PuR- € - Qu-oU- 111S

- = | - -

2

APPLICATION FORM FOR ASSISTANCE (Healthcare)
e ¥ TEE WE (erer S
APPLICATION No. : IF:PLIEATM DATE G"-}Qj" -']._‘1
. Alosay| ong sren fed
HAME of APPLICANT ' AGE-TEARS mﬂ SEX fitn |
o vuoayi  Lel 19 M

K& hika

foundation
e T

o ity =

TOTAL ANNUAL INCOME :

Showo| -

(Attach Prood of Income)
{ B W) T e

IR

PAN No. T @ HeW

ARE YOU AN INCOME TAX whichever
mamsmE ot (W TR T u . s wm

It applicablel

v

FAMILY DETAILS vy T

8¢, No. Hama of Family Member Age (Years) Gender Felation with Applicant
w4 it % weed ® ™ 0 (wl) fein wHTE % T Wy
S [ . 1
9 w_kmn___w L ?m)gﬁq_.
9 E21 2 W VY T Yo M SoT
z SeTa % - ) Yot I (T
o : FI s CA¥aTd Son
BABIS for REQUESTING ASSISTANCE [Tick whichever is spplicabls}
wgmm & B Befh s
BPL Card
{Attach Card Copy) umﬂﬁ:mmr} ;mg‘;h lﬁfm
il ten % A om0 ¥ 5wl yEm T =T P firies
(7T 7T R W u T oW (v W = e = W i w9 W w5 wEn wl
“PURPOSE" for REQUESTING ASSISTANCE
W ¥ e R e W e
Sr. No. Medical Reports/Prescriptions Attached
Y Wem sreprevrher @ it wl of wimbe spdl we
. #
1 51’#33‘1?!13 PFE - <owe (pla-aly
[ — Sewe  Umanaly
) Cleyy ~RE - CICT  Ourl Ppamn
P ! : o
ASSISTANCE BEING AVAILED for SAME ~PURPOSE" from OTHER SOURCES
™ TCEve § ¥ W v e Pt s we @ e om0
. Mo, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥4 TE == wE R wil vf W T

.

NTTT




DECLARATION by APPLICANT: smiTe T Wy 71-
1) | horeby confirm that ol detals in This Forrn are True fo the best of my B false staterment will rander & asual , i vy,
robyhcns knowledge. Any vy Application & ongoing ance, i any
2) | solemnly conflim thint sssistance. I recelved from Koshikn Foundation, will be used only for the *purpose”, as staled in this Foem, ler which such assmslancs
WES requesied by me

) | hareby confirm fal | kavi ol & will ral in future, avisi of retmburssment, (6 pai o in full, from amy other sourcefemplover/insurmnce company, of B Bmount
for which thrs assislance & requesied

1) & e wow f S g ey 8 Tl o] o) Tewon S el € e e e e b wle ow e o e s e e £ 90 sees from W w ol 4
1) 8t g W s ofy “sifive w0 @ o of 8, v auem 2 wben o) il o Sl fem i, 9 pn uee Ff wo omm b

1) & oo wew {5 Fom seree Wy wr wnin 9 of 8, 7 ofn w wiew @ e e Sl e et el 83 o fee € o 3 @ ofies o e

AGREEMENT by APPLICANT (ses g %)

1) By afMxing my signatune of Ihumd impression on this Form, | (Applicant) hersby agres & authorise Koshike Foundation and iU's Trusiees lo
usspubishiput-upireproduce my name, address, photo & delails of the “purpose”, for which such asslsiance is requested/granted, through any
madium, inchuging bul not limiled io verbal, prnt, slectronie, for soliciting donations for Koshika Foundation andior disseminating inflormation about i's
activities‘achievamenis. Such use of my pholo & detnils can be made by Koshika Foundation bafore or afiar my trestment or fulfiiment of the “purpose”
lor which assistance ks being requesied.

2)1 (Applicant) furihar agrea thill any such uss of my name, addiess, pholo & detalls of the “purposs”, for which such asslstancs is reguested/granted,
will nol aulomatically entite me for receiving of continuing the sald assistance. The decision for granting andior confinuing the sssistance will res! solely
with the Trustess of Koshika Foundation, and thelr declison (s this regard will be final and acceplatile 1o me,

1) TH T v o pemer et wer e, # (o) el e o) gfe v of o e whtve s el il * W) sfoge w80
wm, W sh @ fwe v v o i, T S T s, T, we gt Tt g el st retend S B S Sy e

W wuftn wed % firg sfleqm 9 o w frae $ e o o W o @ w8 e S wifw Sl « s wfese b

23 & (wview) e @ wewm T d0 o, e, i el e W P e & st o wfids & ol e e W oo v e Wy F

“wifyrn ™ oy awnt i = P s sl wrenwd i

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION -
sTiTE ® oW W W w1 fae

LT

AGREEMENT by HOSPITAL (wrmm pT )

By aflixing hareundar, signaiure of our Authorsed Signatory for recommanding (his case/patient for financial assistance from Koshika Foundation, wo

(Hooplai) hereby athrm & accepl tollowing:

1) that we nedher are prensntly not will in future svail of Bnancial sssistance from snother NGO of any other source, lof the same patienl/case, by we o

requasting 1o get from Koshiks Foundation, 1o the extent that such assistance s granied by Koshiks Foundation, i the requestod assistance i nol granted

ty Koshila Foundathon, in part or in full, then the Hospital reserves I1's fighl io make up the shortfall from another NGO or sny other sourcs. This

confirmaton sssentially states thal the Hospial will not avall any duplicate assistance for the same patient/cese from any cther NGO or any other source

Z) The assistance rom Koshika Foundation is only financial in nature. Tha choice of the restment/procedurs advised/conducted by the Hospital on the

patisnd, s based on the arrangement betweon the patient & the Hospital, and is in no way Influenced by Koshika Foundalion. Hence, ihe Hospiial wil

wmlmmmdwmmmi i's outcome & safety of tha pationt. snd Koshika Foundation will have no role of responssbility
the rratier

vl ey, venw® o s @ wmdd W) e st @ faiie T T freftr wt el ), fed e (v B @ e i b

1) W fs 7 8w ol 7 o sfre of fafre o sl sl weem @ e o win @ s et F W W W o 1 8 Teoe Celfee et

W frafonfiedy s ¥ wav § “wife st g e dy b ol *wifos arrst® g wee fied sfrerem vy o fem e § @ s

forlt or v sl s W Sl e Wy @ o W W afeen e T o e § s s e b e se il T we il iy fed

% wl! W W fel == e 8 W SmEEh

2 *wifrem wrebe® 0 o b wen s i st oot ) B W oree g o o we w el b aweefen W om0l o e

oty fen # sl “sife worstvn® po Sed wan s e vom wf & peed wers o ded ot yer g ol et wd o Wl sl B e e

ﬂmﬂtﬁﬁu'dﬂwmumwm;wm

RECOMMENDED FOR ACCEPTENCE

Date of Surgery
s % wim

25-11-2023




