(-¥b-03-alb2r

APPLICATION FORM FOR ASSISTANCE (Healthcare) KOUShi.ka
HETaA ¥ SERT WiEY (=g TEwE) T andeticn
mn:m.: n‘nm ’ 8920 ::::;r*mmm: , _— P —— ;
NAME of APPLICANT - ' AQE-YEARS Wiy sex fom NS e
MR W B'I‘ 1 t }6‘ F

FATHER'SISPOUSE'S NAME :
fwe s Clonglio
RESIDENCE ADORESS 9= 3WHIR T
M%mmm ELC K
A s above

DCCUPATION :
b Worde Mol el wiRsED (R | UNMARRIED (sfasfen)
TOTAL ANNUAL INCOME - {Attach Proof of Incame)
wassm K eond— [ farpily] (3w ) AR
PAN No. ek =
ARE YOU AN INCOME TAX (Tick whichever (s applicable): ¥
T AT SN wOW § (F W R IR W W W e ;m
FAMILY DETAILS AT 17
Sz No. Hame of F Miernber Age (Years| Gender Refation with Applicant
v yfan & w1 T m (3) e WS ® WY Ty
i Pkt T " Toh
T ek LY r = n [sw
3 Shan 5] 3] Lmd Son
b applicable)
e % B feafh sm
BPL Card Coriificats
{Altach Card Copy) mecmp mm, Lo o
witl T % F¥ o 03 w5 sw o v T TG g v il v
(wErm Ty ¥ wm i e W (W v W W e we W (=M v W Em w e W
“PURPOSE" for REQUESTING ASSISTANCE:
wowen ¥y fed el W e
Be No. Medical Reporta/Prescriptions Attached
w9 e sErREie & Wi #) w afe g S

Ivl- —

=2¢C - coulle Calonach

g- :_t.n'aw.iujr-f(—- SELT LY PmmK

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W TivE % ¥ % 3= e fed s o @ fw o w2

Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Laki] s win W et vf wwmn ot




=

DECLARATION by APPLICANT: seies oo stvs Wy,
1) | hareby conflem that all detalls in this Ferm are True 1o e best of my knowledge. Amy fatse stiternent will rendeor Application & ongoing assstance, if any,
lmbls for rejectionicancelation. - - " r o

2) | solemnly confirm that sesistance. ¥ recelved from Koshika Foundation, will be used only for the “purpose”. as staled in this Form, for which such agsistance
was requesied by ms

3) | haraby confirm mat | fuve not & will not in béure. svall of reimblmement, |n part or in full, from any cifwer source/smployetinsurance company, of the amount
for which this assistance /s requestsg

1) & v wm o % w9 o wl e S0 el s ol wi b ol owid e o e s T e € @ 88 weos S wt w wel
2) & g W e o wifos W, @ ow ool 8, oo o ol ostes o g & Bl fewm wdm, o g mwen F wo o
3) 8 yfie w7 few wwrn gy womis w1 wf €, o w e W e e fel s s friesdn sl @ 1 @ v o 3 e 7

'AGREEMENT by APPLICANT (saws g wu0)

1) By affuung my sgnature or thumb enpression on this Form, | (Appiicant) hereby agroe & authoriss Koshile Foundation and If's Trustees to
use/publish/pul-up/reproduce my name, address, pholo & details of the “purpioss”, for which such assistance is requesledigrantad, through any
madium, incluging but not Nmited o varbal, prnt. slectronic, for soliciting donations for Koshika Foundation andior disseminating information about if's

aciivitles/achigvements. Such uso of my photo & details can be mode by Kanhika Foundation before or aflor my treatment of luliment ol the *purposs”
for which assistance is being requesied.

2) | (Applicant) furthar agrea that any such use of my name, sddress. photo & deltalls of ihe "purpose”, lor which such assistance Is

will not sutomatically enlitle me for receiving of conlinuing the sakd assistance. The decision for granting andlor continuing the sssistance will rest solely
wilh ihe Trusiess of Koshika Foundation, and thelr decision |8 this regurd will ba final and ecceptatie to me

1) WO W W W e W e e, (o) el el ¥ g won  of “wiftee wadie bt ve snind * i sfegn o % 4o,
. w2 W e e i W et v sd, oe, wemn gat kv @ ol offied s sonfeed % ferd Pt oy e

# waftn Wl ¥ fir sfiege S v w ferer 4t e ¥ o @ oer 4w ¥ fio " wifew s g = st b

2) A (awibew) T wn A s o T S owm, e, 0 o e o e oeen ® agted W widy § g v W W venr ) v Wy o

“wifrm " o T el @ Bl s sbe s o

LEFT THUME IMPRESSION :

T

AGREEMENT by HOSPITAL (werss gm Wi )
By affiming hemunder. signatuie of our Authorised Signaiory for rocammaending this casn/patient for financial assistance from Koshika Foundalion, we
(Hospital) hereby affirn & accept lollowing:
1) thal we nelher are presently nor will In Rulure svell of financal peslsinnos fram another NGO or other source, for the same pelieniicase, ns we amne
requesting to get from Koshika Foundation, o the extant that such assistance is granted by Koshika Foundation. If the requesied assistance (s not granied
by Koshika Foundation, In part or in full, then the Hospital reserves it's right 1o make up the shortfall from enather NGO or any other source. This
confirmation essentially siates that the Hospital will not avail any duplicate sssistance for the same patientcase from any other NGO or any ofher source.
2) Tha asaistance from Koshika Foundation is only financial in nature. The chokca of the treatment/procedure advised/conducted by the Hospitsl on the
patiant, ks based on the amangament befwaen tha patient & the Hespital, and be in no way Influsnced by Koshiks Foundetion. Henos, the Hospital will

nasume solo & complete responsitiity of the treatmant & if's outcoms & safety of the patient, snd Koshika Foundation will have no role of responsilality
Iy e matter.

vt s, vl W) e @ sl wb “wife sdeet @ el s by fwfte o e 8, Bl v (o) fre wen @ e o e v

1) %% f& 5 % whum ale 5 o s F fafen oo fml & el s w e o wie e e F W w @ o £, e v Ceiw e
A firmfmfre T o waw d “wifew wET oo v oy e b Wit “sifow s oo e el sfowvees Ty W e e o s
fiwslh o el e W Tt o T @ ren W W e g o ) v e o e e e P oo i wer e e g el
i wewil vWow w el s T W ) e

1 “wift wrestve® & @ of wees e fefin ol wt & 08w e oo @ of T @ e TrealEw W o B o e

o dtw e fion & o e b o fedl v ot own o By reled e F 0 & vevw e ohe st wd ol Pl B o v
iﬂ#““'ﬂﬂﬁwtﬁ%ﬂﬁidﬂu

oY

w]{ RECOMMENDED FOR ACCEPTENCE

Enqen % g W (%g
Date of Surgery w4 ‘Rameez Reza

, Mohd. =
shitna ) wig Dr S-W .f dgric

MEBBS.M
a8 | emenliie

FOR INTERNAL USE of KOSHIKA FOUNDATION st i ]

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
W T | W T 2

20-06-2025



