MoM-C-26~08 - SH37
' APPLICATION FORM FOR ASSISTANCE (Healthcare) th[ka
HETHA BY SEEA WEY (v ¥ ) O FTIT
APPLICATION No. - -
e 26 oo 80 4196 o 2
NAME of APPLICANT | AGE-YEARS 319-71 | sEX THM
- émmé’, 63 [ m
FATHER S/SPOUSE S
fomwg= =1 w9
T RESIDENCE ADDRESS
- Q
tHar L 2
PERMANENT RESIDENCE §S . TNy e Y
ﬁ“ A hale
m —!(‘ij_mgn . mnm;m{m
TOTAL ANNLIAL INCOME : T |Antach Proof of Income)
T s s N, 000/~ ( 3P 1 W T
PAN No. T1f I H&4
ARE YOU AN INCOME TAX ASSESSEE [Tick whichuver Is applicable). Yea | No
T S =W Ow T (9 O E 36 WO W e e Ll

FAMILY DETAILS witmm fepmn

Sr. No, Name of Family Membo Age (Towrs) Gand Relation with Applicant
5 A= mz&mmw; é'hﬁj fHﬂ" TR % WM T
3 .j'dandﬂ i L4 =0h
7 Haoyxon p Jale ™ S0n
B = Jugeindar] 1 L] SY7)
BASIS for REQUEBTING ASS515 TANCE (Tick whichayer s applicable)
e % o fEE s
BPL Card ; i
{Attach Card Copy) (Aaoh Coctiicass Sopi} (Aitch Copy) BatialProgt
nir T ¥ 9 wm T W R T T TTTER WE s i W
(= T =1 o O s (T W WY W R e W (v 7y & wem oy Hoee Wt
"PURPOSE" for REQGUESTING ASSISTANCE:
wrem ¥y fen wl fet W gt
Sr. o Modical Reporta/Prescriptions Attached
#9 T80 FEmTvERR § i #i weE R e
"ﬁragmm‘g KIE 7T radavacd
Y ag% Tk Temle fotazact
[ 1E o R PTIME 1oL camp
ASSISTANCE BEING AVAILED for SAME "PURPOSE' from OTHER SOURCES
T I W ¥ S s s fed w= m | few o w2
5t. No, NAME of O THER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
WY TN == wiE | Tm & i e T
YHCS N00n /-




DECLARATION by APPLICANT: smims gm0 wiwe 7w, .

1) | Pevaby confem hat afi deteds in this Form ae True (o fne best of my knowledgh. Any faise statoment will render my Application & ongoing assistance. if any,
limbie for rajectionicanceiiniion

zmmmgmmtm.ﬁmmmmm,mu sed only for the “pumoss”. as stated in fhis Form, for which such sssistance

Wikt fequesind by me !

3) | hereby confirm that | have not & will not in fiture, aval of relmbursemaent, in ot o in full, from any offer source‘smployerinsurance company, of the amount

fof which this assistance |§ rquested

1) # < wow f 5w v § Tl o ol fawn 56 Il € s W w ol D ot S e @ e wes o w § A 5 o B ow moesl

2) & T W wew oA e g M T T e v B e win, tm e d o b

1) & qfe won o T fan wom i o ods o ol £, wn ofn @ el @ oawe Sl SR e el el @ w o S § ool o ) e o o

GREEMENT by APPLICANT ( ses g =)

1) By affiing my signature of (huinb impression on this Foom, | (Applicant) herelly agree & authorise Koshika Foundation and i's Trustees 1o
osa‘publitpul-uplireproduce my name, address, pholo & detssis of e "purpose, for which such Bssistance ks requesied/granied, through any
migdium, ncluding but not immiied to verbal. print, ¢lectronic, for salicting donatofs for Koshika Foundation andior disse@minating information about s
acinvitiesiachievements. Such wse of my pholo & delads can be made by Koshil Foundation belore ar after iy Iresiment or fuffiiment of ihe "purposs”
for which nssistance @ besng requasied.

£} | {Applant) lurther agres thal any such use of my name, addrass, photo & dalails of ihe “purpose”, for which such assistance s requested/granted,
will not sutomatcully eniis me lor recalving of continuing the sald sssistance. THe decision foar granting and/or continuing the asalstance will rest sclely
with iha Trusiees of Koshiks Foundasion, and their decision is this regard will be Bnal and scosptable to me.

1) 7 v W o pe w oS W e v, f (aiew) amd oweslh 88 g gon § o e e ol e i v s e f R odn T,
w, i o P g e o i 8, o " eifee wes ol o, s gllegten @ o fafeie sl oveeed o B fasd o e

o wefir =4 Ty afiege #1 6k wew o fenn St owee o8 ol woen 0wl 8 B i wedns o osedt wfieg B

1) & (swiw) T oW R wrm R S o, om, Wi o S o e woem 7 witln § ¥ = Weew W eIy T v o vy S
B e e S oo

APPLICANT S SIGNATURE OR LEFT THUMES IMPRESSION -
sueR % woe s e P

LToFpPT

PITAL (wegam m Wi}

mmmnm,wnmwmwgmhmmn
{Hospital) hereby affirm & accent lollowing:
1) el we paithar are presantly not will in fulure avall of inancal assistance e of NGO oF afry oiher soubte, fof the sama palienl'case, &8 we Bre
requasting 1o get from Keshika Foundation, 1o the extent Tl such assistance & gianted by Koshika Foundation. I the reguesied assistance is nol granted
by Moshiks Foundaton, in pan or in full, then the Hospital resssves s right (o malke up the shortfall fram another NGO or any other source. Thes
confirmation essentally states that e Hospital will not avall any duplicats assistahce for e same patient/case from any other NGO or any ofher source,
2) The ndsistance from Kodhiks Foundalion s only financial in nature. The chocatd! the inealmant/procedure advissd/conducied by the Hospital on the
patient, is based on the amangement between the patient & the Hospital, and 5 Mo way inflsenced by Koshika Foundation. Hence, the Hospial wil
agsumi sole & complale respontibility of the treatment & If's culcoma & safaly o patiant, and Koshika Foundation will hove o role o responsibility
in the mater

et afogn, penwf @ st 8 wesl W Cwtfe et @ Ml weree A Bty o wl €, Pl v (v fee vem v v whwmown

1) w3 o whey sha o ey F fafim oy el i ol she w el ol win @ e e F @ ow A o £, S e e s et
W TaritnieRe ww % o ST e mo e i e b R sl v o s el afreses iy p 0 e e w s
e = W ) wem wm fmd e W 8 w0 W sfewn g vem ko ofe  we v wm b e s il T v il i faed
e wowntt W w feell s v o i)

2 “wifees weaT 8 =l e wwe fufe vl S b 0w e g 9 0l Sew o R T Trewaiee W e T T v

W W W iy ¢ s wifee e g fed vem W owi o w0 wfied wees d i ® pe gow sl mA owd W il facod o od s

wh ol o " W W o w Peiod et F o o

casa/patient for financial assistancs from Moshie Foundaton, we

'---u-
gt % firg

g < Dr. Juhi Panwv |

op\81% “ﬁ&%"’

FOHHTHHALU!EI:IWAFWF’DN
SIGNATURE of TRUSTEE 1
T |

7

/]

17.41.2025




