VAN~ (— 28— of- <830

APPLICATION FORM FOR ASSISTANCE (Healthcare) KI?SI’HIQR
TETEA B STEET WIET (Faresr 2B ) T uRaaEToR
ume;T';?N No. - L’fﬂﬁ 14/ 085 O _#FPLE%WNMTEZ Q{’/”Jfﬁﬁ: et airkaniy
" : AGE-YEARS 579-7d fitn
Sam " el gay CEER |
L _ O |
mmgrmar o KM N Ll

PRESENT RESIDENCE ADDRESS WATFM SERIA W1
Uldhq fm_rua f. Ha s ul-pPun 5 SJan ana

'ﬂ.lw Al ooihy, U.P ASAI32X
PERMANENT RESIDENCE ADDRESS ; THIT S[omam oAl

| .'-?:;'.a-lrn/:

ﬁur&“tﬁfﬂ

NOL TFH & Ay cJJu e
OCCUPATION : L oh el s Mﬁamtf (Fomfm) | UNMARRIED |iReaiea)
TOTAL ANNUAL INCOME ;  [Attach Proof of Income)
e A S .;‘__g"_',]_{-:_r-]r!f.!-—- (= =1 FWG He ) )\]rﬂ
PAN No. % 7 HE=T
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicabia). Yes | No
T A AW W & (A § TR WO W e wm ® A
FAMILY DETAILS wfiam famm
S No, Name of Family Momber Ago (Years) Gendar Relation whh Applicant
F5 T AR § el w1 9m 13@-#} = _ﬁ,mm
] . _,ﬂ-"'l' L4 "W ‘j' J‘ F l:‘.i.l"{ =
) _Tr": h’i.l:. | [ Vil o (N
5 S EE T o i = = 43 ALK BT eniqah | B
: ¥ i
BASIS for REQUESTING ASSISTANCE (Tick whichever Is eppiicable)
wEEm % fo e smm
BPL Card EWS Curtificate Aation Card Any Other
{Attach Card Copy) {Attach Certificate Copy) {Ansch Copy) BasisProof
T T T AT e spy =t T TS mﬁrt Ry S
(T S m o e (WY ) WP R HE W (5 T F W '
“PURPOSE" for REQGUESTING ASSISTANCE:
memm 39 fEd w T = oA
Sr N Medical ElFﬂrﬂIPﬂ‘inﬂpﬂunlAﬂld'ﬂ:!
Er st 3 wh w1 o afeses g gee
RE - £ addn G
TE - U naan--
S .", = e
G S g o0y — [ LE) — & FtN & PN anH-
[ fFI et
L
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
7 % #q W o e fwE S w=n | o e
St No. NAME of OTHER SOURGE AMOUNT of ASSISTANCE BEING AVAILED
il mumr = A Wl AW it 7
[- FRLCS D000 fo—




DECLARATION by APPLIGANT. SHES B 9w s

1} | herabsy condiom hat all delails in this Farm are True 1o the best of my knowledge. Any false statement will render my Agplication & angaing assistance, I any,
[imbie for refectionicancalfation

2) | salermby confinm that assistance, i recelyed trom Koshika Foundation, will be bsed only for the "purpase”, as stased In this Form, for which such assistance

was requested by me )

3} | hermby sanfiem Hal | have rot & will not intulere, svail of reimbursamsnt, in gar orin Jul, from sny other sowrcslsmployarinsurance company, of the amaunt

for which [z 2sssiance iS5 requested

1) 3 wwm wm £ wmowes 3 w owd e S0 wEen ¥ e WS W o ) i S e T e S T = f W a0 e e W W e b

el - e <o e i e N T R e e e

3) S fe wvm € F P oer A = me W3 W R TR O T WTew Wowe foen S o emTEERA S @ 5 W i # o f oafee | #m)

