TEL-P- 24 09- \Sa\

APPLICATION FORM FOR ASSISTANCE (Healthcare) K{}US "llk&
wWETH WY siEee urey ( TTEy TV ) T YT
APPLICATION No APPLICATION DATE Busithrg binck of be
S FE c\oau\ soNg s e Le\A\ 2024 .
AGE-YEARS #0158y SEX fum !

e Saett g mao ay <
rwe s SASAnL, asined N0 ko,

S0 OA ONoohIR (ﬁk € ?ﬂ-'n*
e ToN: L adossa, (Matheend) MARRIED (WIES) | UNMARRIED (feli)
TGTAL ANNUAL INCOME ' {Attach Proof of Income)
o= uits am -‘*sﬁ'ﬁ'l.'.?l" C:ﬁ‘*“\\m (AT ] G H) MP\
PAN No. T2 W Thow [y
ARE YOU AN INCOME TAX ASSESSEE (Tick whichover Is appiicabin) Yes | Ho
W s s g (A s TE o w w P e o/
FAMILY DETARS i fimm
5n Ne Mame of Family Memier Age [Years) Gendar Ruelation with Applicant
WY e N % wEE W Zu (W) fitn R W ErY Ty
- Wishou Waawe a8 [N BuSeend ]
BASIS lor REQUESTING ASSISTANCE (Tick whichever is applicable]
mrrom % Fon fsfa sm
BPL Card EWS Caertif Ratian Card
(Attach Card Copy) {Attach cmﬂ::'::téum mmpnrr: E:;ﬂ aThm
e e el = sme W wam T ET Ry S
(wure o w orw ufh wem wd) (v o W) wed wll wees W (wsmn W W e wfi s )
“PURPOSE" fur REQUESTING ASSISTANCE
w1 T o e W o
Sr. No, Medicsl Reports/Prescriptions Attached
1w sqmeatet ® it W o sfirde gl W
BE Wl
Tt s
mhap_g\! LE-"TEe
Q
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
¥R Igivn % oy W s won feslt e w6 fem v W
&r. No NAME vf OTHER 5OURCE AMOUNT of ASSISTANCE BEING AVAILED
T TN M= TR W N i )
(SN




DECLARATION by APPLICANT. sHew g wivsy m;

1} I hereby confirm mat sl detads in this meTmmﬂwhum‘mkmm.mhmﬂunhm!nm&rﬂmm.nm
lisbln for repecion/cancelation

2) | solemnly confirm that assistance, if received from Koshis Foundatian, il be usad only for the *purpase”, as stated in this Form, for which such assistance

Wil mguastad by ma. 1

anrmwznwitimmﬁm ot iy Furture, mtﬁminmwhmmmumﬂmmwmﬁmm.dmm

for wich this aesistance b8 riguesad

1) # stvm T { I w8 v S o owd P 50w w e W o we b w o e o ws s e e & S e St wowwd

2) 9 g W www o “sifte s, @ @ W oot § s s i W 7 % T fem w2 m ey d e

1) A e wm { o fom o wy o andw @ o 4 T e e R fal s st wel @ 3 o S # st o o F dm
AGREEMENT by APPLICANT | srime gm wn)

1) By affixing my signature or thumb impressian on this Form, | (Applicant) hareby agres & authorise Koshika Foundation and s Trusteos 1o

usafpublishiput-upireproduce my name, address. photo & detads of the “purpose”, for which such assislance is requestedigranied, through any

medium, including bul nof imited 1o verbal, print, slsctronic. for soliciling donations Tor Koshika Foundalion atdior disseminating Information about it's

scivities/achievements. Such use of my poto & detais can be made by Koshika Foundation balare or ufier my trestmant or fulfiment of e "purpose”
for which alsistance i bang equaosted

2] | (Appiicant) hurther agree thal sny such use of my nams. 2ddress. nholo & oetails of 1he “purpose”. Tor which such assistance is 1
will not sutomatically entite me for racelving or continuing the sald sssigtunce. The decision for granting and/ar continuing the sssistance will rest solaly
with the Trustess of Koshika Foundation, and their decizion ig this regard will be final end accestable o me.

unmwaﬂmuﬂﬂmm.hm:-mwﬁw“(u'mmﬂ:mm*ﬂwmtttm.
w, i sl oo e o o it §, S wifree v e, o T Et It W E whiffed str senferd o e Pl off v s
ﬂm-ﬁihmh#mwm&imiwﬁq-iwﬁih'mm'uﬂmh
:1imim'lmwimthwﬂw.ﬂﬁl#mﬁhmim#ﬁﬁwﬂm:mmmﬁmn“i
“wifwm " v W anfoel =) By s e s e

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION -
HTE WO W w frm

LY
ol

AGREEMENT by HOSPITAL (rem= zm =)
By affaing hereundes. signature of our Authorised Sgnatory for recommanding thes case/pstieni lor financist sssisiance from Koshika Foundation, we
(Hospital| heraby affrm & sccent following
1) that we rolther are presenily nor will In fyture avail of financial assistance from anothar NGO or any olher source, fior ihe same palient/case, as we are

requesting o get from Koshika Foundation. In the extent inat such assistance n granted by Koshika Foundation. if the requesied nssistance |s nol granted
by Koshika Foundation, In parl or in full, then the Haspitl resendss IS right 1o make up the shortfall from anattier NGO of any other source. This
mmwmmmHmpthMI!nulwﬂdeunmthmmrﬂuﬂimwmmwwuhm.
2) The assistance from Koshika Foundalion is only financsal in nature anudwmmmdmmmurm Hospital on the
pabent, is based on the srangement batwesn the patent & the Hospdal, and is in na way inflienced by Koshika Foundation. Henca, the Hospital will
assume sole B complets responaibillty of the neatment & i('s outcoms & safaty of (he patien!, end Koshiks Foundation will have na roie or responsibility
in tha matter.

nim,w-nﬂ#hlMﬂﬂ'mmm'ﬁmmth:dﬁri.Mwrrm)ﬁqmﬂﬂtdn#h

1) % o o ol % ot e o Sefies snow fesh hy woel v o S sea i @ e et o o w o o £, e e S wife wEET
ifwﬂﬁ#ﬁqﬁmtmﬁ'mﬂﬂm'mmqhhaﬁ'ﬁﬁwﬂﬁiﬁ'ﬂmhﬁnﬁmiﬂﬁtﬂhﬂfim
Mnhmm‘mmmﬁmﬁnmmmtumwﬂmmmtﬁmmmmmqﬂ
By wowlt W w Ped e e 9@ el

3 Wi S 8 6 e S S w6 O W e g 6 of ey w fed i svnnsien w1 g o8 T v
iﬁlmhﬂi#mm“mﬁmmﬁl#mﬁiinﬁumﬂﬁémwﬂtﬁﬁlﬂﬂﬂﬁdﬂﬁm
W wrdt obe “wfw " o W s @ ol v i BFHP"

ED FOR ACCEPTENCE
) 1 0P s Hegf
Date of Surgery P e WO Eenarily =
RO ol'S VT ROR '
m#m Tﬁgf#ﬂﬂgttnh\\ﬂ“ﬂﬁ — 4
20\a\202y Nargrst39 Hagn. No. with Stamp) T bt
T R AN TR Y T TERF
: FOR INTERNAL USE of KOSHIKA FOUNDATION  #1fs 3w 1
~ SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
il e | W e )
rﬂ ;,-- /]/g___
/) e

15-08-2023



