APPLICATION FORM FOR ASSISTANCE Healthcare 0 17T
HWTEE W ST urey rlmmr tm;a Kﬂﬂhlkd

APPLICATHIN N | mul:nrrurrm
W WA f%‘l |Caly ! |gE9 Ty (s Iu::l |20 L.
HAME of APPLICANT ; MEHBHI#{“ BEX TE
WEE W W

Cﬁﬂtﬂ-lrﬂﬂ‘&m E‘-'L,l— vV
FATHER' SEPOUSES KAME
Tamwgr wr f'ﬂ"g.t1§ﬂq_ab{ﬂ.. .
- — REBIDENCE ADDRESS W=t mwem wm I
N : - 7
PERMANENT 85

R

foundation
e o —— —

Brirming IHae ul Wle

———
= -

ﬂ.‘i.‘l_—ﬂ}"' e s f

fé_‘“““"’ ) Home analeer LMM;M:MJ
TOTAL ANNUAL BICORE -
[ABach Proof of Incoms|
w4 it g.?'.r_’_‘.lljlcil I' e R T
L AN Mo T PR e e
ARE YOU AW INCOME TAX ASSEBSEE (Tick, whichever v sppieabin): Tou i W
wn oW AR (W R T e w P CTE |
TFAMILY DETAILE witan s
51 Wo, Marme of Famity Memann Age (Teara) " Gender Felation with Applicant
L e € weiE W oW W () fem s ¥ wmy maw
i | §
i
[“_ ; WA LT [ .l"lq Sonl.
BABIE fer REGUESTING ASSISTANCE [Tich shichvar In appiicatle)
e % el P i
Card P L ificn
Attach Card Copy| rnumumcnm mm W m
windl e % o e e e vy -
o (e e W s (v v o e o W (um Ty W w wh e el N .
“PURPOEE" for REQUESTING ASSISTANCE:
o iy fied w fiesh W oot
5. No. Wedical ReporisPrescriptions Attached
A

s @ wf ol s s

L NoenDe s NF o ltaroal
[ Tebtcregl-

4@:‘1 ._"":fl e L l--'! L E—l"l-Ef-f"'#'aJ T F (8 5« )| 4

ANCE BEING AVAILED for BAME “FURPOSE™ from OTHER FOURCES

T wgtve ® iy W e wwmm el aes i @ e owm W7
5. Mo MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVARLED
w0 EEE aEn it w0 =i mf wEm Tl

. DI 7523 Zona]-




DECLARATION by APPLICANT. S9T% I W WI:

1:|I_r‘nrugu:lﬁm Mt all details in this Form aro True to he best of my knowsdgs, Ay false satement will render my Application & orgoing sssisisnce. # ooy,
lintée for rejection‘cancetibon.

7} | solernnly confirm thal ssestance, i received lram Koshiks Foundation, will be used oriy for he “purpose”, as sialed in fis Form, for which such asssiance

wiks requestad Dy me.
55 1 herpbyy confirm that | haes mol & wall not in hature, aval of reimbursamanl, in part of @ foll, Som any otfer mwﬂnhwmmm-dhmﬂ
for which (s BESSIANCS & oquaried

1) & s v o T opm e ® T o el fem 26 Wt ® sy ww of W b oft S fewm o e v o | 90 e e W m vl
21 6 pn % woew ofe e Wi, 0 S ow o §oTew Tres Wt wt g o el few i, ooy e o
1) & i wom o P Form e iy o owkn o wf &, vm o slee w vy fvn fanit s s Pl wsoh @ o fen & ol o s o o

AGREEMENT by APPLICANT | swéme gt wat)

