ARA - =22~ — (11U

APPLICATION FORM FOR ASSISTANCE (Healthcare) K%hika
HETAM B STATA WEY (Vv durerer) foundation
e Vlov13/e(35 APPLCATIONDATE: 20 [0V 1273 Setiass
1 & AGE-YEARS ®-1 | sEX fin
e Premadevy 3T | E
mmnwnmt: RW Sf""?'

f-?u_nrapm | f’%

mﬂﬂ. H ) IE:H W}Jmm{m

TOTAL ANNUAL INCOME - . {Attach Proof of Incoms)
¥ it o S5t [- (Fagmly)  rmmmsm A4
PAN No. TwIf THm T
ARE YOU AN INCOME TAX ASSESSEE (Tich whichever Is appiicablel. Yeos | No
T A A w2 (W T B e m e = B e LR
FAMILY DETAILS wftenr e
Sr. No. Mame o Family Membor Age (Years) Gander Ralation with leani
wu T nitam % wee w8 A () iaul ﬂﬁtwm-
I Potahatialdd X0 A, Higdand
I ¥ | e i 1 X i
3 Sad qaid; el = D ¢
g LA 2 | IAnand T O
BASIS for REQUESTING ASSISTANCE (Tick whichuver In applicabia)
wern # fa fefa s
BPL Card
(Attach Card Capy) (Astoch Corincata Copy) (i Coo Any Ot
i T % A AT T W e Wi se. Gl
(e W o ufh wera W i T W e s v W) (7 wowl vy ofl = wh
“PURPOSE” for REQUESTING ASSISTANCE:
e iy fed m feed W oactm:
St No. Medical Reports Proscriptions Attached
0 e s | wft ¥ vf wfee gt o
FE- Catanatd
L E - C alanat-L
P
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ T % W W s wm o el g e o e
5 No NAME of OTHER SOURGE AMGUNT of ASSISTANCE BEING AVAILED
S W - ¥ TER % T ot m = o
I* <D ECT Hat-:lg'h-———




DECLARATION by APPLICANT: wmiay gy s w0:

11|ﬁuunyumh-rnmatmmra.hmisFurmaae‘rmemmmmdmﬂm.Myﬂmwﬂmwwwnmm.lmy.
libyten br o

2} | soleminly condiem that assistance. f received from Koshika Foundation, will be used only for the “purpese”, as stated in this Form, for which such assistance
wiis rogunsied by mo

3) | herebyy condien tel | have ruol & will not in fulure, sval ol rembursement, in pan of in full, kom any ather scurcelemployesfinsurance company, of fhe amount
for which [hin saaminnce i regursled,

1) % wwm wEn § o owe § T W R a0 e W e e e i =it % frr v W s wm wm & 0 S e e o woesE b

) Ht o W wnse wte Cwiee wired”, @ s ow o B, ame ovdn wb tes o ol € Tl fsm w9 oo A o b

nﬁqﬁentftr-umnI-qwnhrl!m‘tnﬂmﬂw:mh“nmmhihiﬁwﬂMi@
AGREEMENT by APPLICANT (mrime gm wmt)

1) 8y sffixing my signature or thumb impression on this Form, | [Apgiicant) hereby agree & authorise Keshika Foundation and it's Trusiees io

s/ publishpul-uproproduce my name, address, phole & dotalls of the “purpaee”, for which such sssistance i requestedigranted, through any

miedium. ichuding but not limilad ba verbal, print, electronie, for soliciting donations for Koshika Foundation andior dissaminating information about ii's

activitics/ achieversenis. Such ues of my phols & detalls can ba made by Koshika Foundalion betora o aller my treatment or lulflment of the *pluspose”
fim wehich awsislance (s being reguestod

211 thpglicant) luitner agres thal any such use of my name, address, photo & details of Ihe “purposa’, for which such assisiance & requestadigranted;
will not lomaticsly entitle me for feceiving or confinuing the snid assistance. The declsion lor granting andior eonlimdng the asustance will rest solely
with he Trustees of Koshika Foundation, and heir decision is this regard will be final and acceptabis to me.

L) W s v s e e, 8 (andew) sl st o e we f w “wifires wibon sk v il < % st v fe A,
v, i e B g o i B o < wife " e s, o, e gt ot o g0 aidsied s roafend % frd fanl ¥ s o

B waes W W o b W ow o e Sy A we @ e g i sr o amd e b

2) B (SFTE) B WA E wee TR A m, o, v s e o s menn § wgovd @ wivin # o w e W R 0 v T e

“witin " oug Tl i) w vk sl shy e B

APPLICANT'S SICHATURE OR LEFT THUMB IMPRESSION |
sE O e w i W e

AGREEMENT by HOSPTAL |gesm ou %)

By aflining harsundal, signalure of our Aulhorsod Signatory lor recommanding Ihis casalpatient for financial assistance fram Koshika Foundation, we
(Haspital) hereby affirm & sccept lollowng;

1) thot wee heilha are prasantly noe will in future avall of financial sssistance from anothar NGO or any other source, for the same patienticase, 83 we are
requarsting o gel from Koshika Foundabon, to the extent that such assistance s granted by Koshika Foundation. il the requested assistance s nol graniod
by Koshika Foundation. in part ar in full, thien the Hospital reserves il's ight to make up the shartfall from ancther NGO or any other source, This
confirnmton essentially states that the Hospital will not avail any duplicate assistonce for the seme patienticase rom any other NGO or any olher source.
2) The sssistance from Koshika Foundaticn is enly finsncinl in nature, The chaice of the irealmentiprocedure advisedioonducted by i Hospila! on the
petiend, & tased on the arrangement between the patient & the Hospital, and is in no way influenced by Koehkn Foundation. Hance, tha Hospital will
agauime sole & comglels responsibiity of the beatment & IU's sulcome & salety of the pafiant, and Koshike Foundation will have ne role or responsibility

in te maliorn

Tt e, v ot s 8wl w0 e st 4 el e £ i o wi &, B e () P awn 8 e o s v )

1) W fe 3 @ v she o wfes o P s feh sl s m e we we e dfome o W w A of £, 26 feor s vt
H Frwiff 2w & wae S i wEE gm wE Ag B b ik Csiee weEit g o fa sfeee #y e w ee am £ 8 s
fslt s e et e e s W e W st i coen & vR gfe 7 w2 w0 oo 6 s fdm awe e e 4y e
e wow v m el W e d o A

: 'trrmm‘-im'ﬁﬁﬁmmﬁhﬁﬁdilﬂmmmﬁiwuﬁﬂmuwﬁ

® v w Tews b ol e e o Sl e W o ) byt w4 b o g e o et o T
w wil s “wifre” @ o sfien o Peod g wed 2 0wl

RECOMMENDED FOR ACCEPTENCE
witgft & fig s
Date of Surgery RAT CHANDI
2llay(az Name of 508 Régo-Na
:mm R ‘:ﬂls’:m

FOR INTERNAL USE of KOSHIKA FOUNDATION  amaftw =i g

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
el TR | =l T 2

P At

L

23.09.2022



