AoR-C-

1.1 - 13 'j'}

APPLICATION FORM FOR ASSISTANCE (Healthcare) K%hlka
HETAM ¥, AT e e ”:'I_IU, foundation
APPLICA . TIOM DATE : [T —rT—T.
ooy 'fl\t}\z! 090\ ot ey 1S/8) /25
MAME of APPLICANT - AGE-YEARS ¥i-ad | sex feiy
sy = WM
R‘?Q&_‘Q 1% M
FATHER S/SPOUSE S NAME -
vz 31 Kabivs
" PRESENT RESIDENCE ADDRESS WATH LI
a1 p - | LSNTLT i [ R RAL] Lk
Rapchin- S olull =
PERMANENT RESIDENCE ADDRESS : HERITY T 9
TS o hout Yac of Posof
DCCUPATION :
. SIS m:w{m
TOTAL ANHUAL INCOME - |Attach Proot of Inceme)
o s s <8000 | (3 = W W) G
PAN No. T} Y s MA |
ARE YOU AN INCOME TAX ASSESEEE [Tich whichever in applicable): Yeu iNo
S =N S S oW © (W W B 2H W o W Fee e ﬂj@
FAMILY DETAILS wivam T
N u-mntrmi Member Age (Years) Gunder Relatlon with Applicant
a::':'n;q q&mm W () fin FHTE § RN Ty
NI
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
wrEm W e e osom
HrL Eand EWS Ceriificate Ration Card Any Other
{Attach Card Copy) (Antach Certificate Copy) (Aftach Copy) s, B
Tt W e T HEY S W ymm v TG w0 L O T
(T T aTm uh e s (were v Wl EEn wiE wWeE W (T W W e uf e W

“PURPOSE" for REQUESTING ASSISTANCE:
weren iy fed wd Rl o agte

Er. Mo
w

Medical Reporta/Prescriptions Attached
TSI | WH S My g o

L'

E

S€Ch)

L1 i -
S Iqgmosll  RE — CeRIP (o lhalf

{ule g iF

=

SLE()

[OLIH  [PminA

Qg'ﬁ )

b

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER
™ Tgtve ¥ ¥y w ave we feh o= o o few o w2

gi'

NAME of OTHER SOURCE
e Wi W

AMOUNT of ASSISTANCE BEING AVAILED
o i wown wh

NI




DECLARATION by APPLICANT, smiow gm siww wx:

1)1 rareby confirm T3l & detais in s Form ame True 1o e best of my knowledge. Any faize stalemant will render my Application & ongoing assistance, if any,
libihe or Peectionicncelintion,

2} | sodemnly confirm thist assistance, f recaived from Koshwia Foundation, will be used anly for the “purpose”. as stated in thes Form, for which such assistance
wins requesled by me

3) 1 heredy confirm mat | rave nol & will not in future, aveil of resmbursement, in part or in full, from any other sourca/amployeninsarance company, of ihe amount
tor which thin misistancd & regussed

1) & unew wom f feoym we F et omd wed fa S wEen € srp o ool w b ofe S fee o wes s v e € 3 wows B S w o
1) gE A T e eneteEt, @ A m w b, e Tvan ol i 9 g ¥ B fem we, @ moaen F gnomm b
1) & e woe f P S sram by o sl vl oml B, v o ow ifiw o we e St s st Prdemelta weph @ 0 A o # okt o o wfea A ol

AGREEMENT by APPLIGANT (suies pn wun)
1) By affwing my signature or humb impression on this Form, | (Applicant) heraby agree & authorise Koshiks Foundation and &'s Trusiees io
usefputsianiput-up/ieproduce my name, sddress, pholo & details of ihe "purpose”, for which such assistance is requestedigranted. through any
medium, inalisdng Butl nod limited 1o verbed, prat, slectionic, for soliciting donations for Koshika Foundation andior disseminating information aboul it

achvilies/achiswaments. Such use of my photo & detalls can be made by Koshika Foundation WUMWIWQMMHMW
Tor which assistance is being requesioed,

2} ViAppicant) further agrea that any such use of my nams, sddress. photo & details of the “purpose”. for which such assistance s requestedigrantied,
will ol milomatioally snlitle me lor receiving of continuing thie sald assistance. The dectsion for granting andior conlinulng ihe sasistance will res! solaly
with the Trusiess of Koshika Foundation, and their decision is this regard will be final and acceplable to me

|} 68 e w S rEe W S S o e, A (e ol el 8 gfe won € o s weEe o e e s e w ) f B oS o,
w, W o fewrn e e B, o i geg s, s, weww gat agtv @ o wirieded a Temfend o fed e o wan s

# e wed € fo e @ 0w w fee o oW Tl @ e R wnl o fg v et w gt sl

) & (wrw) o 8 wyee f R dn o, wn, w52 sl e ol s ween @ agied A afile § o9 e e w0 wwer e o

“wi " ven IS ied = Fofs s sl s wm

APPLICANT'S SIGNATURE OR LEFT
amtee € e W S W e

AGREEMENT by HOSPITAL (vemss 30 &)

By afflong hareundes, ssgnatuse of our
(Hospital) hersby affirm & acoapt following:

1) thal we resthar aro prissandy nor will n fulure avall of fnancel assistance from anather NGO of any other source. for the same patient/'case, 45 we are
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im i malior

T SR, WD w1 6 § WA = S weeie " § i wnen i Tawin # 96 §, o (veee) e v @ ws s wlen s b

1) T T 3w wme ol o W st o ffiey werr el fn weEd SR w e os i 4 we Tl d Wt om oA o £ 49 e e Cwifn et
# fnefon e wme o s d e st g wee dy B b oufe S wife westeR” g e frel s iy e R e w8 s
fauit or fr w wew w et arw e | wews S w0 s e e 1w g 4 we wn ws e s i w we iis g el
b v vem o Bl S waA & W Aeh

2w st 0 o of wen ee fafy wafh o &) SR o reeem g 4 ol T m e eyl W ope R o pe

& = faw § & s e g e v w i ) ol e O # e e o s o W el Teanf B od e
1 ¥ sl i = w0 mwmwﬁﬂm.

for recommending (his caselpatsnt for financal assistance from Koshika Foundation, we

RECOMMENDED FOR ACCEPTENCE
Date of YADAV
my Dﬁ"‘" -,Ra"‘F“‘” Razd Assistant Administrator
o ?H s:ﬁ;m L Imﬂoug'fm \ . W
0 ame
15 REFNE TV
FOR INTERNAL USE of KOSHIKA FOUNDATION  #iafis v 77
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
2wl R | e 1

= 4

7 AT

18-08-2024




