Mom-C-24-083- 0?[9

; APPLICATION FORM FOR ASSISTANCE (Healthcare) ](gshlka
Hergm ¥q SETT 9Ey (T T ) foundation
APPLICA 0. - Buskding wiack of il
mave: M1029810¢79 e | mm

'rmalliﬂ

wwaw :Hfrmﬂ.@ 5y L

f
B g&  adlalr

OCCUPATION
sk gf%mﬂ MARRIED (Frefin) | UNMARRIED (sftrrripe)
TOTAL ANNUAL INCOME “TAttach Proal s ncome)
= WitE = Ay, 000 ..f (S 1 W W)
PAN No. T ™R TEn
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever |8 applicable): Yos | No
T AN W R T R (W W w3 W S W e e ®/ W
FAMILY DETAILS Tiram faaem
S0 No, Name of 7 amily Mombar Age (Yuars) Gender Ralation with Applicant
=4 HeEn T = okl 3w (i) il T & W
un !' Zannd 18 P | Sa7]
BASIS for REQUESTING ASSISTANCE {Tick wh/chevar is appiicabie)
) % ford faeta aman
BPL Card riificate Rafion
{Attach Card Copy) (Atach Couosts Sop (Aitnch Copy) o
TN T dE o =1 S U M T T T s o
(7= I OE e uR meE Eh (o T W el e W (9™ ¥ W BTW Win e W
*PURPOSE" for REQUESTING ASSISTANCE:
werm ¥ et om fe W g
Sr. No. WWMWIM
w9 T FEmmeET & W w1 T v g e
S I g
11)
i/
= 1 72
f-lﬂmﬂ | P! W W
i
Al=_3ICS .'m J i ) {“E}?‘Tjﬁ
ABSISTANCE BEING AVAIL £D for SAME "PURPOSE” from OTHER SOURCES
T IR W T W0 S AW TR 9 W W e o e
5t. No. MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W T == WA W i i wwwm i
TS Fo0op




DECLARATION by APPLICANT. ®TiTw B Wiy 7,

1)1 Ferty confirm that all detads in this Form are True to the best of my knowledgeAny faise statement will render my Application & ongoing assistance, if arfy,
liable for mepectionicancel|ation =

2) 1 sobamnly confirm that sssistance. | recsived from Koshiks Foundation. will be uied only for the *purposa”, as stated in this Fonm, for which such assistance

was requesied by me

3} I heratyy cordirm thal | have nol & will mot in future. svail of rembucsament, in sarter in full, from any olher source/smployerinsurance company. of the amount

faf which this sssisiency & Peguedied

|Jiﬂnmtﬁwmiﬁﬂﬂhﬂﬂmﬂimrﬁuﬂ | wfe = Beren un wae www ww ww A S v foe W= et i

1) & o W -=emm ofn s weret, 6w w ot § e e o ke i S e fEw i, S o s

1) ¥ yfe wrm e o s i o wda o o 4, 0 ofn W e w e fiodl el s el werd 4 a0 fes b oo @ ofem A
AGREEMENT by APPLICANT | smiess gm wwv)

1) By affxing my signature of thumb impression on this Farm, | (Appllcant) heratly Bgres & suthorise Koshika Foundation and it's Trusiees fo

usepubishipul-upimoproduce my name. address. pholo & dotsils of the “purposa” Bor which such assistance is requested/granted. through any

medium, including bul not limiled 1o verbal, prnt, ekecironic, for solciting donstiorgfor Koahika Foundation andion disseminating information aboul it's

activitiesfachievements. Such use of my pholo A detalls can be mada by Koshike Bhundation before or after my trestment or fulfiiment of the “purpose”
Tor which assistance is being requested. |

2) 1 {Apphcant ) further agres thit any sech use of my name, adoress. photo & cotals of the “purposs”, for which such assistance i requasisdigraniad,
will nol automatically ontitle me for recelving or corfinuing the sald assistance. Th&dectsion for granting andior continuing the nsssstance will rost solely
with the Trustees of Koshike Foundation, and (heir decision s this regard will be firdll and acceptable 1o me.

1) T WA e W s Wt we e, § (amiew) sl weth W e { = "ifw s o oo it C W e wm o e do W,
o, ot sl fawer g ower F it B, v “wifow™ e =, o, wrenon gat e o opl oieteiaed s avedeed o fard fweh o e smem
iwmmesEsfmaimpt e i gowivd € =i wrade " 0 Al sfegn b

21 4 (s v ow S e o e o 9, o, v o o o B owwem S Tro S o f @ e e w v R T o T

‘i TN TEE e o el s S arsm E

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
TR ¥ wEa W e W fam

-
1T-0J P

EMENT by HOBPITAL (wems go %)

By affluing hereundar, signatune of our Authonsed Signatory for recommending (his Shse/patient for fnancial assstance from Koshika Foundation, we
(Hosgital) hereby sffirm & accapl following:

1) that we nelther are presently nor will in futsre avall of financial assistance trom et NGO or any olher source, for the same patient/case, s we are
requasting to gat from Koshiks Foundstion, 1o the sxtent that such sssistance is grafilsd by Koshia Foundation. If the requesied assistancs I8 not gramted
by Moshika Foundation, in part o in full, then tha Hospital reserves it's right 1o maks Bp the shartil from another NGO or vy other source. This

confirmation essontially stales that ths Hospital will nat avall any duplicate assisiancl lor (e same patient/case from any olfsar NGO of any olher source.
2) Ths esslutance from Koshike Foundation s only fnancial in natures, The choice of he trestmentiprocedure advisediconductad by the Hospital on the

potient, i bassd on the srengement betwesn the patiest & e Hospital, and (s in nol influsnced by Koshike Foundation. Hence, the Hospital will
aesume sole & complets responsibiity of the reatment & I's outcome & salety” of thalpatien), and Koshika Foundation will have no role or responsibility
in the matias:

vt s, vl W st @ A o e e W el e 6y Aol o e b e e o) B TR W s w s v

1) g f o o wiees obe w o wis F fefee s fed i wonl i o fed s B W e il F o ow o F, W e e i et
W foronfonfieai e o e F “uifew weer” gn wer iy 8 b oft “sifew welinT g o el sfeeas B v W e e @ s
o sr= i we v w e e e @ e S W i i vew & e F wre ww e § e seme flie T v it vy el
P st wive w Peell sem v W ) e

. “wifiver e B# = ol e v Tl vl o 00 W ooeee o o of Wl o Ten e avonies W e A O e

% ¥ w fow b o aifw e oW e s W W T W oo vl d S e e s s W wh el ol o v
Wt ot ol Cwifiren” o W oftw @ feeied ot F ol e

RECOMMENDED FOR ACCE CE

wih W ferg .
Date of Surgery Dr. Juhi\Panwar
| Mg MBBSMS &
_1o[63[26]  memg R amG 446570
FOR INTERNAL USE of KOSHIKA FOUNDARION  smaftw 3waim ¥y
~SIGNATURE of TRUSTEE 1 | SIGNATURE of TRUSTEE 2
i T | A W 2

Y s

L/

17.11.2028



