MO - RS =03~

1£9%

K®hika

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETEA B AEEA WIEY ( =aregT Y= Py T
APPLICATION No. : APPLICATION ; Wil g
o M [02287 1323 S ed0C o
HAME of APPLICANT | R‘f ; AGE-YEARS S {78 | sex fiin
v Uh tntilla 60 |
FATHER'S/SPOUSE'S NAME :
ﬂ 1
- ..-..-.
. —pofl e n” 4 ) | UNMARRIED (s¥eifsr)
TOTAL ANNUAL INCOME - {Attach Proof of Income)
w1 wivw w9 &S, ol (57 W ww Hew)
PAN No. B} TR T {
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever s applicable): Yes | No
w0 o o oo ¢ (W W N oIm oW o W R s LR
FAMILY DETAILS gfram fa=mm -
51, No. Name of Family Membor Age (Years) Gender lation with Applicant
T ﬁiwﬁﬁm 9 () & FTE ¥ W e
S Babho. 5.y =) =y
3 ﬂ]l Sk - - e
___é_ﬂh # I &) da
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
werem % Tt il s
BPL Card Ration Card
{Attach Card Cogpy) ;mﬁﬁ"m Copy) ﬂﬂl:': Copy} wﬂmm
nivit tam % A wE ™ o 3 Wy T W w4 wf we
(o T ® W W e W (wam T W g o wE W (W™ 79 %1 gy He wh

§r. Mo,
= we
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from Eﬁﬁm
m:@wiiﬁlﬁ 5= T e w= e fomom oW
Sr. No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
R _Ew e W o = wi W T
DY LYl S——




DECLARATION by APPLICANT. WIWT% Ion WIwey :
1) 1 heredy confirm thal & details in this Form am True 1o the best of my knowledge. Any lalse statament will render my Application & ongoing assistance, [Fany,
Rable kv remciipeysanosiaion '

zgnmm@mnmmm.nmmmmmm be Usad anly for the "purpose”. as stated (n s Foim, o which such assistancs
was fequesied by me

3) 1 narestry confirm ihal | have nol & will not in uture. sval of rembursementd, in part or in hull, from any other sourcsfemployes/insurance company, of the ameun|
for which this sssistance s reguetied
1) & v w7 f B o W @ el e fee 38 et € s we w i e feem o e s v € o 0 soa S st e h
2) %t gm o weren ofn = wifiee arrtme, A o w et b s i ol whee ) o o S0 fem b, o T sy F oo

1) o wow f fe fam e dy o gndbe ot o @ 3w ofn s afow w e frem fel s oo Pt wesdl @ 0 o Sew @ ol v R i o o
£GREEMENT by APPLICANT  amdes g w07)

1] By affcing my sgnature of thumb impression on this Form, | (Applicant) hereby agree & suthonss Koshika Foundation and if's Trustess o
use/publbshipot.peproduce my nams, address, phalo & dotads of the “purpose”, lor which such assistance bs requetsted/granted, hrough any
i, incioding but not lmited (0 vertsal, print, slectronic. for soliciting donstions for Keshila Foundation andior disseminaling irformaBon aboul if's

actrolesachmvamonts. Such use of my pholo & details can be mada by Koshika Foundation before or after my reatment or fulfiiment of Ihe "purposa”
for which pesstance i balng requesied

231 {Appicnnt) furihar Bgren that any such Lss of my name, sddress, pholo A datsiis of ihe *purpose’, for which such assisiance |z requestedigranied

will not mutomaticalty antitle me for receiving o confinuing the said aasistance Th-hmmrurgrmmﬁwmﬁmhgthnﬁmuﬂnﬂmﬁy
with the Trusiess of Moshikn Foundafion, and thelr decisen is this regard will b= final and accapiable to me

1) 8 w0 W A e W R W e e, (amtew) wel e o yfie won f o vifew wites ol aee i " W sfege wm f fe g
o, ot sk wh Tl g o o i bt e gy e T, e gt agten @ @ wliiefied s redeed o find Sl & oo e

7 it wrd & fie e b 3 v o e 9w ® et w4 wrd @ B Cwifee s @ oo e b

2) 7 (wEEE) WoaE W v { R w9 m, w, w2 S e o B owweE w8 wfite §ooe s s v 1R v v el

" e v v el W Pl o ot et v

APPLICANT'S SIGMATURE OR LEFT THUMB IMPRESSION
AGREEMENT by HOSPITAL (v 50 =9m)

SNTE ® FEeeT W 0 W fem

By affixmg hessunder, sgnature of our Authonsed Signaiory for recomminding this cassipatient for financial =ssistance from Koshike Foundation, we
{Hospitsd) hersby affirm & accepl following:

1) that we: nedther ane presantty nor will in futore aved of financial assisance from anolher NGO o sny other source, for the same patienticas, a8 we ane
roquesting 1o gel lrom Keshiva Foundation, to the exton: tha! such sssistance i granted by Koshiks Foundation i the requested assistance in nol granied
by Kowhika Foundatkon. in part or in full, then the Hospital reserves il's nght io make up the shortfall Irom another NGO o any olher source. This
confirmation essentially stales that the Hospial will nat avail any duplicate sssistance for the same patient/case from any other NGO or any other scurce
&) The assistance from Koshika Foundasion is only financial in natune. The chosos of the reatmentipmosdure advissdivonducted by the Hospital on the
patient, i hased on the arrangement between the patient & fhe Hospltal, and s In no way influsnced by Koshika Foundafion, Hancs, the Honpital wil

assume sole & complete responaitdily of the reatment & ii's oulcoms & salely of the pafient, snd Koshika Foundation will have no mola or respongitdily
Iy tho i

et s peel SosT 8 wEREd W Cwiie st @ fafe wee i i St el L B e () B TR A TR e e v

1) wm fE 9w wie ain @ @ wfees of S s fed Ay st s w e e e 8 pe dfvaet F o om o ot B A B s SR ST
= Tenfmd 7w 3w d Ceien s po v i & oo Csiow st oo s el e o w0 few e 4 @ s
foell == sl e W Tl F= A e A W s e e ow e 4 e v owm § e o i we ww D iy e
# wani e @ faslt == e 3w S

2 “wifw wEeT w o) of erem e fafis safe # b d0 W o @ o se @ e T Tveuvies W ogee it o weee

& o= W T § e el v o e e s S e w8 vl v 4 i @ e qe o s w w el Pededt 8 v
W s Cwie W) W g w0 Pesl womeE O W el

RECOMMENDED FOR ACCEFTENCE
wirgft & fom sl
Date of Surgory T [}- - i
st ¥ e _ y'Deop .!béa.‘ﬁh'

A = ralor
!‘#-Maﬁ ﬁﬁwh::‘# Signatory

(Name of

W e e

gy on
10 s e e g

FOR INTERNAL USE of KOSHIKA FOUNDATION 57t zwam ¥

SIGMATURE of TRUSTEE 1
= e |

SIGNATURE of TRUSTEE 2
=t T 2

27

HAE

30-11-2024