1) By alfixing my sighafuse or thumb impression on s Form, | [Applicant] hersty sgres & sufhorise Foshda Foundabon and if's Trusises io
usa/publistipa-upieproduce my name, sddress, phols & delails of the “purpose”, for which such asaistance is requesisdigranied, theough any
midium, including but not limiied 1o vernal, print. skectronic, for soliciling donations for Koshika Foundation snd'or disseminating informaticn about it's
activitiesischisvamants. Such g of my photo & detslls con be msde by Koshika Foundation before or afier my treatment of fuifiment of the “punpese”
for which assistence s baing requealed.
:1rrwmn.-rlnrlruIlltin-.'la.mhu“ﬁmym.ﬂm.ﬂﬂldﬂﬂldmm'.hmmmum
will pot stomatically onsitle me for receiving of contimsng The said assistance. The decision for granting ardior confinuing The assistance will real solety
with i Truslees ol Koshiia Foundaton, and (hesr decision ie ihis regard will be final and scoeptable 1o me:

1) T W W a e w s o v, 8 (smbow) o s ot g e f o v st ol vk i T s s s e i o
wm, w8 = wife® e e, o, W gt srtr ot dhded st etend # fied fend o e s

o yun Wl o e e ) B0 wrn o T e o et m o d wrk o e S wifew e ” w e

7 & (embee) v e @ memw f W T, w W ol fer W fe e o wobnd 9 i e o W ore ot wen e T -
“wifver” v v lied W P affrs ol e v

APPLICANT'S BIOMATURE OH LEFT THUME IMPRESHION
w g W e

AGREEMENT by HOSPITAL [(Woss ©0 %)

By aMiing hemeurder, wgratun of ow Authofised Signaiony for recommanding fhis case/patient for linancisl sssisience from Keshika Foundation, we

{ Honpital] herely affirm & scoept inilowing:

1} that wa neliher sne presently nee will in future avall of financial assistance rom anoiher NGO o amy ather sourca, for the same palient'coss, 28 we ore
requeshing 1o gut from Koshita Foundatan, bo e exient (et such SSs(EENCE is granted by Koshika Foundation. If the requested assistance i not gransed
u-.-uq.,r-hFmﬂﬂlm,nputnrmhl,rmnhwmw;nﬂﬂthhmmmmﬂwmmM-m
eanfirmation essentially states that the Hospital will not avall any duplcats issiance for the same patianticase from any other NGO of any othar source
21 Tha assistance from Kaoshika Foundation i only financisl in nature. Tha chioice of the irestment’procedurs advsecdiconducted by the Hospial on the
patinrl, i based on the arrangement between the patiend & the Hospaal, and (s i no way influsnced by Koshika Foundation. Hendcs, The Hospal will
assume sole & complsls responsiblity of the Teaiment & i1 olicome & sabaty of b patiend, and Koshika Foundation wil have no role or responsibility

o e rEker

Wt sy, weml) o3 s R AT < wes s o fefiey e wy Ty % e F, fa v (ree) e e @ e w sl i b
13w fe 5 ot i ol v o wfve o fafe ueren fsh o et s m feslt e wbe T Ao € o ow ol o # da e oee Cwifew Tt
% il Tw ¥ W F "wifeR wmrETt gm ver iy e h vt Cwifee s g e frefy e i S en o R s
Bt me & srerd sem wm et o wamE @ Teen AW e e am &) w g o v o we o T soEm T T il ) el
& sl wem W fed o wE W W A

2 “wifwe wirrR” © = ™ oom v fafm e o bl o v o o e w o armfes W o oo v

% ¥ wm fow o s st on Tl v w ol ven | el v d Al o e ge el E e ot sl R o e

W R s R W e g m et g e

RECOMMENDED FOR ACCEPTENCE ",

_ witgh % for_siegh gl
Date of Surgery Dr 4 wir . athi b
a6 T . orennavar J w Outreach
(g o

FOR INTERNAL USE of KOSHIKA FOUNDATION s 3wam 17

SIGMATURE of TRUSTEE 1 SIGHATURE of TRUSTEE 2
T e | = e

%rﬂ /_!«;o”lfﬁ? -~

11-04-2024



