QRE-C- 25- 02~ FYO

APPLICATION FORM FOR ASSISTANCE (Healthcare) K()‘S'hlka
mﬁmm (Favem e ) foundation
e S0 [0902. 24— 2-200§ e kol
MABE of APPLICANT - AGE-YEARS W19-T | sex fn
IMEE
e Mug. S:mal'a US E
FATHER SFEPOUGE S NAME

g Dy, ot

TRERPEE ] Bya op sk op

AL OX WERUT
mnmu. H Bm] nm_b W{Mﬂ I UNMARRIED {oimien)

TOTAL ANNUAL INCOME: | Attach Proof of ncome
5= wiNE i!th\ {{mmmm‘jl NH
PAN No. Tl B T =
ARE YOU AN INCOME TAX ASSESSEE [Tick whicheess s spplicable): Yes | No
e e R e Rl R R E Ry T L
FAMILY DETAILS fisre foes
51 Ho Narme of Family Mambad Age (Yeorn) Gendat Reiation with Appllcam

E ol qim & w5 W W 3W () fifn E i e ]

B e

1;'":?

BASIS for REQUESTING ASSISTANCE (Tick whichevor is appiicable)
e % ot Faein smm

BPLCard, EWS Cartificate Ration Card Any Other

{Attach Card Copyl (Attach Certificats Copy) {Attach Capy) BasinProo!

il dE W S 9y = ww wl yam IYUFE R sl v
LT g1 oW g R e { FE T W W W e W (WA T W W

“FURPOSE" for REQUESTING ASSISTANCE:
e ¥ e o el agdm:

8t No Medical ReportsiPrescriptions Attached
1 e SEEVETRT ® W W g gl e w e

ASSISTANCE BEING AVAILED for SAME “PURFOSE" from OTHER SOURCES

VIt E W N s s e st wm R o wg
St No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FH T e i e = i v o




DECLARATION hy APPLICANT, smww om s T
1] | boresy confrm it afl cetads in this Form am Troe to the Sest of my knowlodge. Any fafse satement will randes my Applitation & ongeing asstetance, If any,
lastrles fioe reprctinnicsn cellation

2} 1 solmply confiem That nedistance, it receved from Koahika Foundaton, will be uged onty for e "purposs”. s staied m this Form, for which such assstancs
W reguested by e

311 harginy cohfirm (i | have net & will ne in futaen, avail of remoumsement, in gan of in full from any other scurcafemplayeninpumnce company, of the smount
for which 16 assistancs s reguesied

1) & o s € 5o e 3 d om wd e 98 sl s we ol ol b oo sl e e e s e wom 8 8 Sl o e 6w e R

2y &t gm W sar o e e, ® o w8, e =6 W) e e e, @ e J oo b

Vi e won § e fus v g e ks o of &, o W e @ we frem e s ATl we @ 3 @ kool 3 @ s v
AGREEMENT by APPLICANT | sfes g0 wa)

1) By affixing my sigraluse of thumb impresalon on this Farm, | [Applicant) hereby agres & authonse Keshika Foundation and its Trustens fo

usepubishiput-up/reproducy my name, address. photo & detatls of the “purpose’, for which such aselitance s requestedigranted, through any

i, il Uting Bt s imited o verhial, print. slectronis, lor soliiting donations for Koshika Folindation snd/or disseminating information about it's

iy ilss/setisvaihents Such tes of my pholo & detalls cin be made by Koshila Fourdation befors of afiar my resment oc fulfilment of the “ourpose”
for wHich isistarice (8 Baing redussied

21 [ {Applicent) further agree that any such use of my name, sddress, photo & details of the “purpase”. lor which such sssistance iy requirsladigrantied,

il ot U iemadioaily entitle me fol recalvlng o continuing e said essistance: The decislon for granting andior continubng the essistance will res| solaty
with [he Trivised of Kashika Edindition, and thieir deciion o Ihis regacd will Ba final snd noceptable lo mé

|} 0TI T ST TR W s W) Ty e, § (smew) st e o g v € o “wifn wdtee s e sl o s s € ot
W i@ Ears o 4 difen §, 38 *wifeen® wag s @, e g gt @ a wisRie st aesfeed & el fash o wmEn e

& v v % S s & 3 v W fewor 4 e ¥ ot w o 3 v @ B il i v =l afe

) & (amwew) w8 wem F T dTom, v i i fierm ol fe w8 Tt S owfile b g v T W OREEE T W T e

il vy sl S e e e sl e Wi

APPLICANT'S SIGRATURE OR LEFT THUMB IMPRESSION *

smiw W e W oA W fe O &'

AGREEMENT by HOSPITAL (wamam gm0 w10 )
Hy ulfixing hedeurider. signature of our Authoraed Signatary for necommending Mis casw/patient for inancial assistance from Koshika Foundation, we
(Hespltai) harsby athim & sccept following
1) thasd 'win trolthiae e peesintly nor 'will In Tutute svall of froncisl sssistatce from onathor NGO o any offer sourc, for e same patient/case. an we we
roquesting 1o ge! from Koshika Foundation, to the exlent that such assitance is granted by Koshika Foundation, If the requesiad gssistunce is nol graniad
by Koshlia Fouhdation, in part or i full, tren the Houpital raservis its right (o miake up the shortfull from angihar NGO or any ofher souron. This
corfirmation essentinily stides thit the Hospital will nol avall any duplicote assistance for the sams patkentase fronl iy othar NGO of any other source
24 The sssltincs brom Koshies Foundabian is only Branclal in nature. The cholce of the thaatmentiprocedure advisediconducied by thae Houpitsl on the
ptisnl, {8 baned on the srrangement beteesn the patent & the Hospital, and i in no way influancad by Koshila Foundation. Henee, ithe Hospital will

assume 3ol & complete responsibiiity of the tretment & it's outnome & satety of the patient, shd Koshika Foundotion will have no role ot tesponsibliity
1 il matlar

wt W, TR S AR 6 S W Wi e il s oy T @ §, fel e (e B wwn @ we e whe w b
13w B % 8 whes okt 2w o fafm smm e b s sm o el S @ o o A W ow W k, dn T oo e st
4 Pl s € sy 4 “sifre e gm me by e b ok e et g e fief sl €7 e fem a0 s
foalt st Bt wowh siew el s v ® e 9w s i e b oow gt e s o e s Tpf s we eibeee ¥ el
oy wprwrt ey e s qoes @ o S

1 “wifv sieten” @ o of woam Saw fufm wsf W © 90 5 e o O o T @ TR o TEaTEm W e O oo e

& &5 5 fen ol “uiferw wiwRe” oo ferd smi = wl oo it bopefad e d i S e e sl s o W S Fasd @t v weEe
w1 it i sl W) W give o fasah @ oams T 0

RECOMMENDED FOR ACCEPTENCE :
wigE % fra wefy ﬂRHﬁBﬁig;!K
Date of Surgery '

Do of Sl - Monmﬂsmﬂﬂ ADMINISTRATOR
2422005 i ot 0PRSSt e et of ospta

T W A A T S A 1 ™ F W e A e
FOR INTERNAL USE of KOSHIKA FOUNDATION St awai &
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=l |

7 TAE

/.

18-08-2024




