SRE- C-23- 08- 0569

. £

(Healthcare)
(FTeqg SEE )

APPLICATION FORM FOR ASSISTANCE
HOTHAl B9 SUATA WIS

APPLICATION Mo. ; APPLICATION DATE : (1 - g€ - Jed Yy
wagd fodl

v L]
Koshika
fnunaitlnn

l-mlifﬂilllﬂi

AT W

HAME of APPLICANT
IEE W

S/0624/01 86

; AGE-TEARS WI-w% | sEX fifm
Mot San um-f . 64 P |
FATHER'SSUPOUSE'S MAME -
sy w W8 A A

F T Akam. Ual APl
ﬂﬂmmnmtnm,miiirrnh

PASTE PHOTO HERE

Pmof Toct op

eanvass (0186)
Saml gl qllalue
i e H&Eﬂl Makei AR (i) | UNMARRIED (s
TOTAL ANNUAL INCOME : {Attach Prool of Incorna)
% e ﬂ_o_o_tfam.:%_mcaml (v e wn NA
PAN No. =i wm wwn N/
ME!DUAHMTHWUH“M“WM} Tmuu
AT S F O ¥ (e v osm 9 owh oW P
FAMILY DETAILS uﬂmm
S No, Hame of F Momber {Ywars} Genda Relntion with
> R oy preiade b gl
ﬁ””
= [ o
ﬂ E,'i . /
e
BASIS for REQUESTING ASSIBTANCE [Tick whichaver is applicabla)
we & fivg fafa sma
BPL Card
(Attacn Card Copy) (Asach Corticars Copy (Atoeh Cooy Ay Other.
it tan ¥ SN T T e W g T Fuviaa w e
R A o (3w o8 i s s (e Ty ) w g v W o
“PURPOSE" for REGUESTING ASSISTANCE:
wrem ¥y fet s W At
Sr. Mo, Madical Reporta/Prescriptions Attached
Y W seymrveis 3 will ® nf wfieke g wea
b, B 4] [
[Uﬂnﬂl,& — KFE - SE&IZE (afHal

S‘U J—f? EJ-\‘LL;’ —

¥ 3eew % ¥ Wi s weme fel s e @ T o W

BEING AVAILED for SAME "PURPDSE" lrom OTHER BOURCES

NAME of OTHER SOURCE
s TEN WA

AMDUNT of ASSISTANCE BEING AVAILED
# o o it




DECLARATION by APPLICANT: wiies o s wa:

11lrumuy-mnﬂnnmlﬂmulhman-nm'fm:ﬁlhhﬂdmfmm.wm:Wﬂmmmmlmm.rrmy;
listre for rejection/cancallation.

2] | soleminly confirm that assistance, If recorved from Koshika Foundation, will be used only for the “purposs”, as stated in his Form, for which such assintance
wos requeyted by mo.

3) 1 harety confirm that | fuee not & will not in feture, @l of rembursement. in part or in full, from any other sourcalemployerinsurance company, of tha amount
I which this assisiance s requested

1) A oy w € 9 5 wes 4 el nd el e S8 sl € St e o w0 bR ol e v e mwmi*ﬂmﬁmﬂtﬂhh

2) W g W wE wn Cwee s, # o W b wasn e wE wEe S g ek e i, o e we ol s o b

1) # wfte wom £ fie fom o & o wnds o &, = ofn W slew W s e el e o R s @ 9 A e ole oy o oive o W
AGREEMENT by APPLICANT (sites g sut)

11 By affixing my signature of thumb impreasian on this Form, | (Applicant) herety agree & suthorise Koshike Foundation and it's Trustoes o

use/publish/pul-ypireproduce my name. address, photo & delalls of the "plipose”, for which such assistance ls requested/granted, heough any

medium, Including bul not Umited 1o varbal, print, elactronks, for sollciing donations for Koshika Foundation andior disseminating information about i's

activiliosischievements. Such wse of my phate & details can be made by Koshika Foundation bofore or affer my Irestmant or fullimont of the “purpose”
for which nssistance |s bejng requested,

