VRAA- € qu-lI= (Y T

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kos hika
> i s : foundation
!# ,;Fﬁ'm L’I“;ﬂuf fﬂa%{_ mmﬂﬂﬂ*ﬁifﬁ-l |1,I 2 Y Building biuck of e,

AGE-YEARS 5-™M | sex fim
SRR Raoreihilady 63 1
%“_:;Egjﬂ‘:ﬁpu;‘]“ﬂt'ﬁ NAME - 'Lf‘:l ® t_} e__ "_|||' f‘fr"}ﬂ

PRESENT RESIDENCE ADDRESS #ad1d SI9T014 A
Zen ~uwmm_f}1 -1;; o - Ve g deny ?

o Foonaza Fad, 952762

PERMAMENT RESIDEMCE ADDRESS : wrf AETHT. T

foredl  Palis

SOPuE Al abfi e

GCCUPATION - = andviidn W{ﬁiﬂu} | UNMARRIED | siiim)
TOTAL ANNUAL INCOME - {Antach Proof of Income)
1 ks S8 el (s & wE W) ) )
PAN No. TT§ &7 HE ' )
ARE YOU AN INCOME TAK ASSESSEE {Tiok whichever i applisabiz): Yes | Mo S
L 0 B s i el WO A —
FAMILY DETAILS witan faaim
Sr. Na Mame of Family Member Age [Years) Gender Relation with Applicant
wH HE witam 5 weol # A 3% () fim SRS HM Hy
T« K Vham Jeo, £ - TRERE .
B f!l JLhe A 50 fl T Ada
L1
i I 14 Yhits ng 2 h = D oot belen g ) el
i f » LAl ] 2 — 7 .
BASIS for REQUESTING ABSISTANCE [Tick whichaver s applicable)
waram W ford famf smam
BPL Card EWS Carfificate Ration Card Any Other
jAnach Cord Copy) |Attach Certificate Copy) |Attach Copy) Sasis/Proof
witd hEn w4 v Ty s ef o T TN HE s Wi T
(e 4 | e uf EEE a T T W T HeE (W A S we A w5
“PURPOSE" for REQUESTING ASSISTANCE:
e By Td T w1 wme
5. No, Medical Reporis/Prescriptions Attachad
T A= sepevETEr A wr w o v g9 dee
BE — Codttrmcf
LE — Cofanacs
P . F
Cng eny — (ALY - SNHCUVFPAI MEB
5?— P S
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
T I F o S S e () 5 wmE F e o e
5r. Mo. NAME of OTHER SOURGE AMOUNT of ASSISTANCE BEING AVAILED
WY HEn e e ) # m v
[+ AR Y oAb rf =




DECLARATION by APPLICANT: SELS B Ww wy;

1)1 hety candiern (Mot 8ll delsits in his Form are True 1o Ihe best of my knawlodge, Any false stalement will render my Appilealion & ongal
figble for mjuclionicanceiiation

2) bsolemnly confirm that sssistance, if received from Koshika Foundatian, will be used only for the "purpase”, as stated (n fhis Form, far which

wak requested by ma

311 hareby comfirm that | have not & will not in future, avall of relmbursement, in part or [n i, froem any other sourcelemployerinsurance company, of

lar which ihis aesistance is requesied

1) H iy s v v 0 Pl o ) feen o s % s e ol WAt B o w e v wee s T e R A ) s e
2) W gR W mp o i W, @ S =W w2, wee T o st S g % T Bew o, = =8 e A w0 b
J;ﬁqﬁzml{'-'nfﬂumiqwmﬂmaﬁﬂt.mnﬁwmhmmmmmmﬂmﬂq‘rﬂqmmimaﬂmﬂdm

AGREEMENT by APPLICANT (s1ie# g0 wi7)

1) By sfilxing my signature o thumb inpressien on this Form, | (Applicant) hesely agroe & authonse Koshika Foundatlon and it's Trustees 1o
uso/publEhpul-opireprodute my name, addrass; phote & dedaifs af the “purpdse”. for which such assistance ks requestedigranted, thraugh any
medilim, including but not imited 1o verbal, prnt, electronie, for soliciting donsions o Keshiks Foundation andior disseminating Infarmation shout its
activilleslachisvements. Such use of my photo & delails san b made by Koshika Foundation befors or sfter my treatment of fulfifmen) of the “purposa”
fior which easistance fa being requested.

