs from Koshika Foundation, we
(Mospstal) nersby #fim & aocepi-tollkwing:
1) 1ot wen maither arer presantly nor will in future: avail of fmancial ascisiance from another NGO or ony otnar source, for the same pafient/case, 65 we are
requesting to gsl Irom Koshllks Foundstion, to the axient that such assistance is granied by Keshiks Foundaton, If the mquesiad assistance |s fol grantad
fy Koshika Foundation, in gartar in full, then the Hospital reserves is sight fo make up the shortfall from another NGO or any other source. This
confirmation Assantlally staies that the Hospital will not avall any duplicale assistance for the same pallent/case from any other NGO or any other sourcé.
2} The aasisiance from Koshike Foundation is.only inancial in natura. The cholea of the treatmentiprocediure advisediconductad by the Hospital on the
patient, 5 kased ofl the armangement between fhie patiznl & fhe Hospital, and 2 in no way infleenced by Koshlks Foundation. Hence. the Hospital will

Assume sole & complate respansibility of the frestmenl & it's oulcoma & safaty of ths patient, and Koshika Foundation will have na role or respongsibilily
m Ly matlar

wat safiegs, wme =) SE w umEdl W CwieE weeeE T w0 e e 6 fewion ®F i ¥, B e () e owEn @ w9 e s

|} T A A e e o Sl e Tt i e doem w edl sy oiE A Tes i 0 W omow o e e o e e
A TR T A s e e v i oR Cwiee weEm o e SR Sive e T o oW o § T e
Tirdl] s T wre) T T = wee W oS S S en vam § o e 9 T wn wm # e swone s e s aiees o e
Wy el wEn o S o W S

1. "wifi W ® T e s S v w0 T W s gn S wew W e T T =
w W w3 T e e T ) s seae 4 O % s e s S
w1 W st st WS e e e A

Or. ANIZA NA G PATECOMENDED FOR ACCEPTENCE ‘\ k -

_ gl 3 fow e
Date of 5 Dt =
N Pate....... Time QoA - (Mame,
_3/ of 26 (Name of Dr. & Rean, No, with Stamp) on behalf of Hospital)
ZhET & A9 3 FER & TR A TR T T i i
FOR INTERNAL USE of KOSHIKA FOUNDATION it 3%m g
SIGRATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A T | - e 2

vl AT

Lo

18-08-2024