2) | [Applicant) further agres thal any such use of my neme, sddress, photlo & detsils of the *purpose”, for which such ssaistunce iy regues h

digranied
will not mutomatically entite ma for teceiving of continuing the sald assistance. The decition for granting andior cantiniling tve sxsistance will fest solaly’
with the Trustoes of Koshika Foundation, and Their decision is this regard will be final and ncoeptable to me

1) ¥ W W e vEme w sivd o s, @ (spdes) el w3 gfe s o o “wifve wrEtes ol st it of sfese e o ot e,
s, i sl s Poee g@ owwe A i 3w it oo =i, OE, weEvw (R b O g wfeiaded sin omied o o el o wm oee

# yaftn wvd o Py sfo 9 oy W e O v @ ot e 9w ¥ B twifos woeiee 0 = sdlege |

2) & (ombew) o ww & wom o fe o T, o, 9 s e o e oweem  wetne o with & R e om0 W T e o

“ i o awe =il w0 Gefe s she sl v

APPLICANT'S SIGHNATURE OR LEFT THLIME IMPRESSION :
wEEE ¥ W S = e

-

AGREEMENT by HOSPITAL (weima @y si)
By affeing hersunder, signalure of our Authorised Signatory for recommanding this case/patient for financial asslstnnce from Koshika Feundation, we
(Haspital} hereby affirm & accapt tallowing:
1) thl wie naither are presently nor will In hiure avai of financial ossistance from another NGO or eny other source, for the same patisntcase, oy we ore
requesting 1o gel from Koshika Foundation, to the extent that such assistance b granted by Koshiks Foundation. If the requested asslstance Is not grapted
by Keshika Foundation, in port or in fufl, then the Howpital resssves it's right to make up the shortfzll from anather NGO or any ofher source. Thin
nfirmation essantialy stales thal the Hospitel will not avall any duplicales essistance for the same patipnlcase from any olfver NGO or any ather sojrce
2) Thet assistince from Koshikn Foundalian ks only inancial in nafure. The choice of the eatmentprocedure advisedicanducied by the Hiaspital on e
pationd, s baned on the smangement betwean tha patlent & the Hospital, and is In no way influsnced by Koshika Foundation. Hanca, the Hospital Wil

ainume sola & comgiste responsthility of he treatment & s outcome & safaty of the patienl. snd Koshika Foundation will hisve no role or rospansibility
in the matier,

ot s, weamd w9 s 6 ek w) il st A faliw s 6 feertte o o 8, e e Oasee) e o @ we o wlen w

1) W 1% 3 whar oy v 1 o F firfie T el ol e w feel o wim @ T oot F o w o o W T oo e gt
W foruforvied =m o o o “sife st go s iy e ool Cwive s g s ey e iy s i e et o ses
st s i wrerd wen W e o e | e o w1 sl e Tem & R g s ww e § e o fipfe e e b iy e
#r wolt diem w el s Te @ Al

2, *wif wrkvE " @ @ of wem sae il v e & T u v gm 4 of s ow W T s o oo e

% v wi v § sl *edfo st g el v W el e T ol v 0§ e e sl SR el wlh el 3w v

wi woit sy “wifisa” W W qftes m Pl w ot d it el
. RECOMMENDED FOR ACCEPTENCE y&"»

wight & o e ARNAB Mc
Date of Surgery '

edsgirgird Dr. ADMINISTRATOR
01-06- Ja2y| : No.-1 (Name, Signatory
¢ Fani! mmm.uqn.nu,mmsumm on bahall af Hospital)
T W T L TN 9 W VA Wi s
FOR INTERNAL USE of KOSHIKA FOUNDATION 3=t T5WR1 1Y
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i T | =l e 2

7 BAE

25-11-2023




