SRE-(-2S-06-0632

APPLICATION FORM FOR ASSISTANCE (Healthcare) K(%hlka
HETAE ¥ SMAST WiEY (Ve SEvm) foundation
APPLICATION No. ; APPLICATION DATE ! - Ruileding block of like
e s SLO6IS 0172 |wma 3‘5 S
NAWE of APPLIGANT : | AGE-YEARS -ﬂTg' sex fam
o MuE Py mg 61 F
FATHER'S/SPOUSE S NAME ©
it Late Mo Sumw (faund
PRESENT WGE ADORESS s e
VAN
IS e Al
(V] RESIDENCE ADDRESS - T HE G
SARAL % abbUr (01%3)
OCCUPATION - - A rpm!:“ { MARRTED (W) | UNMARRIED (3in)
TOTAL ANNUAL INCOME - o (ATtach Froof of Incoma)
A i o 5&;0001_?&% Purspg) e e MA
PAN No. =0T &mm we B
ARE YOU AN INCOME TAX ASGESSEE (Tick whichever is applicabla}: Yes | No
mmmmmtmmﬁz{:wnﬂwﬁ:nml 1?:
FAMILY DETAILS wftar Frm
Sr. No. Name of Femily Membaer Age (Years) Gender Relation with Applicant
il ﬂﬂ;ﬂ?ﬁfﬁmm 3q (i) fem % W
13:4 fir}
rl hrd
ST £
& oAbkl T : e
BASIS for REQUESTING ASSISTANCE (Tick whichever s applicatio)
HEEm % ey e smm
BPL Card EWS Certificate Ration Card Any Other
{Attach Card Copy) {Adtach Cerificata Copy) (Attach Copy) Basiv/Proof
THIHl @ % AN wem = A W W Iy W astontyoaiet
(mq,ﬂmgﬁmﬁ| i.!ﬂﬂﬂ’t!!ﬁ“ﬂﬁm'ﬂt {Wﬂ!ﬂﬂlﬁ'mﬁ|
“PURPOSE” for REQUESTING ASSISTANCE:
wwm # fwd m el W o
5, No Medical ReportaiPrescriptions Attached
TH A wmmevsts B W 5 o e e B
fa) e 1
= T z s Z
1 | R o 2V A TR K T Z 1V
Q.UH O LI | . . O A ¥ A
L ﬂ-&”f Sl S >l o ,
) |
ASBISTANCE BEING AVAILED for SAME "PURPOSE- from OTHER SOURGES
v IR ® 4 W 3 e T s v o fem o w0
&1 No. NAME of OTHER SOURGE AMOUNT of A5SISTANCE BEING AVAILED
FH T 5 WM W T W i wwwE i




DECLARATION by APPLICANT: =% 571 Wmen wi:

1] 1 heraby confimm thal of detailly in this Form ame Tres 1o (hebest of my knowkedgs. Any fatss statemant will rendar niy Application & angoing asstancs, i any,
labie lor nejectonicancaiiabon,

21| sntermnly confinm that assistnees, f receivod from Kosniba Foundation, sl e used only for the “pumose”, as staled in his Fore, lor which such assistanie
wig requiatiagd by ma

3) 1 havaby confm thal | have nol & will ot n luture; avail of mimbursement, m part ocm full, rom any other sourcslemployetinsumance comgany, of the Amaunt
T 'swhieh this Bcoistancs | aaueied

Voo s f e e § ol oy fowr 3 Sped o s wm o w0 oot W S o v o o o & o A48 e o s b

T o g v Tiw e weE, R o W ol §, e o wvs o g F B e wi, @ e e A mome b

V) A e ww o o fam e g o sk o of &, 9w ofir @ e m s frem Pt s s feenele w3 @ b ot @ e 4 S
2 GREEMENT by APPLICANT (anfes ot 1)