2) | (Applicanly lurther agree that any such use of my name; address. phato & delsils of 1he "purpse’”. far which such asststance b requested/granied,
will not aulomatically entitle me for recaiving or conlinuing the said assistance. The decision for granting andior continuing the assistance will rost saialy
with the Trstess of Koshika Founoption, gnd their dacision iz (s regard will bie fingl and scceptatle 1o me

LT S pee W S S w e, § () AT s = U e i i SRS s v s " = wiee wom § S6 dn
Wi, W S W oA wi #, 36 i v s, e e Ty 8 FE waERT m o Tveerd = T fel o) som e
ﬁmﬁamvsﬁwaflm.iuﬂtmamﬂimimwmiwﬂﬁhq‘ﬁﬁmmﬁm“iwmir

3) 1 (mmiw) = Am A wem f i oAnam, wm.mﬂﬂhm#ﬂﬁm#miuﬁulﬂm:mmmmM|mmﬂ

"t s e =i o s s s am

APPLICANT'S S5IGNATURE OF LEFT THUMB IMPRESSION *
ST F TR W S W

DR

AGREEMENT by HOSPITAL (wemm g war)

By affising hereuncer. signature of our Authorized Signatery for recommendma thes cagefpalient lor inanoal assistance from Koshika Foundation, we
[Hosplial) teteby affirm & accep! followlng!

i that wi nelther are presently nar will I future svail of francial assistance from angther NGO o any other source, for the same pafientcase, ps we ars
feeuesting to gt from Kastillkes Foundation, to the extant that oich assistance Is granted by Koshika Foundation, If the requesied assistance 15 nat granted
by Kashifa Faundation, In part or in full, then the Hosgital reserves IUs right 1o make up the shortfall fram another NGG or any other source, This
ranfirmaton essantially statas that the Hospital will not avail any duplicate assistance fot the same patient/case from any ather NGO or sny other =ourte
2] Ther ass slance Irom Koshika Faundation is only finandal in nalure. The cholce of the trestment/procedure advisediconducted by the Hospital on tha
patient, s based on the arangemant betwesn the patient & the Hospial, snd i in no way influenced by Koshika Foundation: Hanea, tha Haspital will
mssUmE s0le & complsls responsibllity of the treatment & it's putcome & safaty of the patient, and Koshika Foundation will have no role or respansibility

I the mattes

Tl S, T W F AR Wi s § i wee y fawdin of ot 8, f e (emmE) Frer wew e s siEew b

1) T TR e s S i o Tl W el fowed v fed ses wim oA e idves 00 mod o 39 e r e el
# et =9 & W d it e gm wen 4y 4w s wesde” gn wewer fel stvsas by v o S £ W s
TRl s s wear R S e A e 0w s i e 4w e § e v we b s st S e e a1y el

¥u wEd W W fedl = oaE o S

2 " e A e ewr fafm et w b A v g A e R sl W e ;
= 9 g @ i R g e aen W s s = & ol e d ol F rem o sh e T
=t wir o “wifir" = o= e o et oy ges o 9 e

i

RECOMMENDED FOR ACCEPTENCE !
it = fern st

Ll D SMFYAAL DANISI
B85 S, DNB
LD‘ /HKQLT {Mame of Dr. & R 2

EAE R WHFEWPWEEQ

FOR INTERNAL USE of KOSHIKA FOUNDATION  siifts 3w 7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

R T | A T 2
- BANE

o

18-08-2024



