MOM ~¢C ~ JdF ~o|” 2334

S .
APPLICATION FORM FOR ASSISTANCE {Healthcare)
HETEA] B9 3EEE WEY (T T KD_Shi@_

m:;?lm M bf2§“,“7—g w {}]! gg - Boideg block ol ile. |

NWAME of APPLICANT AGE-YEARS f
——— Mdn [Boa o0y 5% t
FATHER S/SPOUSE 'S NAME - n'h R '
famsnges w1 1y ii
T PRESENT L] T

jﬂ@%_ F Tt J ol
mant  pip  td g Tdeher 1

%;me:u =
{ M _abldus

e R H.@E A Repa MARRIED (Fefi) | UNMARRIED ( sesiive)
TOTAL ANMUAL INCOME : * {Aatach Proof of Income|
A it s A<, . (T W T W)
PAN No. T & T I
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever |s appiicable | Yes | No
s sy s Wt o € (W wen R TR s i e P wee R
FAMILY DETAILS witam fysam _
5 No Name of Family Member Age (Years) Gender Retation with Applicant
¥ e T & wEEE W W =0 (=) i TS ¥ TN TEN
T T o

BASIS for REQUESTING ABSISTANGE (Tick whichsver is appiicable)
wemm % T Falh amm

8PL Care EWS Cortificate Ratlon Card Any Other
(Attach Card Copy) {Attach Certificate Copy) {amach Copy) Basiz/Proofl
wie = Are wEm 9y w= o T Tqnitmn et e
{war w Wt we i s oW (wum W W W T (T T W R e
“PURPOSE" for REQUESTING ASSISTANCE:
= 1y B ow el = e
Sr. o, Medical Reporta/Prescriptions Altached
w4 we { . % i ¥ i i il wea
Diagnaaly HE Abpi[p— Talawort
; | 4\ ST VO A T b 2T I S——
1 f ’

'\mn:v.q 41 S 1 Y 4 T 0 . ¥ S 1 7R

ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER

= Tgern & 4 e 5w e s v W e e
Br Mo NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
ikl 5= TR WA i w m wem o
RELYA Paan]-




DECLARATION by APPLICANT: S=T% 31 9w 9:

1] | neseby confirm that all detals in ths Fom ane Troe 1o the best of my knoslodge. Any false stitemen will randier my Application & ongaing sssistance, If any,
fimbie for repection/cancaliation.

2] 1 nolemady confirm that asststance, If receswed trom Koshika Foundition, witl be ased only for thn “purpone” an stEted in this Farm foe which such asaistance

was requested by ma. |

3} | heraty confirm that | hae= nol & will not in future, svail of reimtarssmant, m pat or nmu.km-r;umcmmwmm.dm-mr

for which e assstance m requested

1) & e o € ve wey @ fiol wt el fen 90 e € s o wd we B wlt v e T wes s ) wn B S0 e Fem o o e &

1) g W woen v Ceifve st A W om ood e vl ol st W gl e few oree, o owen o wn e b

3) & o wm f  Fom s 5 o ke W of &, 5w o o e e o S e enfrdend w8 3 @ B @ ok 3 @ e dofm
AGREEMENT by APPLICANT | =55 zm &)

1) By affinng riw sipnatise oF thimb mpression on this Form, | (Applicenl) horeby sgree & authorise Keshika Foundation and TS Trustees to

uspubl st pul-upl reproduce My name, dagress, photo & detnis of e “purpose’, for which such assmstance in requested/granted, throogh any )

madiam, including but ngt fmited to verbal, pring, electronic. for soliciting denations for Keshtha Foundation andfor disseminaling infonmalion aboul Vs

activitles/pcnigvaments. Such use & my pholo & dolilis can ba made by Keshika Foundation bafare of after my eatment o fulliment of (hs "purpose”
for wiich assistanee is bemg requesiad

21 | (Applicant) furthar agres that any sieh use of my name, addiess. phals & details of the ‘purposk”. for whiich sich assisiance in requastadigranied,
will ot putomatically enliie me lor recelving o continung the sald assistanco. The decision Tor granting and/or continuing the aselstence will resl solsly
wilh B2 Trugtess of Kostiks Foundason, and thesr decision is iy regard will be final and sccepiable fo me-

1) TR T W ST R W it WY wmoewwr, § (omimw) s e ol gie e f o eifew et sh w0t odfenn won o fe do o,
o, w e b o gu v | wif §, 5 YT ge Sl o, T o ot @ gl ofiffed] st gl Rl el R e e

a e = % fg afees §) 5 woy W Tene W v ¥ UE W AR 4 SE § B S weie” § o s b

3) & (W) o wm § wenw € fis oo, o, o2 ol e @ e e S wgEed 6w o9 wE o W o e e |

“wifw) " s T fE W e s s e W
¥ %

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
e % T W wE W Fe

by HOSPITAL (wemme gm W)

8y affairg heteundier, sigrsiune of cur Authonsed Sgnalony lor NWMWN cayaipalient for fmancal assisiance rom Koshika Fogpndation, we
{Hosmtal) neredy affrm & acoept followimg:

1) that we neliher aro presenily nod will in ulure avedl of Bnencll assistance from another NGO o any olhel source, for the same patienticase, 84 we are
requeshing to oot from Koshiks Soundation, 1o the exten! hat such assmstance is granded by Koshiks Foundation. If the requesied assistance is not grantad
by Koshiia Foundnton, in perd ot In full, then the Hospital resecesn B's right 1o make up ihe shorfall from another NGO oF any othir source. This
confirmation essentially siates that the Hospital will not avail any duplicate assisiance for the same patient/case from any other NGO or any other source
2) The assigtance Irom Koshika Founoation (8 only Snancial in natute, Tho chosce of the trestmentiprocedure advisediconducied by ihe Hospital an the
patient, is baced on the arangement betwesan the mben 4 the Hosptal, and 15 in no way mfluenced by Koshika Foundation. Hance. the Hospial wil

dssuma stle & comphate resporsibiity of the treatmaent & €'y ouicoms & safely of the piatien], and Kodhiks Foundition will have no role of respongibity
in the mater

wipt sl weaenll o s & sl W Cofew et & fale s o B o el & PR e (remee) fee st @ e w e e B

1) e K5 et ol 2 oft ofe 3 fili oprom Sedt & et e w e s i & T e € SR w o o B e e i ST
% fewfmisT w8 = Wy 4 “Siee SR=R" o0 W 9 7% § 9% s v g swen e At i S W e e § 9 e
it = i w W Tl s wee T W O W st e o b g e F wee o wmn & s s Tl w e v by e
e wwrl o w fell e vy W oag) s

1L Wi TEETET E T e wee i el e b R woemem oo @ ol e w el ermfee W s ol o e

= W= = e b i wrEet g T ven w w o o §) pofed e 3 il € g gee ol ol W gl Pl 8w e
W Wi b C et © W W e = Peto o A e

RECOMMENDED FOR ACCEPTENCE

Date of Surgery
S % w0

2 ?‘\é [ uF
' FOR INTERNAL USE of KOSHIKA FOUNDATION  sfire w1

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
R T | = T

Y oA B

¥/

18-08-2024