1} By allixing my signature or thumb mpression on this Farm, | iApplicant) hereby agmee & aulbiorss Koshika Foundation and I1's Trustees 1o

usalpublishipul-updreproduce my. nime, adidress, photo & details of the “purposs”, for which such assistance [s requesisdigranied. thiough any

malim, meluding bt oot Inited fe verbal, prnt, eleatronic, for soliciing donalions for Koshike Foundation andioe disseminating information about it's

pelviliestachinvements. Such use ol my pholo & detalls can be mide by Kashika Foundiiion befors or aflar my freatment or fulfilment of the “pupose”
for which sssisiance is being regqussied

2 | {Applicant) ferther agree thal any such use of my name, address, pholo & detalls of the “purposo’, lor which, such assistance |s requestsdigrimind,
will nel automalically entitle me for receiving er canfimiing the said sssistance. The declsion Ior granting andior continuing the assistance will st solaty
with Ihe Trustoes of Koshiks Foundation, and thiit decision (a Ihis regard will ba final snd scceplable lo me

1) T W w6 A W e s, A () svd wei @ g w0 Cwifen st o s smind 0w sl wow f s o
o, et sl o P gwoww o ifien &, 59 Csfieaw o i o, aeEen gEt gt 6 s i st aesfed of ferd Bl off oo e

# gttn wed & F wfiemn oS wesw e 8w W o e g e fiv i st w e s )

2) A (wFmw) 1E wm @ e R T am, v, v sl T 9 e e F Tt 3 ol & o e s oW weee v v we

“wifimw " w=q FEe =i w0 Eede ol sl el g

APPLICANT'S SIGMNATURE OR LEFT THUMB IMPRESSION -
HETE ® PR Y AT

TR : .I L

AGREEMENT by HOSPITAL |&ums B0 %)

By affuing hiraundi, Bgnatiune of our Authorsed Sigrstory for recommanding This casaipatient for inancial essistance fom Koshiks Foundation. we
(Hosplal) hereby aftinn & accepl folkiwing.

11 thiat wi naithiar are prasenty nor will in fulure ovail of firancia! assistancs from another NGO orany other source, for the same pallonticass, ns we are
Fequesting 1o gol lrom Keshika Faundiation, o the extent ihal such assistanca is granied by Keshika Foundation, If the reguesied assistanos s nol granted
by Hoshiks Foundation, in part ar in full, then the Hosplisl reserves ii's right to miske up the thartfall from anofer NGO o any other source, This
eonlirmaton easentinlly states (hal the Hospital will not avall any duplicals essistance for the saine palfentcass fram any olher NGO of any other sowrce,
Z) The assistance from Koahika Foundabon @ only financiad in mature. The cholee of the ineatmentprocedure athvised/condusiad by the Hoepital on the
pritienl, 1 based on e diranganmant hatwesn the patient & the Hospital, and 14 in no way Influenced by Koshika Foundation. Hence, the Hospadal wil

aaswme sole & complets responsibility of the tredtmant & I1's outcome & safety of tha patienl, snd Koahika Foundation will have no role or rosponsibility
in the mattes

wort afir, weEd R s o sl s i e o T werme by fesfe o sl B, Bl e (peoee Froowmm oo w e b

1) o B % sd st S s o faf e fes oot doos @ el s v we ot F S om @ oo 4, 39 e e sife st
i fawfrufef 5= & mau d “eifm s oo ws gy e booft “sifew s g m Tl st o e i T o A e
et = & ol diem W PR s e A e A W sl i e b ow g o e v w # e s e T T e by fed
fr ot W m Fivel o e & S S

1 st wreET " W A vl wn s fof el W @) o0 W reeE oo 6 nf wee w T omd seeeiew s ogEm oh oo weem

o o faey sl e smedea” e B s sn i g o ) i wemer | iR S e g S ort o o Tl R v wems
o il sl a9 i o Fahod o d o e

RECOMMENDED FOR ACCEFTENCE

e « f weie  ARNAB MODAK

Date of Surgery ADMINISTRATOR

sl 7 : SH SAHARANPU

1;_5.35— ‘. [Name, Designation & Stamp of Autherised Signatery
Mo pigyStamp) on bahall of Hospital)

Tt 9 A W AW T S S

FOR INTERNAL USE of KOSHIKA FOUNDATION  =ifts avam 27

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=17t TR | A} T 2

o AF

30-11-2024




