MOM-C- 282 06— & 9 44

APPLICATION FORM FOR ASSISTANCE (Healthcare) K&hd@.
HETAW ¥ SEEA WEY (v YoreE) TS P T
APPLICATION Mo, APPLIGATION : Buiding ok of it
v M|06251 018G mmgﬂgﬂir
MAME of APFLICANT ; AGE-YEARS 71-frd EI‘HH
. - Veoste Bey | SS +
fmwes w1 A e Ww &hﬂ
-¢"’"-?I
ST : ;{ﬁf‘h.t f'ﬂ'\ﬂ,"ﬂ.’lt_ﬂ-", -‘ﬁm{ﬁnh}rmn{m
TOTAL AMNUAL INCOME - (Attach Proaf of incoma)
o ity s 4n,mi._ (3% w1 s )
PAN No. Tl W7 W g
ARE YOU AN INCOME mmw& plicabie Yes | No
T AN AW T I‘rwﬂwﬂﬂwm:nﬂlr o /W
FAMILY DETAILS sftus Pram
5. No. Name of Family Member Gender Riation with Appiicant
w1 TEY wﬁm:rt w A .;T{:T fiin SHTE W W
!_—
Nﬁn
Lt
e
BASIS for REQUESTING ASSISTANGE [Tick whichever is applicabis)
wern W frd Py sma
BPL Card
(Atach Eart Copy) (A Eartens opy) (Ao Copy) SecProct
nindt Ten o 94 v ™ s mm ool o e wd =1 W =
(¥ T W W W e W (w3 W W e (W W W W e e
“PURPOSE" for REQUESTING ASSISTANCE:
mhﬁlﬁﬂm&um-
Sr. No. Iesl ReportsPrascriptions Attached
w w 2 . m#mmdm o e
I VY-V SV B e
> LAY A
v
ﬂw
[y A 3
. [ . T L
\J
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W axiT W ¥ W s v feslt s e i e w7
Sr. No. NAME of OTHER SOURGE AMOUNT of ASSISTANCE BEING AVAILED
W s ::ruhmm .ot of wwram ovh
11
UL CS nza-n.a?l_




DECLARATION by APPLICANT: S7s% 571 5w vs:

1)1 heteby cosfirn fal od detads in Mis Form are Trao to e best of my knowlesge Any talso statamant wil ronder my Application & ongaing asustance, f any,
Eable for rejectionfcancaliation.

zjlwmmmnm,ﬁmmmuFWnn.wﬂhumnnhrmmwbm'_nﬂhﬁFw.!wmmm

was reguirsled by ma,

) | harsby confirm Bt | have nol Immmwl.nﬁdm,mnidmnhﬂ.ﬂmmuwmnﬂﬂﬁmm.mmcnmﬂr

fior which this sssistance s requesied |

1} & wirem v f e 7m w4 fed ol el fer &6 wd F srp e ol W ol s S o e m#ﬁliﬂmmt-ﬂh

nHwdmm'mm‘.iﬁ-dll,mmﬂmnﬂihih-h_inmiuhh

ﬂlﬂm{hmmﬁtnﬁiﬂi,ﬂnﬁtw#-whﬂnMwl-i!ﬁﬂuitﬂﬂﬁiﬂm

AGREEMENT by APPLICANT (5<% 20 #71)

1) By @ffxing my sgneturs or humb impression on this Form, | (Applicant) heseby agres & authoriss Koshika Foundalion and it's Trusless 1o
use/publsh/pul-up/eproduce my name, address, pholo & details of the “purpose’. for which such assisiance is requestadigranted, through sy

medium, inciuding but not fimited to vorbal, print, siectronic, for soliciting donations for Koshika Foundatien andiot finating information about i's
pttiviliesfachimvements. Such use of my photo & detalls can be made by Koshika Foundation before or afier my I ol of lullimant of the “purposs”
for which assastance i being requested.

21| [Apgiicant) further agrae hat any such use of my name, addresa, photo & datails of the “purpose”, for which such astistance is requestadigranted
will not automatically entitle me for receiving or confinung the said assistance The decision for grasnling andior conlinuing the asssstance will rest solely
with the Trustess of Koshika Faundation, and thalt decision ks (his regand will be final and accaptabie o me, 1

1) W0 WV W AT T Mimm,hm}mmdrﬁmtﬂ'mmtﬂw'ﬂ g wor f i i .,
o, i sl oy v 4 e £, T Sl e S, o1, W TR TR A g8 e s el ¥ e e @ v e
ﬁmmihaﬁmfuﬂimwiﬂﬂ&miwﬂtntnﬁ#h“ﬂmwﬂm"w#mﬁt
nimiw;wmim{ﬁhn,w,u\a#m:&kmimimﬂhiym:mimu!mnﬂi

“wifwe” v i st wa fnde affim s e e

APPLICANT'S SIGNATURE Oft LEFT THUMB IMPRESSION :
s ¥ peew w s m P

AGREEMENT by HOSPITAL (vwess ©1 wo1)

By aMuing hereundar, signiture of our Authorised Signatory for recommanding this cawe/patont for financial assistance from Koshika Foundation. we
{Hospital) hereby affirm & accapt lollowing. 1

1) that w neither are presently nor will In future avail of financial assistance from ancther NGO o any other sourse, for ihe same patiant/case, as we sr
mhqﬂmmmw.ummmmmhmwmwlmmuduimmmgm
by Koshika Foundation, in part or in full, then the Hospital reserves (t's right 1o make up the shortfall from ancther NGO of any other soutce. This
mnﬂmﬁmamﬂ:hnﬁ:uum-w-ﬂnutwﬂmyuupﬁuummmtmplﬂmmm“.nﬂwmumrnmrm
) The assistance from Koshikn Foundation i only financial in nature The cholos af the trestmantprocedure advsedicondutiod by the Hospitsl on the
patient, |s based on the arrsngement batween the patient & the Hospital, snd is in no way influenced by Koshika Hance, tha Hospitad will
I_nlumﬁlmmwm:dhWNEWIWIIWFHIMMMHMWFWW have na role or responsibility
n e ma -

et sen, weowt w3 sl @ Wil “wifon st 4 it sy feertn o) e §, fi o (e fiss et § e w s wrt

1) W i % o i ot 7 W e A firve wwe fiedt Ay ol e W e s v @ e e F 8w E o § 8 T e e s
2 frarfn e w9 < wee f “wifTe TEETRT g0 e iy T ) o e waden” wu wmeet Rl s 0] v few e k@ e
forht w e woeh wew o Sed s s e o w s e v 6T e F e we o § e o (i oee e i iy et

& wrert s u e w= wm o o Amebh)

3 “wifE wEt § W T T S A0 wsh W b o w peee oo 4 o e w et s ssasfem w e 0 o e
#mwhtﬂtﬁiﬂmm*mﬂmuﬂﬂmhMM#HimwﬁdTi: it fasied o e
e b e W W e @ et T a S o | 1|

o

Date of Surgery .
st f

Tt Sh] A1

FOR INTERNAL USE of KOSHIKA FOUNDATION it 39t 7q [

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A T | T

vl AE

20 -03 - 2025



