ARA-C-a5-2|~|

APPLICATION FORM FOR ASSISTANCE (Healthcare) Koswhlka
HETAA B HETA WEY (v S foundation
T VIoIa5[ 1148 e e P

Seunow: Ralvees - Simgh |oosape )

FATHER S/SPOUSE S NAME
famwgs % %Vm 5+ Mgh
= ';*""' PASTE PHOTO HERE
: : L — Rresp Poxieh
PERMANENT ADDRESS - "
X’ ME T abfve
S Ffanomes [ mannoeD (etivm) / unmarmie (s
TOTAL ANNUAL INCOME -
w7 wits s Yeotnf— mmm A4
PAN No._TITs M e
INCOME TAX ASSESSEE applicabla) L.a-*"'""_’_
*nm;nw:mm ?ﬂﬂﬁmmnt’;ﬂmﬁ ?::!
FAMILY DETALS witan fmm
& Ne. Narme of Family Member {Vears) Gander Relation with Applicant
¥5 W M““ ?ﬂ(ﬂl fiin WA % W WA
f- A ! b == e a
7 Sanilats <9 I LN
K 5 Frena e 7] ; oim
BASIS for REQUESTING E (Tick whichever is applicable]
wram % ferdt fafn smm
. Cond EWS Contificatu Ration Card Any Other
(Anach Card Copy| (Attach Cortificate Copy) {Attsch Copy) P
i e ¥ W oy oW e um wl T ™ e i v i o
(T T W v E (V= T W W o we W (V™ T W e W
“PURPOSE" for REQUESTING ASSISTANCE:
wem & el T R W I
Sr_No. Medical ReportaiPrascriptions Altached
¥ H syt & il %) o ufeie it se
PE - Cadagnar+4
L - Caf@ il
P
'“--Eu.r'?g-'én{'f‘r /E%jfﬁgc' (Y F P Al
n = L
ASSISTANCE BEING AVAILED for SAME -PURPOSE" from OTHER SOURCES
w gt % 8 Wi s v fesi s v R e o e
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W HE T T W T ot wf e wft
[~ JECE Joos ] —




DECLARATION by APPLICANT: SR% TRI Www) ¥a:
111 Wty confirm mat a8 celsts in his Form are True (o the besl of my knowbedge. Any false statement will rendar my Application & ongoing assistance, § any,
liatsle Jow reection'cancelahon

21 | selemnly confirm that assistance, i received from Koshila Foundation, will be used onfy for the "purpose”. as stated in this Faremn, for which such assistance
was requenied by me

3] | herety confirmn Eat | have not & will not in future, avail of nembursemant. in part oF in ull, from avy other sourca/employer/insurance company, of e amaunt
frar weinlch this sssisianoe B reguekted

1) 4 sive i € e g a4 fed g few 98wl s e v R ol W fee o S e o R 98 e fee 3wl
1) ® g W am i “wifew s, @ d w o £ vew wvin ol wtve ol g @ fd fem e, W e e o o
1) 4 g wow £ T o sem d o wnkn o 3w of w sdfes @ e fe fel e ol At el @ A A fen @ sk @ sl | o

AGREEMENT by APPLICANT ( se gm )

1) By affaing my signature or thumb impression on this Form. | (Applicant) hereby agree & aulhorise Moshika Foundation and it's Trusiees lo
Lse/publehiput-upireproduce my name, sddress, photo & detalls of the “purpose”, for which such assistance is requosied/granted. through any
medium_ inclsding bul not imkied 1o verbal, print, electronic, for solititing donations for Kashika Foundation andior disseminating information about it's
aciiios achisvaments. Such sse of my photo & detalls can be made by Koshiks Foundalion bafore or after my treatmen! or fulliimant of ihe "purpose”
for which assistance s being requestied

211 [Apphcan) further agree Mhat any such use of my name, address, photo & details of the “purpose’, for which such asalstance m requestad/granted,
Wil nat automatically entite me for recekving o continuing the sald assistance The dechsbon for granting andfor continuing the assistance will resl solely
with the Trustees of Koshika Foundation, and their decision s this regand will be final and acceptable o me.

) T w W e W W e, (smbew) seell wetn o g won f o Coifon e s e i < w afige e e o
ww whe sl W fearn ge owen 0w B 39 e vee sl oa, weerm gl apten A ol ofidaliedd s areie] @ fed fel F s e

# guftn wd ® F oy 9 v w freen 3 g o Wt w g F wE 8 frg Vstfe i 2l e

3) & (e TH ow % e R R, v, w o feae ol R T S eyt 2w § g e e W pes R w v o

= wifat” vy e el o favde i sl wosss) W

APPLICANT'S SIGMATURE OR LEFT THUMB IMPRESSION :
apiow ® weman W S W fe

AGREEMENT by HOSPITAL ( resm gm )

By affiung hisreunder. egnature of our Authornsed Signatary for recommending thus case/patent for financial assistance from Keshika Foundation. we
(Hospital} hereby sffirm & sccept lllawing, 3

1} that wa nesther are presently nor will in fulre avail of financlal aselstance from another NGO or any other sturce, for the same patient/case, as we ure
requesting 1o got from Koshika Foundation, to the exient that such assistance |s granted by Koshika Foundation. If the requesied assssiance is nol granted
by Koshika Foundation, in pirt or in full, then the Hospital reserves I('s right to make up the shorttall from anather NGO or any other source This
confirmation essentially states that the Hospital will not aveil eny duplicate assistance for the same patient/case from any other NGO or any other source
2) The assistince fom Koshika Foundation is onty financial in nature, The choice of the treatmentiprocedure advisediconducted by the Hospilal on the
patiort. ks hased on the srrsngement batwoen the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
nssume sole & complete responsibility of the treatment & It's outcome & safety of tha patient, and Koshika Foundatlion will have no foke ar responsibiity
In e e

wet sfwn. wened W) 00 @ SR W) sifem s @ fafim s gy fewitn ool §, e we oree) Fe v R e W el W b

1) me e v W i e v afes o fafie meres el v oamet stears @ et e e W T Gl F o m A o e oo e e
& G we & e e Wt g oee iy e b o e s gn e el sfesee i e w0 few e | 8 e
ot == T T e S s T S oo O W Siver g T b oo e F e s owm R semme fipls wer v o iy el
&y wrmrlh wem o Pl wm e o et dmede

2 “wifw wasbe @ o of e e fl wfn o SR W e o 4 of weow el R T w0 aR o e

% rm W e # s “wiime wyE g S v w o o i b e we A B F e g 3R o a8 o feded ol o e

wh el sl it W W wfw o fasion o o o

RECOMMENDED FOR ACCEPTENCE
. QL b | et w forg dngfi
. \ r
Dﬁuf:;nlrr \mes OB oGY

2." ﬂl’ {;-5 LIT'I'I.'E...T'H;.. m.ln.“':.h:"“lam}
Ei-EE RE: R R

FOR INTERNAL USE of KOSHIKA FOUNDATION  safts awam #q

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
) e | i

oF 1)

Y P

18-08-2024



