O L= €= 24-0%- 9 &\~ P

APPLICATION FORM FOR ASSISTANCE {Healthcars) v '
Y SndEs 9iEy (FEqG e ) AOSRIRA
HETH ¥ s - g foundatian
A LY 7S L S i ==
APPLICANT - . AGE-YEARS 5779 | sex f&m
mm i N.\an ‘E’a\r\a\'\. o8 -
Fq:%ﬂ;ﬁq“‘ HAME - \:E ¢ '\ S‘iv\&k
PRESENT RESIDENCE ADDRESS SAEEE T
L 20 2\2 6 :
PERMAMENT RESIDENCE ADDRESS : =% SWTETY 51 _
P i
Seme an abive Q,u. Pﬂ.itl-
ﬂ:‘m" F&mm QRARRISS (Twiis) | UNMARRIED (sf¥iin)
TOTAL ANNUAL INCOME Mach of lnca
ﬂﬁ!ﬂ*ml "-\WDD’-— IA;;%I%HT} \J'{i

PAM No, w1 =mm #em V)

ARE YOU AN INCOME TAX ASSESSEE [Tick whichovar Is applicahlo) You [ No
W W AW G R (0w W 3R W P e IR
FAMILY DETARS ofimm fopmry
S, No, Mame of Family Mumber Agh (Vears) Gondar Relation with Applicant
N e it & Ay W am =4 (=) i ST % HE Ty
\ Yol Tehly es (= Lo e
s Ao al I[ H oo
)
b | LTahn | 2 ) < o
BAS|S for REQUEITIHB ABBISTANCE [Tick whichewer Is applicable)
LA W ML i
BPL Card EWS Certificate Ration Card
m:tt-:h l:nrd. Copy) (Attach Cenificate Copy) (Adach Copy) W‘ﬂv m::[
i tm F FE v e s Wl e T AT W P e
(v v o v oy o Wt S R RGR R R (5 T ot e wfy s W
“PURPOSE" for REQUESTING ASSISTANCE:
worom ¥ few w0 el an pgevn
Sr. No. Medical Reports/Prescriptions Attached
wn g s 8w #) nf ufsdse o wE
RE-. Waal
\E. Do e
E.m\us\ bR T W
{ L..
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
W 7Te R 0 W S e e s ww W e o w2
&r. No. NAME ol OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
F4 Hwm W T W A =i wf werEn v
B




C2

DECLARATION by APPLICANT: W% & 5177 73

1) | harsty condirm that all detals in Ovs Form are True 1o the best of my knowledge Any fatse statement will render my Application & ongaing ansistance. # any,
liatde for rejection‘cancelation 4

2} | sclemnly confifm that assistance, if received from Koshiks Foundaton, will b used only for the “purpose”. as stated in this Farm, for which such assistance

was raquestisd by ma

3} | harety confrm et | have not & will not in fulure, avail of resmborsement, in part o in full from any cther seurtaismplayetinutance company, of ine ameun|

for which this assistance is requesied

nli—mikm-‘iﬂurﬁNmﬁlmﬁtwmﬂuﬂhﬂﬂfﬂnﬁm“qwmi#ﬁmhdlﬂh

2) # g W sy o Seifre wrEte G A W o £ T vy nf owtve o g o S few o, @ o omen f v

1) # tfe ww £ 5 frm o @ W omd # o £ s o s wTes o e e el s st e @ 3 o e # ol 3 ot ofe F

AGREEMENT by APPLICANT (swms T/ W)

1) By affxing my signaturs or thumb impression on this Form, | (Appkoant) hereby agree & authoriss Koshika Foundation and s Trustess lo

ussfpublishiput-uplreproduce my nemo, address, photo & dotails of the "purposa”, for which such assistance is requesledigranted, through any

medium, mciuding but not fimited 1o verbal, print, slectronic, for soliciting donations for Koshlka Foundation andior disseminaling information about i's

acinitiostachievments. Such yse of my photo & ditally cin be made by Koshika Foundation before or after my treatment or fulliiment of thae *purpose”

foi which assitancs = being requestad

2) | (Apphicant] furthar ogres 1hat any such use of my name, sodrees. photo. & detalls of the “purpose”, for which such assistance is requestod/granted,

will not autormtically entile me for receiving o continuing the sakd sssistence The dectsion for granting and/or confinuing the assistance will rest solely

withs tha Trustees of Kodhiks Foundation, and their decision le thid regand will be tirnal gnd sooeptabie 1o me

1) ¥ T vd wrmae w el W) o epen, @ Condew) sl o o offie wos o wd “ifew st ol see il i sfegn wom  fis Se e,
e, Wi skt @ faww ye v € o €, T Cwie” o o, TR, weww gt et § g il s seferd & i feht o van em

% i v © fom afiege & 3 v w e o v F oo e E W ¥ g Swifew e o =Eh s b

2) & (swhow) v oW ¥ wen € 0% by, w, T it e of B e o agted 4 witde € 99 v soes W owor W o W

“wtn® wa Tk sl wo feete e el seseat wim

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
WS ¥ TN W RS e

AGREEMENT by HOSPITAL (wwmms g0 W)

By affixing hereunder, signature of our Authonaed Sgnatory tor recommaending this casedpalient for financial assistance irom Koshike Foundation, we
{Hospltal] hereby affirm & accepl lollowing:

1) that we nwithior sre presontly nor will in future avad of inancal assistance from ancther NGO o any othar seutce, for the same patienticase, as we are
requesiing to gel from Keshika Foundation, |5 the satent that such assistance is granted by Hoshiks Foundation. If the requecied Bssistance is nol granied
by Koshika Foundation, in part o in full, then the Hospital reserves i's right to make up ths shertfall fram another NGO or any other source. This
mﬂﬂwmummmmHuaphlwllnm:unlimmmumnmhmmmmmeNﬁnuwwm
2} The assistance from Kashika Foundaiion is only financal in nature, The choice of the eetmentprocedure advisediconducted by the Hospital on the
patent, is based on the arrangament between the pstient & the Hospital, and s In no vy influenced by Koshika Foundation, Hence, the Hospial will
assume solo & complete responnibiity of the reatment & (s outtome & safety of the patient, and Koshika Foundation will have no role or responsibility
in e mratiar.

Tt e, wenwd W s A s S e e 4 s oen gy feedn ol §, fel e () Fe o @ e sl e

1) W 9 0w s W winm o fele e St A1 wmen vem W feE e W @ ae phame W ow A T § 3 v Cwime e
A fagrfnfeds e % wau € wifn wrrdne oo wer i e b =R S wifve wekeeT g weren faf s dy e e fea wn § o s
fisdt s e wrer s w fesl s wene @ awe B w i ke o B o e d eee ww ame f e e oty wee etk iy e
#t wdt siew o el s ane @ W S

2 “wifew waee” @ & wf oy e fide o o ) P ow wem g o o e o fel e v o R o oo

% o w fwn § o wilw s oo el wem w o vew = b it e F O @ e g ol st ot o el Pestod ot od v

Wt wih b “wifon” o Wiy w el o owe 9 o g

of
%‘&(mwtm 1Al WA i
) FOR INTERNAL USE of KOSHIKA FOUNDATION  #1F=ifts i ¥ =
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=it T | ] T 2

Sl FAE

15-08-2023