AGREEMENT hrAﬁPUBA.N'_I' { s g ST

13 By-afixing my signaturg-of thumb impressien on this Form, | (Applicant) heroby agree & authoriss Koshika Foundation and it's Trustees o
ugaipublshiput-upiraprodics my name, sddress, photo & detsils of the "purpose”, for which such assistance |s requestedigranted, through any
medium, innluding trt rat Emited to verbal, print, slectronic; far soficiting donastions {or Koshika Foundation sndior disseminating Information stoul it
activiiesfachievemants. Such use of my photo & oet=iis can be mada by Koshika Foundation before or after my reatment or hulfilmenl of the “purpose™
for which azsistance s being requested,

2 | [AppHioant) lurtfer 2aree thal any such use of my name, atdress. photo & details of the *purpese”, for which such sssistance s requestadigranisd,
will not autamaficslly entiile ms for regaiving or continuing the said assisiance: The cecision for granting andior confinuing the assistance will resi-soiety
wilh the Trustoes of Koshika Foundation, and their decision b5 this regard will be final and accaplabie o me

1) T T W AR TN W AU T I RS, A (SRR S WEE 0 0 T EOuE e WEeE S TR e S Ay 5 T 9 Am,
o, W S w e T v g ), T S e e, W s ke | e oined s yoefend @ frd et o wem e

i wafn we % P sfisp #1050 v =) P it o 8 ue W own 3 w0 F o A R § S s 6

20 A (s T oW WEE LW ST TR, T, TR s = W B e & Teeel o WA 95 w0 e W TeER T a9 T6 e

“ERTER " WA A TR (O SR S ST W

APPLICANTS SIGHNATURE OR LEFT THUME IMPRESSION -
s W R w-st W e

AGREEMENT by HOSPITAL (w&me gm0 Hi)
Sy aflmng hereundsr. signaiure of gur Authensed Signatory for recommending this cassipatient for inancial assistance from Koshike Foundation, we
(Hospital) hersty sfirm & sccent (ollowing:
1) thaal v reeithier wre prasantly nor will in future svail of financisl Bssistance from ancther NGO o any other sourea, for the same patanticase, as we ae
requasting to gel fram Koshilks Foundation, 1o the extenl that such sesistance is granted by Koshika Foundation. if the-requesied assistancs (s nol grantad
by Koshika Foundation, in partarin full, then the Hospital reserves It's rlght to make up the shartfall from another NGO or any other source, This
confirmalion eeantially statiee that the Hespitsl will not avall any duplicate sssistance for 1he same patienticass frim any other NGO or any athersoums
2| The assistance from Keshika Foundatian is oy finsncial in nature, The choice of the restmentiprocedurs advised/conducted by the Hospital an the
patiedl, is based on the srrangamient betwean the patient &the Hospital, and i5 in no way influenced by Koshika Foundation. Hence, (he Hospitat will

sssume sols & complete responeibility of the treatmant & I's outcome & safety of the patisnt, #nd Koshika Foundation will havs no role or responslblilty
in e mater

gL e, SR W S & e w e e W e e v Tt & w8, T en Omeemen) e wwe W owew W sw s 1)
1) T 5 7 W Aenm i W el @ Pl s et e sond S w e o e W T wnos d 0w w f, ot B e s wee
| T TEE T W W T R WA B e B T ) oft s s W i et B 5 9 S &0 s
festht st iy o sog o e s T A e A9 W s gifien am e e F e s ow ¢ s Bl we aw i g el
i il won w el 3R R B T8 S

L “wifi s F o o s S fafm v S0 @ v v g © o v W R T asvsem W
£ o famm d ot i s mmmmﬁmmmmmﬁﬂrﬂﬁmwaﬂwmwﬁ
= w s v w e gfe o feed woas J e

TG, wE

m NAGPALDMHENDEB FOR ACCEPTENCE \ lﬁ \MW) v

Date of Surgery

A= R Signato

* _['f e Ii 1.6 {Name of Dr. & Regn. No. with Stamp) =
B % 9 8 T 9 A A

FOR INTERNAL USE of KOSHIKA FOUNDATION  STfis 2%am 71

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
e e | I T 2

ad Jo

¥ fd

18-08-2024




