fomrsges w1 99

kLquwm

P-re nf’ f%%‘fn f?

AwWR-¢ .2y -11-0986
APPLICATION FORM FOR ASSISTANCE {Healthcare) th[ka
wETIAl B ST WrEy (T ) foundation

APPLICATION Mo APPLICATION DATE Builting bino, of it
I W s fivet 1 ﬂl‘i 1 r
HAME of APPLICANT n ! ff?_‘«l_LD_EQI m__rug:l ‘ SEX fim
T RHALWANRA €9 I m
FATHER S/SSPOUSE™S NANE |

s farvmey MARRIED (Mfip] | UNMARRIED (sftveiin)
TOTAL ANMUAL INCOME : {Attach Proo! of Incaime]
o i s Shonp (v e i
PAN No. THT] EIT WEE =
ARE YOU AN INCOME TAX ASBESSEE (Tick whichever is applicabla). ]
wmmnmldﬂﬂguﬂnﬁmm ;;@
FAMILY DETALS witan faam
e No. Warne of Family Member Age (Tears) Gander Retation with Applicant
U T i e W (e fan o  FEETE ® WM TN
) Premyat | i F L TE
(2] Hﬂmm ~ Yo M Son
L@ Kania deu 214 E 16 jr (0]
7.9 Kahul L I i 1)} |
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
e W ot fafa smm
dhrdigtanie EWS Cartificatn Ratson Card Any Other
{Attsch Card Copy) [Attach Certificaiz Copy) (Attach Cogy) b e
it % 9w W A Wt o w0 e i
(VW Y W W W W (W W= W W W W (W T W e wR WE W

“PURPOSE" for REQUESTING ASSISTANCE:
& fed m P W A

Sr. No.
T FEwn

Medical Reports/Prescriptions
sepvEte B Wi €t wf ofee o aee

1

ST

Lk =

PSC

R TE

RE SICS LITIH FPINDinE

ASSISTANCE BEING AVAILED for SAME

“PURPOSE" from OTHER SOURCES

™ It % f W s e el s d e omeow?

if

NAME of OTHER SOURCE
= T W W

AMOUNT of ASSISTANCE BEING AVAILED
ot ol wewm v

kit




DECLARATION by APPLICANT, sdew o witw) o,

141 harety condiom Bt details in this Form s True o the best of my knowledga, Any false stalammont wil render my Applicition & ongoing msistance, § any,
liatyie for regectioniCancellabon

2} 1 salemnly confirm that assistance, | received from Koshika Foundation, will be used only or fe “putposs”, as stisted In this Form, for which such assistence
WIS requesied by me

3) | harsby confirm thal | have nat & will nat in future, avas of resmbursgment, in par of in full, from any other sourcalemployerinsurance company, ol the amount|
for which this assiniance & reguested

1 wen s f o e F el o i e 6wl s o w d o ol fee o e e s wm & o8 98w e ot @ el &
1) % gm oW w0 S wife s, # @ w ol . swe el o stw 9 R ¥ oo wtn, ® W ooes d weom

1) 8 fe wow f e fam awem @ we ok 6t vk # o ofn w e W wee fee el e dnAdeedm wogd d @ fee b o @ e @ ol
AGREEMENT by APPLICANT ( s g Wit}

1] By affng my signature of thumb impression on Mis Form, | (Applicant} hetaby sgree & authorise Koahika Foundalion and iI's Trusiess o

uges pubieh/put-upreproduce my rame, atdress, photo & details of the “purpose”, for which such assistance is requested/graniad., through any
miedium. (nciuding bul nol limbed o verbal, prnd, slectanis, for soliciling donations lor Koshika Foundation and/or disseminating informalion about Ity
actrvilies achkramaents. Such use of my photo & details can be made by Koshika Foundation bafore o afier my trealment o fulfimant of the “purpose”
for which assstince s being requestod

21 | (Appkcant) lurther sgrae That any such usa of my heme, address, pholo & deteila of the "purpose”, for which such Basistance ia requesiedigraniad.
will nol sulomatically andithe ms for recaving or continuing the ssid assisiance. The decision for granting andior confinumg the asssstance will nos! sololy
with the Trustess of Kostika Foundation, and thel decison is this regand will be final and acoejitable to me

I} 0 T W AT T TS W e e, § (e sl w5 gie v f w s st s wes i T s sfigE s o B e s,
w, wiA s faee pe e F W # W Csifen” we e, o, weeve et rgtve A gl nidided i et @ T Sl o seEm e

# wefte wed o fo srfewn §1 At e o fewn A g o Wt w o @ o o T it el sl sfiegn

1) & (aiew) o e @ o of s am, w, wid aby e o B oo o agtvdd 6wl & ol e e w0 veor a s g e f

s vay e st = fole e st o)

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION
T % Tew W s W e
= et

SoTaval

By affixmg hareindar, mmmmmmwmmmwlhwwmmwumn
(Hospital) hereby affinm & accept

1) thal we nedther are preaenlly nos will In fulure avail of financial assistance from snother NGD or any other source, for the same potient/case, as we ore
requesting 1o gel from Koshik Foundation, o the oxtent thst such assimtance i granted by Koshika Foundation, If thie requested assstance (8 not granted
by Koshika Foundation, i part or i full, then the Hospital reserves il's right 1o maka up the shartfall from snother NGO o sy oifer source. This
confirmation sssentially stales that the Hospital wil not avall any duplicate sssistance fof ihe sathe patenticase from any olher NGO of any olher source,
Z) The ssistance from Koshika Foundation is only financial in nature. The cholce of the trastment/procedure advisediconduciod by (ho Hospital on the
patieril, i based on the arrangarment betwesn the patient & the Hospital, and (s in no way Influsnced by Koshika Foundation. Hence, ihe Hospital will
assume soia A complete respansibillty of the fresmmaen & IU's outcome & safety of the petienl. and Koshika Foundation will have no role or responsibiiity

Iy e rrlier

vt wlea, TeEn W S § A S “sifne et 3 fal senn b Sefor o sl 8, B v (eeme) fee e d o w wlhen e

1) W B o E ot a7 0 wfw F Sl serem fe e wewd soes o el s ol b T phoas G 9w 8 0§ 8 e e e s
A faiodes e & sy § i s g e d bl S et e oo wer felh s by s o e o W s
fat o= b s Wom w fed W wE O e W W afver i T oW e we s oaw & e il T e e i el
B wet wew W Rl W e d ) ST

3 s srades” @ o of e v T vt of B B0 woes o 9 of e i T ToeRTiET W T TR o e

o v P ol it wrrsheet g St g o e e ot b gl om0 o e s abe sl W) Wl Feaof A o weam
W i s “wifre” € W e frdud v d a8 W

RECOMMENDED FOR ACCEF TENCE
/ i % ferw_ s %‘5
Date of Surgery
st 41 Wi t5hd. Rameez Reza yﬁ- YOGS .
A 'ALS WS Ot "."afnnmy a6 DIt
P> ;ﬁi

; 'mmtﬁwmrmnm s Fvim

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i TR | =l e 2

7 BT

o/

18-08-2024



