AR A - €= A~ = [239

APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka
&L 2 ) foundation
pertioanonse: Voo 04 olI3 e i fajed | oy Bulding biack of e,
NAME af APPLICANT : 2 AGE-YEARS M- | sEX fiHn
S RM.{Adm Al =

s =1 Sm

FATHER'SISPOUEE'S NAME :

Shea Rhasn

PRESENT RESIDENCE ADDRESS =70 STare™ T4

=

l

L

&5

Hoaog , ol hadhuna, 11.P- agisel Pere ap
(/ ' PERMANENT RESIDENCE ADDRESS . =m Rl
SA/ME &y abspo
sl Meme mekey \ MARSIED (FFT0) | UNMARRIED (siPrafim)
TOTAL ANNUAL [NCOME - == b ttach Proof of Income
PAN No, T4 ™5 Hesm
ARE YOU AN INCOME TAX ASSEBSEE (Tick whichever Is applicablo): Yes | No =
A AW W R (W 6 IR W A w s e 7/ —
FAMILY DETALLS gfian fa=mm
3r. No, Name of Fam(ly Member Age (Years) Gender Rutation with Applicant
E il A e au (=) fem kG b e o
[ mulian N A ALl L hmand
g 4 R 79 14X T
" %
s Euk ang 7] = 7] fwj Faden I7h g/
BASIS for REQUESTING ASSISTANCE (Tick whichever (s applicable)
e % oW ) smm
8PL Card EWS Certificats Ration Card
[Attach Card Copy) (Attach Certificate Gopy} {Attach Copy) Bﬂ?ﬂm
i e w A v e AW = I T Tt P Pl
IR e I e A ey (oo a9 % w wE wEe Lwm w3 =1 e vl wee

“PURPOSE" for REQUESTING ASSISTANGE:

wer ¥ fad o i W o

Sr Neo
T T

Medical Reparts/Prascriptions Attached
SR |/ WA W g whe g gem

AF — Cadnantf

L F g n:i; AN (of

L g Pny ~ AEY —Cd¢e P AA N F
i 7 =

ASSISTANCE BEING &VA!LED for SAME "PURFOSE" ImmL'JTHEH FOURCES
TH T F W F0 3 wEmw fE s e A R own ow?

gr. Mo.
e T

MAME of OTHER SOURCE
5= R WO

AMOUNT of ASEISTANCE BEING AVAILED
¥ HEmE

A BC

S@mﬁ‘; =




DECLARATION by APPLICANT, SEE% 7 o 4

13| harehy confirm that sl details in this Ferm are True to the best of my knowledge. Any falee siatement will rendes my-Application & ongoing assistanca, I any,
limble for rejecEon'cancellalion;

2) | seieminly confirm that sssistance, if received fom Koshikia Foundation, will b2 used only for the "purpase”, as stated in ihig Form, far which such assisiance
wat reguested by ma

31 reestyy confierm (et | nave not & will notin fulure, avail ol reimbursement., in gart or in full, fram any offier soumsemploverinsurance campany, of the amaount
for which this assislanc is requested

17 & sem wm F e 70w A Tl Wl T S0 e S s wN s w e e ol e s o e # oot 38w T 9w wwn b

3 8 Em @ wEE T Wi, A T E, T e il ate # g S e R i, 9 v v 7 wmown d

3) 4 e = £ i fo T A o b 8 n R 9w u s w s fren Tl s stniesal e € T R a3 6 e § S
AGREEMENT by APPLICANT (smaes g %)

11 By allixing my signature ar thumb impression-on this Farm, | (Applicant) herety agree & aunonse Koshike Foundatien and If's Trustees to

usgpubistfplt-upireproduce my name, address, photo 4 details of the “purpose”, lor which such assisiance Is requesied/granied, hrough any

rrraciarm, fmofuding tut net (mited to verbal, print. electraniz. for soliciling donatians for Keshika Foundalion andior dizssominating infarmafion aboutil's

ctlvilieniaeniausments. Such use of my shoto & details can be made by Koshiks Foundation before or alter my treatment or fulliment of the “putpose”
Tor which sssstance (s Heing requestad

2) | {pplicant) further agrae that any such use of my name, address, phato & datails of the ‘purpese”. for which'such assistance is requesledigranied,
will rial atitomatically entitle ma for recaiving of continiing e said assistanca. The decision for granting andfor continuing the assistance will resl solaly
with the Trustess of Keahika: Foungaton, end their decision s this regard will be final end acceptable to me

|y £r TS W MR RN SR R W T, W (svans) S weniwow e ww € U Wi wHETE st awe =mwo W i s oA T
o A A T T wE A S E, wA wie e S, om, wem gt eive 4 g il siv seferd @ Bl e o v oen

7 e W fo s T S FI TR T R WR W w4 w6 $ o Cwiivw vt w = wiveE
g-_.hmﬂ-ﬂnwmﬂmqmﬁn:m,m.mﬂﬂthdﬁmﬁmﬁmtuﬂm:mwmqﬂmmmﬂ

T T e e i sl v g

APPLICANT 'S SIGHATURE OR LEFT THUMB IMPRESSION !
WS W TR W S e

AGREEMENT by HOSPITAL (= gm Wit}

Sy affixirg hereundir signoture of aur Authonsed Signatory er recommending this caseipatien] for financial assetancs from Koshika Foundation, wa
(Hospital) hetaby-affrm & socent following:

1) thal we naliher ace prégently nor will in future 2vail of finoncial assistance from anolher NGO or any other source, for the same palient/'case, a3 we are
requesting o gat fram Keshika Foundation, to the extant that such sssistanca. |s granited by Kashika Foundation, If the requested assistanca is nol grantsd
by Koshiks Foundatian, in partor I full, then the Hospital reserves it's rght to make up ihe shorifzll from snother NGO or any ofhersource, This
confirmation essantally sistes thet the Hospial will not svall any duplicate assistance for fhe same pallanticase from ary olhar NGO or any othad sourse.
2) The assistance fram Kashika Faundatian is only financial in nature: The choice of the treatmentiprocedure advisedicanducied by the Hosaltal an the
patienl. (2 based on the armnoement between the patient & the Hospltal, and Isin no way aflusnced by Koshika Foundation. Hanoa, the Hospital will
aseume f0/e & domplets respaneibliity of the traatment & ['s cuicome & safety of the matlant, and Koshika Foundation will have no rls of meponsitlity
i e matter

FrIL i, e W s & SR S i s R e oy Tewien 3t w8, el e (weme) T s R R 3 EER S 8

1) =T T A R S 3 ¥ i S e weem el fe e wees ow fe o @M B 75 T A m o w8, =9 B oen i e
T TEnET I W WY R SR west :mmhﬁhwﬁ*'mm"wmmmmiqwmﬁmmhﬁm
et s o R R W TR A WS B e o S e e o g d we wn o # 1 s il ve e iy el
e e e R G T

1 s GHEIR W T aEen e em T w § O e o @ s W e T ST =

= S %1 Brrg £ ah SwiE webR T g B s S e T oele weee § O S v gon sl e

F wpit s s € ¥ gew @ e e F o i
AGPAL

or A Als
T e

Date of Surgery | ReQ. No -UF
AT W A Date...... "ﬁm&

(3} 62/ 94 (Name of Dr. & Regn, No. with Stamp)
W A 6 R § UA

FORINTERNAL USE of KOSHIKA FOUNDATION  #=ifis 3wai £

SIGNATURE of TRUSTEE SIGNATURE of TRUSTEE 2
G R | ] EE 2

7 BAE

o

18-08-2024



