- o (- Yo - %059
APPLICATION FORM FOR ASSISTANCE (Healthcare) K‘hka
TeTAN ¥ AT wrEy (e ) m%
on
i v - H]r 29 Jwﬂ — i e o1 185120 S
NAME of APPLICANT : AGE-YEARS 5T~ SEX i
- =
— &um g - DM
Fimmﬁ'im: ﬂ
i g %AMH u#m
| ,l.fﬂ;]qg m#&h ﬁah ] ':hu nl- - W heoy : ol
I's
¥ Lt ] i) :
PERMANENT RE CE ADDRESS | L
{7
i 2 su:;_ﬁ-ff.-
OCCUPATION - I | W’Mlmm{m
TOTAL ANNUAL INCOME - “m Proat of Income)
Eﬂﬂrﬁ:;lﬂ _'lf,ﬁ'ngl- (5T H) W )
PAN Mo. W AW
ARE YOU AN INCOME TAX ASSESSEE (Tich whichever | licable): Yea | No
AN T W T € (A 9 E W W Gkl W/

FAMILY DETAILS witam faam

81, No. Name of Family Age (Years) Gendar Relation with Applicant
F4_dEa ﬁmsmvmm 3} (ad) Gl HETE % WG WA
+ .S r = i B
7 Foighal Ky 18 i P73 R
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicabls)
wyre (% Fad Bl s
8PL Card
(Attach Card Copy) (Attach Covticats Sopy) m Aoy Otter
i tae & 9 g v W e e et W ﬂmﬁ“m"'
(W 79 = vew uiE s Rl (o v =i wi wEe W {5 T W B wE e W
vf.mmse' for REGUESTING ASSISTANCE:
woprn by et et w apten:
&r. No. Meodical Reporta/Proscriptions Aftached
w W o sEgRER ® WA F) W e A
| = 'LJ-:'M\IN:-EI& K~ ~Senile fotatialT
L / r L3 o L —
it
v [T chile fodoma ot
F)
7 P WAL (A5 a«/h'r =T eoldh YT 7
= - ' <
ASSISTANCE AVAILED for SAME “PURPOSE" from OTHER SOURCES
W TEE % T W S e el 6= T 8 o e
Sr, No. NAME of GTHER SOURCE AMGUNT of ASSI5TANCE BEING AVAILED
Ll ol

o ”
J EH.i LS aloana [ -




-y
“

DECLARATION by APPLICANT: ST @0 wirm

111 horety confirm that o doteds in this Form are True 10 the bent of my knowledge. Any false statermant wil render my Application & onpoing assisiance, I any,
2} solemnly confirm that ansistance, i recoived from Koshika Foundation, will be used only for the “purpse”, as slated in this Form for which such sssistance
WES ted by e

mlwmmmmby wal | have oot & will not in fulure, avail of rembursament, in part o |0 R, from ey other sourcelemployer/insurance company, of ihe amaunt
for which this assistance = requesied

1) 4 s won e g8 S o foE el e S arewl o s e e u ) e s fen of e e W w & o 0 e T o8 e
2y &t g A T i e wET, @ W b e T vt o) o F ol fem i, o v ey f oo #

3) 4 g w1  frm e g we onin W #, 7m of = s w e e el s s s @ 8 o fm b oo T f e F o
AGHEEMENT by APPLICANT ( Si%e% U %11)

1} By affixing my sipnature of ihumb impression on this Farm, | (Applicant) hefoby agree & authorise Koshika Foundation and (I's Trustees 1o
use/pubsshiput.up/reproduce my namp, address, phioto & details of the “purpose”, lor which such assistance i requested/granted, through any
medium, incleding bul not limited 1o vertal, prind, electronic, for soliciting denatians for Koshika Foundation and/or disseminating information about W's

actviieslachievernents, Such use of my pholo & detalls can be made by Koshika Foundation before of after my treatment or fulfiimaent of the “gurpose”
for which assistance is being requestad

211 (Appicant) further agroe thit any such use of my name, address, phota & detills of the “purpose”, for which such assistance is requesied/granted,
will nol sulomatically enfitle ma for recesving of continiing Ihe said assitance, The decision for granling andfor contlnuing the assisiance will rest solely
with tha Trustoos of Koskika Foundallon, and their decision is this regerd will be final and acceplable 1o ma

i) ™ e w W e W o W s e, 4 (spiew) sl weni W g v f o s weEm s e i)~ ow efiepr wee ff T om
w, Wi ai W T T e A e 3, T e e, oS, T g g A ol il st somierd # fird el o wen e

A wanfon wed % P st € U0 ST W T O YR ¥ wE W AR 2 3N e e wete” w oo afesn b

2) & (amdew) 1o owm @ wese o] e do o, S, 95 obt e W T weee o et @ wifle @ o v W W weor i e TR ey o

“wifyre ™y wedt il Frety sl ol s e

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION |
S ¥ TR W SR W e

=
.—'—'_._"-'-—-____-_-_'
UMy, 3
AGREEMENT by HOSPITAL (wepma gim wim)
By affuing heteunder, sgnature of our Authorsed Signatary for recommending this caselpation] for financial assistance from Koshika Foundation, we

{Hospita!) kesmby affirm & accepl follawing:

1) that we nedther are prasently nor will in future avail of financial sssistance from another NGO or any other source, for the same patient'cese, as we ae
requesting 1o got rom Koshika Foundation, to the extent that such assstance |s granted by Koshika Focndation. If the requesied assistance s nol granted
by Koshika Foundalion. in par or in full, ther the Hospital reserves ii's sight to make up the shorifall from another NGO or any ofher source. This
confirmation essantially sinies that the Hospital will not avai any cuplicale sssistance for this same polientcase from sny oiter NGO o any olhar sowce,
2} The assistance from Koghika Foundation i only financial in nature. The cholte of the treatmantprocedure advised/conducted by (he Hospital on the
patient, kv based on the arangement batween the palient & the Hospital and is in no way influenced by Koshika Foundaiion. Hence, the Hospital wiii

assume sple & complate respanstilily of the treatment & IU's outcome & salety of the patient. and Koshike Foundatlon will have ne role or responsibiity
in the matier

vt sfien, vl ol am @ meAROd = s weskne” o fafn s gy feedm ot w3 B o (e e e @ won sl e

1) T % 3 e T o i o S e e Towme e W AR R VBT @ I e F 0w F i, 3 v wiee wase
W frwovdy s o wan 4 st wrE g wer gy e b ol Cstew st po e fel sfrsase iy v W e wm @ W st
faslt sy iy mooeth wten w e e s R o o w0 srfienr e v g o e e e s frfre e e ety ek
o et wiww w Sl e wmE @ i S

2 i st o o men Sw fifer w3t B ow veEm o o of oo B o Tvaiew W T O o e

% e = e @ oo Ceife gt g Sesh s w wif g b el v 4 R % e o e W o el el o o e
w1 Wi st “wifre" W W i fedoh o d b o

RECOMMENDED FOR ACCEPTENCE
=@ F fow_wei

Diate of Surgery
syt o miie

u\\_‘"\ﬁ

FOR INTERNAL USE of KOSHIKA FOUNDATION  siaftw avam f

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= v | T

04-03-2024



