SRE-C- 24~ 0S-0390

APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka
HETaE ¥ A= WiEq { =mam SEE) fwnda”nn
e $105241009Y APTUCATONDATE (7} 05002 ___Swamuadie |
KAME of APPLICANT - AGE-YEARS Y- | sEx fif
TR - e mc
Fl SISPIHISE'S MAME -
o Lai} My, Nawak AL
'llnmwr_..zﬂiﬁri o e B D b g
2 = T Psusp Foctop
PERMANENT RESIDENCE ADDRESS . =i STRaT Vakeel Hhmﬂd

CAnis (1% o hoUc

(069Y)

OCTUPATION : | l 1 NARRIEO (RFUTERT) | UNMARRIED (ifvmft)
TOTAL ANNUAL INCOME Attach Proef of Income)

e wifs Y7,000 o e ey, M

PAN No. T mTm FEE NEA

AHE YOU AN INCOME TAX ASSESSEE [Tick whichever ks appllcabls); Yes | No

s W s W gm # (9 we 81w W W P e W/ A

FAMILY DETAILS uftsm fsrm

Name of Family Membar Age [Yours) Gender Aolation with Apphicant
qﬁ':tiw;]qm aw (3l) fim m%;mm
=i i : Al

Ak - A

TEEET] K| b = -

BASIS for REQUESTING ASSISTANCE [Tick whichavar is applicabis)

B T e B

BPL Card

(s v Wt uw i SE W

{wo T W) wm i wEE W

L T W) W WA wEe W

EWS Certificatn Ration Card Any Other
{Attach Card Copy) [Amach Cenificate Copy) (Attach Copy) BmisProot
ninit e ® 9w v =g s vl yam T WTE = #1 T

“PURPOSE” for REQUESTING ASSISTANCE:
e & fed mi fedt = IR

Artsched

Sr. No. Madical Reports/Prescriplions
FEEVETRT W W W) 7 Wi W s

W HE

S 5
| )rﬁqﬁnxm — 5
: =

SERLL Caiport
Ta¥al (agFrandss

N

= =

ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
AT ¥ ¥ w0 s wpm fed s R fam o w2

HAME of OTHER SOURCE AMOUNT of ABSISTANCE BEING AVAILED
= v w1 T &t T Toem il

51 No.
Y W




DECLARATION by APPLICANT: S G WW=T %:

111 haveby confirm that sl detalls in this Form ate True to the best of my knowledge. Any false statement will sender my Applieatinn & ongaing assistance, IF any,
ligbhe o reiection/cancallation,

2) | smilaminly confirm thut amssstance, i recalved from Hoshika Foundation, will be used only for the “purpose”, as stated in this Form, S which such sssistance
wis requesind by rme

3) | herebry confirm that | hvve not & will ret i futes, avadl of reimburssment, o oart of it full, from sy ather soucaiempioyerinsumancs company, ol he smoum
for which this ssisiance s requenied.

1) ¥ sy s g wwe 8 o owd faw 88wl & sepon v vl ol b oo o S o s s wen § o S wee Fr R st §)
2) A g W s i e orrtve”, @ o o 8, e v vl vte o o o it P e, W e F wo o
33 # g wiw € fim wwem 6 o ook o o £, T i ow afe @ wen e el o st weE § 1 @ frm & s 3 o ofos A dm

AGREEMENT by APPLICANT | smies gu %)

1) By affixing my signature of Thumb impression on this Form, | {Applicant) horeby sgres & autherise Koshika Foundation and (1’5 Trustoes o
uselpublishiput-uplrepiodiuce my naine, address, photo & detalls of the “purpose”, for which such assistance |s requestad/grantad, (hrough any
madium, ineiuding But not imbed 1o vorbal, prini. elsctronic, lor seliciting donations for Koshlks Foundation andior digseminating Inftirmation about it's
activiliesfachigvements. Such use of my phote & details can be mads by Koshika Foundabon belore or after my treatmant or fulfiment of the “purpese’
fosr which sssistance i being requesied.

2) | (Applicant) further agree that any such use of my name, address. photo & details of the "purpose”, lor which such pselstance |s requested/granied,
will nal automatically entitle me for receiving of continuing the said assistence. Tha decislon for granting continuing the assistonce will rest solely
with the Trusieas of Koshikn Foundation, nnd their decision is his regacd will Ba final and scceptatie fo me

1) T T O S w9 S W e e, @ (s e e g s f oF e wEEes s Tew it owh sfem wen o B A s,
e, Wi it Fewon g v A wifen #w et g s, e, wem gt It A ol it s s o T e @ e e

# gufm wed % i sfen 3 v m e 9 e € o @ e 3 e W feg Vi wrle” u sl e

1) A (wrew) oW o e f R 40w, e, 9 ol T W e s ¥ v @ wfiin ¢ 90w wee W oweor 6 ST e S

e ey TR el wn i i sk s g

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :

s ¥y W W W P I M

AGREEMENT by HOSPITAL (wywam go &0
By affixing hersunde:, signature of our Auttiorsed Signatory Tor mcommanding this crea/patiant for financial psaistance from Koshika Foundition, we
{Heospital) haraby affirm & acoopl following:
1) thal wit naither are peananily. nor will in luture avail of finsnclal assistance from another NGO or any athar source, for the same patient/case, us we ure
requitsling to get from Koshics Foundation, to the exient that such sssistance |s granted by Koshika Foundation, Il the requesied aasistance is.nol granted
by Koshika Foundatlon, in part or in full, Ikon the Hoapital ressrves i's ght o make up the shortfall from another NGO or any other soyfce. This
eorfirmmation essentially states that tha Hospital will not avall any duplicate assistance for the same patienl/case frofs amy other NGO or any other souroe
2) Tho sssititance from Kodhiks Foundation is anly financial in nalure. The cholce of thie Festimnlpocedurs sdvised/conducied by the Hosgitel anthe
patiant, is based on the armngement betwesn the patlent & the Hospltal. and (s in no way Influsnced by Koshiks Foundstion. Hence, the Hospital il

ssayrme sole & complote redpanalbility of the treatment & IUs outoome & sofaty of the patient, &nd Koshika Foundation will have no role or responsibiiity
|n the matter.

vt sfown, wemef w7 SR 8w W st s @ fafim s #g frodfn ®) w8, fel s (e fes v @ s e sl s b

1) w fos 3 8 wiwm of v 1 wies F fufvs s el e s e o el S ol @ o e A W @ o §, W o Cifoe gt
+ fofrft e & et o s wrrdne” g e gy fe ) a v o po e e st fy s e b R s
forit aren e et vew w fasl s e R T o W s e e b g S e swoww b st St s e et iy fed
i ot e Sl a we WS AT

2. “wiferwn R @ o f e v fiw vt W & T v e g 9 o e w fel T TTewRiR W ol T e

W T sl s s g G e s i e ol b wfe e o i ¥ e o S w w0 i s O e e
51 o sbr “siew” < = ofiew o Geded mm ot F oft ol

RECOMMENDED FOR ACCEPTENCE
B | wiwt ® fe defa
o ey Dr. Pa ngla *}ﬁ’* ARNAB MODAK
b 202M HH-:-E 10ﬂ23§m WSCER SAHARANOUS
[ \ . Ne.
':;.Tﬂﬂn:mm;ﬂﬁim P TR A S sl
FOR INTERNAL USE of KOSHIKA FOUNDATION  su=ifes 2va i1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
il T | il T 2

Y Jro

04-03-2024




il W S —

o g—— = b sl mal|ly ol e
= e g

2485 4390 6505
AN e

i —




