MRT- O - 2M-p2 - O0\D

APPLICATION FORM FOR ASSISTANCE
HETAW B 3ERH WiEq

K&hika

foundation

{Healthcare)
{ TR A )

APPLICATION Mo, APPLICATION DATE : Buricing biuck af

ST T {.\ﬁllq\ﬂ\“q s iy 1}} \ 3024 i
: AGEYEARS W- SEX fEn

NAME ul:l‘;:l:&l’l‘f T Ao

il e i &2 ©

FATHER S/SPOUSE'S NAME -

sy ) 3 wanka

PRESENT RESIDENCE ADDRESS wowe spwsig om

-

Hacioua Meeaud Wad Yaadedn - 9 E elon
PERMANENT RESIDENCE ADDRESS | ™ sare 71

YosA

Q—'\(‘_

Como QN oncae

Lo

OCCUPATION
T

Mnfﬂ!i&_@ﬂﬁﬂ] | UNMARRIED | witvaifin)

TOTAL ANNUAL INCOME
o WitE wm

S m’b{r:

[Attach Proof of Income)
(3w oA wEE) SR

PAN No. P18 Wi &501  oJ ©

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever s appllcable); Yes ! No
w99 =Y % gm ¢ (9 5§ oI W e W AT ¥ E—
FAMILY DETAILS gimpr figrim
5r. No. Hlm- of Family Membgr Age (Years) Gender Retation with Applicam
H HiEgn wftar % vyed W o 2y (ml) fein SPE Ty Ty
\ pelDeu. GO £ Wy ke
2 el o “\o o Son
X e Srats NN [ L
BASIS for REQUESTING ASSISTANCE (Tich whichewar (s applicable)
T & =i s
BPL Card EWS Certificate Ration Card
(Attach Card Copy) (Attach Cortificate Copy) (Attach Copy) s, B’
it e R o T Y W W T s =18 i
(g e o ey ufl ey w (wam ot wm il s et e ww W) won il e Wl wiabe By

“PURPOSE" for REQUESTING ASSISTANCE:
e ¥y e om Bl o

& Mo Medical Reports/Prescriplions Attached
wH sErEcsfe 8w w1 nf sl g4 we

EEL Lt

LB Eaa%iuhghg; Coarany G\ o0 =l

Eﬂlﬂkl LE- T 0w
O
ASSISTANCE BEING AVAILED for SAME -PURPDSE" from OTHER SOURCES
w agive % gy W s weow el s own R P v W 3
S¢. No. MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wh e 3 T W T =i T wer i
(VALY :




DECLARATION Ly APPLICANT, smime [ i

llThﬂymmelﬂdﬂﬂlnmﬂFﬂrmmeuhhhmdmphmmdw Mrhlnwﬂmwwm&mm.#w.
liabie for nejacton/cancatiation.

2 | solernnly confirm that assietence, i recelved from Koshika Foundation, will be usad onfy for the “purpose”. as stated in this Form, for which such assistance

was reguesied by ma.

3) | heratsy confirm that | have not & will not in future, avail of mimbursemant. in part or in hll. krom any other sourcelamployarfnsusance company, of the amount
for which this aesslance is requesiad bl

1) ¥ v won o i g @ ek e it frs S s W e T e oW o T e e v w & @ 90 wewn fre W w o
:}ﬂ#wﬂmuﬁu'ﬂmw',ﬂﬁ:mi.mmﬁmﬂqﬁiﬁnmm,wmmﬂwmil
1}i§hmiiﬁnuﬂnqwmdﬁt,nmmm-mmmﬂmmﬁﬂnthttlﬂﬁiqm

AGREEMENT by APPLICANT ( soins g Wit

1) By affixing my signaturé or thumb impression on this Form, | (Appiicant) heroby agree & suthonse Koshika Foundation and il's Trustees 1o
usa/publishiput-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance ls requesied/granted, through any
medium, including but not limlled o verbal, prnt, alecironic, for saliciling donalions fof Koshika Foundation andiot disserminating informaiion about it's
sciivities/achinvemants. Such use of my photo & detads cam be made by Koshike Foundation betom or afier my treatment or fulliiment of the “purpose”
for which asalutance is baing reguesied

2] | (Applicanit) further agree that any such use of my neme. address. pholo & details of the ‘purpose”, far which such assistance is requasted/granted,
will not gutormaticalty entltis me for recaiving or continuing (he said assistance. Tha decision for granting ardior cantinuing the assistonce will rest solely
with the Trustoes of Koshika Foundaiion, and their decsion m this regard wil be final and sccepabie o me

1) T T W pe A W e, § (ko) avd meeE A e s f o Cwifee wiete o ws i " W sfep v e S0,
o, w2 W e s e o i 8, 3w e o, o8, weve et agdi 4 o) il s swdend @ ferd el o wan o

# wd Wt W e adign B B e w o g 6 TR w e et P it ke sl st b
;;imﬁ;wmim{htuqn.m.mﬂumimmtﬁwﬁwﬁhiwm:mmmﬂmnlﬂ!i

- ™ we S e W Frda o b A w

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -
wATE W TR W SR W e

AGREEMENT by HOSPITAL (w=mm g =10

By affixing hareunder, sigrature of our Authorised Sigralory for racommending this casa/patent for linanciai ascistance from Koshika Foundation, we
[Hospital) hatoby affinn & sccept following

1} that we nelther are presently norwill in fulure avadl of finencizl assistance from anothel NGO or any olbae source, fof the same paienticase, a5 we are
requesting 1o get from Koshika Foundation. |o the oxtent thatl such assisiance 18 granted by Koshika Foundation If the requested assistance is nol granted
wKnIhIth.ihﬁnulth.ﬂ-mﬁuHntpur.nlmll:dwlmmﬂnuptrwshmlﬁlhﬂnmlhu'Nﬁﬂurmwmrmﬂ.Tﬁl
confirmalion assentislly states thal the Hospital will not ovail omy duphcate assistance for the same patentcase from any other NGO or any other source.
2} Tha assstance from Koshika Foundation is ondy francial I nature. Thi chokes of the trestmantprocedure advissdiconducied by the Hospital on the
patient, is based on the arangement betwean the patient & the Hospdal, and is in no way influenced by Koeshika Foundation. Hence, the Hospital wil
szeume soig & complete responsibility of the trealment & &'s mmﬂmwmﬂmmemmmﬁmmﬂmwmwmmumm
in the matior,

vt S, wE = AT R I e et @ Rl e g Sl = ) B o e () fa= e W i e

R A &8 & B &R i & fafs wEw fes i wER wees w e s i 0 3w e F o om ot §, e e ol St onstm”
A Prwiitm i wwn & e @ “sifow Wty g e o e b o s s g o fiefn s i e wit fow wow § @ s
e a7 fr wresh wen w fnd nmﬁm:ﬁmmvﬁumllnﬁimmmtﬁ:mtﬁmwitwﬂﬂ
& wwrl wop @ il 5= oea § o S
:*mm'ﬂmﬁmmmmﬂhwwmwﬂHm-mﬁﬂmmmwﬂﬂm

% dw v v b *sifew wee g el we o vy af bt o B0 e g i SR S 9wl ol 3 o wee

= B i “sifew” 5 =6 gt = Tl = oA 9 = e

RECOMMENDED FOR ACCEPTENCE
3 w fom st
Date of Surgery ( E’W’ A
o @*!“’ﬂhﬂﬁﬁwﬂ““wﬁ (o
2\2\2024 Cone B A0 5 i St
® Fost g

SIGNATURE of 1 SIGNATURE of TRUSTEE 2
=5 wE | ! ! W 2

7 TAE




