VRN —C-23-0Y~pt28

APPLICATION FORM FOR ASSISTANCE (Healthcare) K{'%hlka
W B AAEES WiEY ( TErEg ) Tecadaelon
wh: 1/ “”23/&4{ wm““:ﬂ(""f{?.? Bidieng horck of it
; ¥ -
. Madel s 7,1““"
mw‘mum: :)f 1/4.11

Pwmft:

[MARRIED (Rt | UNMARRIED (s

OCCUPATION -
am \ae -’?ﬂJQJ_@EL@
TOTAL ANNUAL INCOME : . {Attach Proof of Incoms)
e i T 28 ¢sip [— (Fadrnuld) smwwaves 4 /4]
PAN No. T i 5o )
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever s appiicable): o
nmmnmitl\ﬂﬁtﬁwﬁh::ﬂﬂl ?:ﬂ
FAMILY DETALS witaw firw
% No. Mernbar [Tears) Gender Relation with Applicant
N qﬂnl‘. ok “%"um; fisn wkt?'
I= - Fal-e e - [ = ALy - f_
[ J. | Tamuag P 2 =0
3z DK 27 = D.-:Luﬁ Fien  ALaidl
BASIS for REGUESTING ASSISTANCE (Tick whichaver is applicabin)
wyrm W ferd fefa s
BPL Card EWS Certificate Ration Card Any Other
{Attsch Caed Copy) {Attach Certificats Copy) (Attach Capy) Basis/Prool
nind T &t T v o = v wl W T wE oy o
(W vy W e o e W (Vo T W) W W W e (W Y %t e Wi W W -
“PURPOSE" for REQUESTING ASSISTANCE:
mnmﬂnﬂwm
§r. No. ical Reports/Prescriptions Attached
w9 Weu Miﬂiﬂdﬁﬂﬁm
I Cogdanatsf
L £ — C pefepr o
o Sm
ﬁiurygﬁg;¥ =1 gg 2 5300 L P M mp)
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
W agtve % i W s s fel s vl @ e e w7
St Mo NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w0 W g v W A #t f wewm wit
I DI A jmuf;h




DECLARATION by APPLICANT: SPIeS BT e wi:

1) I neraby confimm that il detals in this Form are Trus to the best ol my knowledge. Any false statement will render my Application & ongoing assistance, f any,
llsbin for rejeciionfcancedniion,

2) | solamndy confirm that sssistance, f received tran Hoshika Foundation, will be used only lor the “purpose”. as sialed In this Form, for which such assistance

Wa me.

ljlhrtrmmﬁmbf that | tave not & will not in future, svall of reimbursement, In part or in full, from any other sourcalsmploysnimurance company, of the

for which this assislsnon is mdquesiod.
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AGREEMENT by APPLICANT (090% g 1)

1) By affixing my signsture or thumb imprassicn on this Form, | (Applicant] hereby agree & aulhorse Koshika Foundation and it's Trusiees o
uselpublishiput-up/reproduce my nome, sddross, pholo & details of the “purpose”, for which such assistance s reguestedigranted, ihrough any
mediumn, including but not Smited t varbal, print. elestronic, for seliciing denafions for Koshika Foundation andior disseminating information about it's
acibites/achisvemants, Such uso of my photo B dotalls can be mada by Kashikes Foundabion balore er after my trestment of (ulfiment of the “purposs’
for which assistance is being requosted,

2) | {Applicant) hurther agree that any such use of my name, address, phals & detalls of the "purpose”, for which such assistance is requested/granted,
will nol nutomatically entitle me for recalving or continuing te sald mesistance, The decision for granting and/or conlinuing the sssistance will rest sololy
with the Trustees of Koshika Foundation, and thelr decisicn I this regard will be fina! and sccepisble 1o me.
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AGREEMENT by HOSPITAL (weirs g0 wut)

By affixing hereunder, signature of our Authorised Signatory for rucommending thls casefpationt for fnanclal assistance from Koshike Foundation, we
{Hospitisl) hersby affiem & oecep! following:

1) thist we nelther sre presenily nos will in fulure avad of financial assistance frem anolhgr NGO or any olher source, for Ihe sams patienticase, B3 we are
requesting bo gol from Koshika Foundation, 1o the extent thal sbeh sssistance I3 grontad by Koshika Foundation. If the requesied assistance |5 not pranted
by Moshika Foundetion, in part ar In hill, then the Hospital resesves it's right 1o make up the shortfall fram enother NGO or any other source. This
confirmation essentaily states thal the Hospital will nol avadl ony duplicsts assistance for the same patienticase from any other NGO or any ofher souce.
2) The assislance [rom Keoshika Foundation |s enly Brancial In nalure. The choios of the eatmentproceders ndvised/conduclied by the Hospllal on the
patient, is besed on B srangement betwesn e patient & the Hospllal, snd i In no way Influsnced by Koshiica Foundation. Hence, the Hospital will
assume sole & complele responsibliilty of the treatment & It's citcome & safely of the palient, and Koshlka Foundation will have no role or responsibiity

in the maiier.

vt afip, el & s RN W Cwi SRt | Wi e 6y feedon o i 8, fed ew (v T s @ v e vk
1) o o vl b sl s 0 s of it s St e woe® e w Tl s s @ v i F 0w R o 4 v Ceifion weele
W fawifirds e & waw § “sifieet Tt po g 5 SR CEin s g e R sTeeaea iyt fen we § o s
frd a2 i o) v w fad v s o woee O @ adienn flm T b e d we we o R aow ol e osw e iy el
i wowrlt wiem w Pl o= et A s demel

2 “wiftrer et & o of wem e il g 9 6 bd w eee w0 @ o v @ v Trasfen e o g e

e e & s S T e e W <o R 8 gl v 4 90 S v g doon ) ORBARNSTIAE e
o ol ol “wife” W W i w el oo W O - ¢

Date of Surgery
i %) =iy

ovt[eva3 "

SIGNATURE of TRUSTEE1 SIONATURE of TRUSTEE 2
T T |

T T

-

01.12.2022



