MoOM. -2%-0S —¢1]o

" % .
. Health
APPLICATION ERH FOR ASSISTANCE {{ care) } E&Shlt E
o m\ﬁﬁ-g!iﬁll@ et 00 |05 M5
meavasert [0 PARHRED [hs =Rl T
o

T N TR 4 VTN

RESIDENCE ADDRESS iuF 3PTHiS T
{Hﬂ !i | EEEEi . ”}EE Eﬂﬂdgdb .gh 2@2 - -r'.em“ic* i

PERMANENT RESIDENCE ADDRESS - ¥ et =ml

oam s pa N abeUe
OCGUPATION : j,.@’a Kef*'_-:qﬂ L1 MARRIED (Tmi$n) | UNMARSIED (i)
TOTAL ANNUAL INCOME * th Proof of Income)
F Afts 32,000 [. (3m = T
PAN No. TS & &6l
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever (s applicable). Yes / No
A =W T [‘I‘rﬂﬂz{;h;wﬁuﬁ:::nﬂl LR
FAMILY GETAILS uffayy famm
BN Wame of Family Member [Years) Gander Relation with Applicant
nﬂ;ﬂ wﬁ'ﬂ;ﬁ W “;[Iﬂl fi m;mm
¥
for whic is spplicabls)
wpren % frd fefa s
BPL Card
i T % o e oy wl v v I SR ot e s
(e 5y Wi wre ofh s ) (v o % ww o W W (v ol e ol s wh
“PURPOSE” for REQUESTING ASSISTANCE:
e ¥y el v fieslt W ot
8, No. Madical Reporta/Prescriptions Attached
¥4 W spmvERr @ Wil % of wive e dee
1 }}ragbg!.m- K& — St 1P (wanagrd
= - Seiils  Tolanacd
. F\Trmjfrf:t: TE&  STITC ooidk Phika [Bek lakh-
ASSISTANGE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W T % Y i #= e e s we A e T W
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
wY HE = T W Gl e .
[ - DS JotD ;




DECLARATION by APPLICANT: smitess g sy 7w,

1}  bereby confrm thit all deaits i his. Form are True fo ha best of my knowledge. Any faiss stalement will redor my Agpioation & ongoing assistanch, I any,
rifection/tanouliaton.

2} | sedemnly confirm that sssstance. if mceived from mm.ﬂummbhwmﬂummmmhmmm

was requestod by me.

ljlhum:rwﬁmmmrnnrrutammnmwNMhmunm.Mwmmmﬂhmm
Tor which this aesislnnos e reguosied.

I}i“m{hnmﬁﬁﬂﬂtﬂ#ﬁmiqﬂm1tﬁiliﬁhnﬁmmvt-iiiﬂ“hn1ﬁ:mtu
2) g wwe o “wifw e, @ o w o 8, T awdn vl vi ot off o T fem b, 9 v s § s T b
3) ¥ e wm { P faw wwem dy or wdy o nf 8, vw vin w0 s @ aen M e s WAl wed 3w e ol 3 @ wive F o

AGREEMEN by APPLICANT {swvon g W)

1} By sffxing my sgnaiure or umb impression on this Form, | (Aaplicant) by agres & authorise Kesthika Foundation and ii's Trustees 1o
use/publishipul-upiraproduce my name, addeess, photo & details of the ", Tor which such asnistance s requestad/grantisd, through amy

medium. including but not limited 1o verbal, prinl, slectronic, for sobiciting for Koshil Foundation and/or disseminating information about s
polivilies/achigvaments. Such use of my photo & details can ba mada by Foundatian belore or after my treatmeni or fullliment of the “purpose”
for which assistance |5 being reguested.

2} | (Applicant) further agres that any such use of my name, address, phoio details of the “purpose’, for which such assistance is requestsdigranisd,

will ol automaticaily entitie me lor receiving of continuing the sakd assista The dedision for granting andior cantinuing the assstance will rest solely
-mmemmuFummmmnmuﬁw ill be fical and accepiable 1o me

1) W0 TR W A e e v, § (i) el wndh o fe e { o “sifrm widien sh e s © o e e e a0
wn, Wi ale W fewrn v ver o i 4, 90 “wifow® o s, T R g e e ep—

i vty wed o o s A ownow foe St ¥ ol w e A * fo “wifw e o il sfiep

2) 4 (awdes) v wn @ wew e S0 o, oS st P W s e % vt @ wi § 9 e T W veo T T e d

“wifre" vey s i w fode s s awed g :

APPLICANTS SIGNATURE O LEFT THUME MPRESSION :

e ¥ v w W w e J:LLJ_]DIQ _‘_.

AGREEMENT by HOSPITAL (vemm o 00

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby alffirm & accept following:

1) thal wa neither are presently nor will in future avall of financia! sssistance from another NGO or any other source, for the same patlentcase, as we are
requasing uunmmmm,unmmﬂmnﬁmxgumwmw.rm;wmmmumwm
by Koshin Foundation, i part or bn full, then ihe Hospital reservas I's ight & make up the shortfall from another NGO o any other sourca. This
MmmmmmmwwmmiwmmmhhmmmmuumNmmmmmm
2) The assistance from Koshika Foundation is anly financial in nadure. The of ihe reaimentprocedurs advisediconducted by the Hospital on the
patiant, is based on the armangement batween the patient & tha Hospital. and is in no way Influsnced by Koshika Foundation. Hence, the Haspital will
assume sale & complets responeiility of the treatmant & Il's oulcome & salety of the pationt, and Koshika Foundation will hawe no role or responsibiiity
in e mattar.
Mm,mﬂdﬁiwﬂﬂﬁ"ﬂ!!ﬁh‘iﬁmhﬁhdﬂl.ﬂﬂ[ﬂﬂ}nnmllnlmmtn
1) o P % ol whees sl 9 o wfies of Pl i el At o wens s T W e et o # w W o £ & s el wifme o
W frnftn e = ¥ wow d “wifme wae " gm v by e b ool - i pu e fed affrwces 1 = o o wm § # s
it o= e ) e w el o T o e W e o T b g F e s wm b S v e s e R 1 A

I wrt wom w el W we W o

2 “wifem st A w ol e s el eyt W b e o9 0 o e e W rousen @ g i W
simuimt v A e s b v T T O S S S fesed O o v
W il ol “wifow” o Wi e festod woamd A )

Date of Surgery

23 Josi3

141272022




