Mom- (. Ju oy- aiYl
APPLICATION FORM FOR AS$ISTANCE (Healthcare) K{%hlka
HETEA B 3ET 9y (FETa TEE) b
foundation
APPLICATION No. : APPLICATION DA i
AT W M]Dg?‘? ]ocg{, s g DTrtlﬂ'f'.t? Tuiding biock of i
NAME of APPLICANT ' | AGE-YEARS 5T- [
S # éqr"' ?
FATHER'SISPOUSE'S NAME | 7 .‘
fromrwes W 5
/ a7 SEN]. RESIDENCE ADDRESS T P e
P TS| B ) b
PERMANENT RESIDENCE ADDRESS - 11§ 3mardis o
Q__(ﬁu l pl'e
TOTAL ANNUAL INCOME - : [Attach Proot of Income)
e e 190l | 1Al (5 e )
PAN Mo. TuTf mm - ' = Tl
ARE YOU AN INCOME TAX ASSESSEE (Tick whichover s agplicabln): Yes / No
WA TR Tt (AR W | Wi/
FAMILY DETAILS wirmm: fipmm
5t No. Name of Family Me Age (Years) Gender Relation with Applicant
W HE dftgn w soll ® % (W) fim W WY
1 ¥ T LAY T
- 3 Vigendl rA Y TN
j;; gﬂml@h f* A S0l
BASIS for REQUESTING ASSISTANCE (Tick whichever ls applicable)
e % o ffa aman
unuiﬂni:l'%m} unuEF Copy) Mﬁr :mem
L ECLE)
|;Tq,i‘:“ﬁm1“ﬂk [mm::‘ #ﬁ‘; L2l (v wn W ww wfy s W o W o
“PLURPOSE" for REQUESTING ASSISTANCE:
weran ¥y e m fed W o
5. No Medical Reporta/Prescriptions Attached
F5 W . FEqAR SR B WAL W A g R
1 L BLECTT AR 4 [ (T S 7572 S
2
T lemile alve LA
0 s 1 ST gfine g
(]
N
AVAILE ~PURPOSE" trom OTHER
A et & 1 Wi s meram ford = i 3 fovw e 7
SOURCE MOUNT of ASSISTANCE BEING AVAILED
:;:;m “-:: :u i * 1Mm‘r wf s
i &
I ';J#f'i Cx‘?g’_l“ﬂ [r




DECLARATION by APPLIGANT: WIWEW §m §iTm Wi F

111 higrely sorfrm thal all detads in thiv Form are True (o the beet of my knowledge. Any false gtatorment wil render my Application & ongoing assistance, IFany,

| for reectionicancediation, : .
2;m:mwmnrmtmnum. it recaived from Koshikn Foundation, will be used anly for B "purpose”, as stated in this Form, for which such assstance

Wit e by me
alimmwmmnlmmammmmt.-mufmhm-m I part o in Wl from any olther source/employesiinsurance company. of the amount
for which this assistance bs requested.

nimm{kwwtmrﬂﬂmnmimmﬁnﬂhtﬁﬂlhmﬁmmumiiﬂmﬁuﬂumhr
1) % gm W T afin “wifwss wrestre, A ot w o B, v T we vt o) o F o i, @ wowee F wn omm b

1) 4 g wam € T Fam s dy o e w w0 o W afew @ e e fed e s frnde s 2 b sl @ sy ¥
AGREEMENT by APPLICANT ( smew g W01

1) By affixing my signatuste or thumb impreasien on ihis Form, | (Applicant) hereby agree & suthorise Koshika Foundation and if's Trusioes 1o
use/publish/put-up/reproduce my name, addrass, photo & detils of the “purposa”, for which such assisiance is requestedigranted, through any
megium, including but not limited to varbal, prind, slectronis, for soliiting denations for Koshika Foundation andior diseminating information about It's
activitipsichievermsnis. Such use of my phiolo & detalls can be mada by Koshika Foundation before or after my treatment or fulfiiment of the “purpose”
for wehich assisiance |5 being requested

211 (Apgiicant) furthor agroe that any swuch use of my name, addioss, photo & datalls of the "purpose”, for which such assislance s requestedigranied,
will not sutematically entiée me far recelving of conlinuing the sald assistanca. The declsion for granting and/or continuing Ihe sesistance will rest solaly
with the Trusteoes of Koshike Foundalion, and their decision (s this regand wiil be final and scoeptabie 1o me,

i) T T W s TR W SR W ore wes, # (smew) avlt weet W g wen o o Csifre vt o oo Al T W s wow f R R Tm,
W, Wi sl = few gm v o w8, 28 “wifion " o S, o, W (R TREv ® O ot sit avefeed B R o e e

w wefve wrd o foeg arfiepn At w0 w foree ot pera o W0 w e W o fieg “witfom wisde o wfiegn )

2) & (swiew) o owm % weme o e o o, ww, uiA ol fewe o e won o agtvdl @ ool § o oe: e W vy T e oy o

" " e e it e Bl i ot el e

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION ;

T

AGREEMENT by HOSPITAL (veems @ W)
By affixing hereunder, signature of our Authonsed Signatory for recommending this case/patient for financial ssuistance from Koshika Foundatian, we
{Hospital) heraby sffirm & accept lollowing:
1) thil we nedther gre presantly nod will in futute avall of finpndal asdistance from another NGO or any other souros, for the same palient’case, as we are
requasting o gel from Koshiks Foundation, 1o the extent thal such assistance is granted by Koshika Foundation. If the requested assistance s not grantad
by Koshin Foundation. in paet or in full, then the Hospital reserves it's right to make up the ahortfall from another NGO of any other source. This
confirmation essentially states that the Hospaal will nol avall any duplicats essisiance lor the same patient/'casa from any other NGO or any. other source.
2) Tha assistance from Koshika Foundatan is anly financinl w nature, The chowe of the reatmentiprocedure advised/conducted by the Hospital on the
patant, i based on the arangement batwaen the patlent & Te Hospital, and i in no way influanced by Koshikn Foundation, Hence, the Hospital will

assume sole & complets mspansibility of the treatment & s sutoome & aalety of the patient, and Koshiks Fountdation wil have no mle or responsibility
b i At

et iR, W WS F AR W sl s W e T vy Tl ot o #, Bl s (v e e ® owes w wiwe s b

1) 9% % W ° v sty 7 W wiws o i s T s w e e v 1 e e F 0 w3 o, 4 e i v
# ffeny iy v o sy o “olfee st gm W iy = & ol “wife st oo weem T s eee 43 e 9 few o & W s
fealt oy s wom W e e WA @ e o w sfeen i e #) v e of v e o f s Sl sor e drdbet by e
iy wwr wee m fEE w wE R W A

2w wrete” @ o o menen S fafen uein s B oo v pm 9 of gE @ AR T TreiET W g i o e

% e fiee @ ool et et g fel v w o oo o b gt e 9 ol o e gow obe sl wd o ol Peied o e
W W st s W S g w i w9 e

RECOMMENDED FOR ACCEPTENCE

Date of Surgery
syt ) ming

ol\og L4

FOR INTERMAL USE of KOSHIKA FOUNDATION  iFfis #wai i

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=l e | =t = 2

%ri éo’lfﬁ? -~

d

D4-03-2024



