C-28_-0S- aSo}

APPLICATION FORM FOR ASSISTANCE

(Healthcare)

K ®hika

m&q\m&mm { TRy T ) foundstion
ICATION No. APPLICATION DATE - 0k - Bralliong bk oo e
NAME of APPLICANT | AQE-YEARS ¥1§-"d | sEX Tefn
s % ej" AL W Zo )
FATHER'S/BPOUSE S MAME -
frmwgm w ™ ﬁﬂé)?u @aﬁmﬂ
PRESENT RESIDENCE ADDRESS
= . P, oY
YV TS — ol L0 >
PERMANENT RESIDENCE ADDRESS - )
iue  ad GRoud Prepp Paskep
wm‘ Fairmei MAVRIED (R} | UNMARRIED (stfwrivm)
[TOTAL ANNUAL INCOME (Attach Proof of Incoma)
we it s EBD'DDI-— (S W T ) .gp,
PAN No. Taf Wim WEm
ARE YOU AN INGOME TAX [Tick whichever iy applicable}. Yes | Mo
wmmnnitﬂmdnndmﬁmuﬁr o/
FAMILY DETAILS wfem fram
50, No. Hame of Membe Age (Years) Gender Ralation with Appllcant
0 Tew % lsm; W (wd) F'I_ m‘z‘mm
(12 1 .4 | [NIT.
(2] _Subhoth 77 = Ea
1) Sul 111 Ha_ = mm.ﬂ-—hﬂ
E(}
BASIS for REQUESTING ASSISTANCE (Tick whichaver s appiicabe)
wmrem W o famf sman
BPL Card EWS Corlificate Ration Card Any Other
(Attach Card Copy) {Attach Certificats Copy] {Amach Copy) Basis/Proaf
nivll T W A v ™ s s wl yEn Tovies Wi on 3l ww
(o W ww wih e owl (%= W %1 wm wih s W (WA T W ww ¥ wE W

‘qu‘hmw-
e iy B m el W e

Sr. Ho. Madical ReportaPrescriptions Ansched
9 wWen sevmmeten @ il W oo wlere sl dee
D) ’_ﬁ:ﬂﬂhnﬂ:ﬂ RE<=Tatel Toilz Glat)
o (E —<ecnile litearl
=S ?
C] .iu,%g,_ﬁ — K ST D217 Pl
o
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
v aten W 0w orm werew fedlt s wim @ fem mw A2
Sr, Mo, KAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥y TEq = T W am ot wf e ol

plll




DECLARATION by APPLICANT; aTs g W ¥a:

1)1 hiwety confirm that all detalts in this Form are True 1o the best of my knowledge Any falge siglement will render my Applicalion & ongoing assistance, if uny.
kabln for meectioncancnlialion.

2]:mlymbr;mnmulmm,nmmhu-nmnrwum,ﬂbnuudwh fhe “purpcse”, as stated bn this Form, lor which such sssistance

was requesied by ma.

3} 1 ety confirm thad | have ot & will net in fulure, avasl of meimbrsemaent, in pan of i lull, from any other sourtelemployerfimurance cormpany, of tha

for wiich this ausistance 8 requesied.

1) # v wew f P pE aew @ fod o wdl fn 0 et ¥ s e et wd §ouie e e o e s v wm f o S8 e fe o el b

1) @ g W e oy wee wrsnet, @ o w ol §, T T sk stve o off ® el faon i, @ o F v o b

3) # e wom £ f Fors werem iy o e i 4, T ofe e e w e frem faeld sen s w9 3 e b ol s sl S A

AGREEMENT by APPLICANT (s g ®)

1) By oMixing my signeture or thumb improssion on this Form, | (Applicsnt) hereby agree & suthorse Koshika Foundation and IUs Trusteas 1o
use/pubishipul-upireproduce my name, address, photo & details of the "purpose”, for which such assistance is requested/granted, through any
medium, including but not limited s verbal, print, slectronic, for soliciting donations for Koshika Foundation andior dissaminating information about Il's
aetivitles/achievemants. Such use ol my pholo 8 delails can be made by Keshika Foundation before or aftee my treatment or fulfiment of the "purpose’”
for which assistance i3 being requested.

2] | (Appiicant) furthar agree that any such use of my name, address, pholo & detalls of the “purpose”, far which such sssistance i requesied/granted,
will not aulomatically entitle me ot receiving o continuing the said assistance. Tha dacision for granting andior continuing the assistence will rest solely
with tha Trusiees of Koshike Foundation, and thelr decision is this regard will ba final and acceplable o me

1) 70w v wEeer m ofrd o) wey e, @ (ombow) weh e ol fie won o o " sifve it she s sind oW afegs woe f i o
o, i shr W fee w4 o §, T8 Cwifee T S, R, wew g i @ ol ofdiesl s aoeient 2 e e o e oo

& vafin = % fag s #) 3 77 % fe $ e ¥ e w W A W F P Csifre g g e sfem b

2) A (owbew) ve W @ s o e dn o, o, i ol fewe @ e werom o wcted @ wiin & g v w0 oW owen T o

“wiftm” oy Tod il W fredn ol by wrerwd o)
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (yemm gm w1)

By affixing hereunder, signaturs of our Authorised Signatory for recommending this case/pationt for financial assistance from Koshika Foundation, we

{Hospital) hareby affirm & accept following. _

1) that wo melthor are prasently nor will in Wﬂﬂlﬂﬂhnﬁ“immIMNGGHH’?EHW.WWMWM;II““
ing to gat from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation if the requested assmiance |§ nol granted

try Koshika Foundation. in part o in full, then the Hospital resarves I's right to make up the shortfall from snather NGO or any ofhet source. This

wﬂmﬂmmlhﬂy:uﬂimmlHmlﬂwnﬂlmdup&nhmlmmmmpﬁm“kmnmwmﬂﬂnm ainy ather sowrce

71 The assistance from Koshika Foundatlon ks only financial in nalure, The choloe of the treatment/procedure sdvised/conduciod by the Hospital on the

patient, is based on the arrangement batwesn the patient & the Hospdal, and 18 in no way influenced by Koshika Foundation. Hence, the Hospital wil

asaume sole & compiets responsibiity of the irestrment & i's pulcome & safety of the patient, and Koshiks Foundalion will have no role of responsibility

in the mane:.

n‘t-ﬁqn.mam*mﬁﬂ'mm'ﬂmmnmﬁﬁl,hincm:rhmiw-ﬂmwih

1) W B 3 @ i st = 0w F i T R A e T w e @ i @ e i 4 A o E R e S s

# frafim iy en % wwe § “wifow ovedre” o s iy B b ot i s oo e e sfeeee By o fen w8 s

Perlt e By o e w Pl s e @ s o w s el T &1 v e o eve wn o e s T wes e A dy el

&yl wmn w Bl v wen W W wmAET

2 “wifw s € o o W s i vt @ @ A w e g @ o w w fel T TTEUERS WP TR O v

% e w fowg § oy “wifiow worstve® g fed wen st g o f gt weome o A0 @ pee e she st o Wl Bl O o v

# ol ol “wifent ¥ W e w fioh oo F ool

Date of Surgery
it & i

A |

1"‘

20 -03 - 2025



