MaM-

eI~ — 2324

APPLICATION FORM FOR ASSISTANCE
HETET B AEET WiEY

(Healthcare)
(Fam TEwWE)

APPLICATION Mo,
=ries Tew

M

4

0887

APPLICATION -
swin it 164 1)

23

[ ——

NAME of APPLICANT :
HETE W AN

A lm_;-k

AGE-TEARS

-

sEx, fmm

i g

™

FATHER'S/SPOUSE S NAME
Frvegen o Mttt

ADDRESS 5w/ Sy |

K&¥hika

foundation

|
.

& .

il [+ n['-l'

PRESENT RESIDENC]
"Ral LIV A

ToHA ., ShahHan (ol

&]jyﬂﬁilg lEﬁ Utheon F;Eluh*e'lﬁﬁf
aE RESIDENCE ADDRESS ; S
4t

ptof Bk

1

Janmy_ Al
s -‘-L.-._m | MARRIED () | UNMARRIED (smiem)
TOTAL ANNUAL INCOME - (Attach Proof of income
W wits am 4ﬁ.H‘l L,..-r (muwm.ﬁl
PAN No. W11 wll W | I

ARE YOU AN INCOME TAX ASSESSEE (Tick whichiver is applicable):

Y oEm s %t om (W T R T | wn oW B e

Yes /Ne
L

FAMILY DETAILS witan fagmm

. No. Name of Family Member Age [Years) Gender Retation with Applicant
T TED & R W N 79 (m) bl FHTE T WY FEy
€A M D5, Py . v
%)} SaEiE 21— —
& [ Vepan ) e
@ Nleals 5] <1 <
4D Ly 3 | ; i e
g L"F‘L‘m%"m TTick s applicatie) &
wram o T Fafh s
BPLC
[Astach lép:?:mi mulﬂ“ lel mmr ﬂm
it Ten & 9 wem Uy wren T TR T e w1 = e

“PURPOSE" for REQUESTING ASSISTANCE:

wemm ¥ fet m el W ot

8. No,
wH T

Attached

Medical Reports/Prescriptions
FermE TR B A W wiE i we

A _¥nlTadarald

Ciagnsil

2 S T YW P 7 T = 57—

Y2 qu_x_éﬂ__camy;_

e
] e

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ Igtvan ¥ ¥ W o e fee 5=y R fem o w2

Sr, Mo,

NAME of OTHER SOURCE
W wim W W

AMOUNT of ASSISTANCE BEING AVAILED
=it wf wwrem v

wE R

1ECT

S ]Z




DECLARATION by APPLICANT. SHTs [ S 73, f
1) 1 htrstry confim (sl 5l delals i this Form e True 1o the best of my knowlidge mewWWWImum il vy,
e for rejEctionfcanceiation.

2) | sodmannly confirm that nssistance, I recaived om Koshiia Foundation, will be used only lor e “puiposs”, as stated in this Form. lof which such assistance
was reguastad by me

) | harstey confirm that | have not & will not in future, avall of reimbursemant, in part of in full, fram any other soursalsmployssinsurancs company, of tha amount
for which this asansance & requesied

1y & W wom € % o w9 e el T S0 e © e wm w w bof s feem o e o T w56 s S ot wm o B

1) W g W s ofn et e, W o ow ol 4, e v wh vtve ) o @ B few o, f e S o b

1) 4 yfe wor € 5 frn nee iy oe ondw ¥ & o e i m e o el s S e s @ W @ s 3 R vl
AGREEMENT by APPLICANT | ses gm %71

1} By affusng my signature of Tumb imprassion on fhis. Form, | (Applicant) hersby sgres & authonsa Koshika Foundation and iTs Trustess 10

s/ puldish put-up/reprodecn my name, address. pholo & dotalls of the “purpose”, for which such awsistance is requesied/granted, through any

mediim, moluding but not imied io verbal, prink. slectronic, for soliciting donations for Koshiks Foundabon andior disseminating information aboul if's

actvilisssachicsnmints. Such uso of my photo & dedalls con be made by Koshits Foundation befors or afier my reatment or fulfiiment of the “purpose’
for which asssiance is being reguesied

2) | (Applecant) hurther agree that any such use of my name, address, photo & delalls of the ‘purpose”, for which such assistance Is requestedigranied,
will nal sutomatically entitie me for receiving o continuing the seid assistance. The decision for granting andior continuing the assistance will rest sokly
with ihe Trimless of Koshika Foundation, and their decigion |s this regard will be final and acceplabie lo me

|3 T Wy o v wem m s o ey ereen, ) (amiew) melt nrafn ot gfe s f o wries weitve sl we i © ) s e o e S
o, W sf W P o owvs d ofes @, 3 Ve we sl o, wemon gt s A oyt afefnfedl sl Teefeed W Bt et o e nam

% it wed = for sy 1S T oW e AT ¥ TR W AR T T i et ¥ sfee

2) & (swbes) mow 8w o oo w0 ol fee o fe wemn # Tgteed @ wfete € g8 v W W EROT T R TR SN §

™ ey Tk safied v Fede s sk e g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -

T e W s W fae w
S

AGREEMENT by HOSPITAL (Fems om0}
By affiaing hsteunder, sgnaline of our Aulhorsed Signmory foar recamimanding this casa/patient for inancial sssistance fram Kashika Foundation. we
{Hospitaly heretyy affirm & accept foflowing:
1) that wa nadthar e prasontly nod will in fulure avell of financial sseigtance fom anolher NGO o any othar source., for the same patientcass. 0s we are
requasting o gat from Koshika Foundation, to the exant that such assistance s granted by Koshika Foundation. if the requesied assistance s not granied
tiy Mowhivs Foundation, i part or i full, then the Hospital roserves. it's rdght 1o make up the shortisll from anothar NGO o any other aource. This
confrmanon essentially stales that the Hospital will not svail any duplicsts assstance for the same patient/cass from any other NGO or any other source.
2) The asuwintance ffom Koshiks Foundadon iz only financial in nature. The Choice of the treatmentproceduns advised/conduciad by Ihe Hoapital on the
patient, & basad on he amangement betesen the patient & the Hospital, 2nd is in no way infiuenced by Koshika Foundation. Hence, the Hospial will

awsume solo & completo ruponsiblity of the treaiment & ji's outcome & salety of the patient, and Koshika Foundation will have no role o responsibiiity
i the matksr

v s, e @) s A aeebh @) Cadfen Tzt 6 ffes o iy feedton o wel @ fe e (reem) B e W aem el w T B

i) 7% fe v % e ofe = F e o feliee e Bl & woe we w fet ss sl A e TR R o R § R S oo Cwife wreEe
# i 79 % wa A “dfw e oo g T o Cwfve st oo e T aleeoeea & o 1 e o | @ s
st s i wowrd wew w el s e @ aen oW sfier e e b om g F v wm owm | i s e we e dritvare y fed
b st s m el wn we @ ot smad

1 Wi ST R A T wEe v T oogh o & 0w e gm ) o e o e om srsonfes w o O o e

% s w fims | " sifne wEsR " g Rl oven w s e b rofen wewe F R = e gow ol sed SR Wt ol Pl 0w wemee
W by e W W i Pested gu me F at g

FOR INTERNAL USE of KOSHIKA FOUNDATION  S0=8it% 2wil

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=) e | =] e

7 TAE

18-08-2024




