.- SRE-C-2Y-06-0562
APPLICATION r-;o;u FOR Asnar;s;'mce (t;ar;wmi;:% ) E%h&'fﬁ

mmm: [: 5 ”’““W““"Jj-ﬁﬂ-jq_] Buliing block cf .

Eﬂmm: S L”ﬂljg ml::‘fﬂﬂﬂ s-= | sex fin

sl Msy, Hm‘H 69 M

GESILEMLE
u?'lllrlu.

heaH ]
Chadam Ly, S Bk 'ﬂff!ﬂ;ﬂ.uﬁﬂﬂ.u
[ 144181 F ' i ELTH:
ADDRESS - Tun Sw#ig o
——— Cami X abauc
OCCUPATION : wﬂm:ﬂum{m
TOTAL ANNUAL INCOME : (Attach Proof of | \
A it 5 _;-%B: 000 o e vy, [NA
PAN No. TI§ =/ il
ﬁmmmmmmd‘gimmmpﬁmg Yes | No
T WM S ET UM # (3 50 IR W W oW Fme s B AT
FAMILY DETAILS ftan fammn
Ge. Mo Mame of Famity Memtiar Age (Yoars] Genter Relation with Applicant
w9 wE fin § e % T 4 (i) fim HETE % HN W=
i1 ol EI e,
e ity
' o
(4] 18 1 n S OnN
BASIS for REQUESTING ASSIBTANCE (Tich whichaver is applicabia)
e & Tl fedfa s
BPL Card
(Attach Card Copy) (A B Cep] (Attach Copy] b e
it o o S wmm w s wr ol TUGEN W e
(w4 W) g ol e w5t (FE W W W e s (T w1 %) e o e W e
“PURPOSE" for REQUESTING ASSISTANCE:
wrrem ¥ fed o fewlt W agie.
. No. Modical Reporta/Prescripions Attached
W FopEEEs o Wi w o v [ gae
[<] 9 == ==
S —— I rhf[]?!ﬁ.bhgrrr
. -]
- I E - 10t ] SFRIVL (alddiicdT
o =4 -
= ..ll"— T T v ot
ﬂi‘uj_(q_f}-{jl = IF - STCS LIvA PMITH
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
% IR % ¥ W 30w fest o wm R e oo w2
fir. No. NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
T FHEA 5 T W I #il nf wgrom il




DECLARATION by APPLICANT. HiT% [ =g =0:

1} | heraby confirm that sl detais in thes Form are True io ihe basi of my knowéadge Any false statement will render my Application & ongoing sssistance, If any,
listile for rojection/cancelation

27| sodamnly confirm thet assiiance, f recetvd from Keshika Foundation, will bo used only for tho “purposs”, os statad [0 this Form, for which slch nesisiance
was requesied by me

3) | hasreby confirm fal | have not & will not in futune, @vail of rembursamant. in s or in full, from any other sourcafampltyetiinsurance compeny, of the Wmisun|
for which thes mesiblance |5 reijlested

1) 8 sy won w8 Rl el fawon S e ¥ g s o a0 oft o e o s s v e A S0 s B W w e |

3) Wi g W) i Wi W=, 6 E w8, Tow T e st W off o fee few spin, o v owee o wn o

+1 -9 ofie won f fa B e g e w1 oo € T ofe W s w v o el s e frdeweds vl @ o9 o e b o ot e F A
AGREEMENT by APPLICANT [ sraew g0 &)

1] By #fixing my sighaturs of thimb impression on this Form, | (Applicant] hereby egreg & authorise Koahika Foundation and i's Tristees o

use/publishiput-upfreproduce my name, address, pholo & detais of the “purpose’. for which such assistance is requestadigranted, through any

medlum, Including but not limited 1o varbal, print, electronic, for soliciing donations for Koshike Foundution andor disseminating infarmation sbout it's

ooiivilies/achlevements. Such use of my pholo & detalls can be made by Koshike Foundatlon belase or after my reatmant ar fulfilmant of the “pupose”
for which neskstance is biing mequeiad

21 [Apphcant) further agros that any Euch use of my name, agdress, photo & dotalls of the “purpose”; for which such assistance i requesiodigrantad,
will not msiomatically entlile me lor receiving er continuing the said assistincs, The decision for granting and/or continuing the sssiutance will rest sololy
with tha Trustizss of Koshika Foundation, and their decigion ty this régarnd will be final and accepiable 1o me.

1) W T W AT W WA N o e, § (i) v e o o won { o e srite o o sl * o sifiegr wen o v dn o,
i, s sl o e gw v o it 8, at S o swh, o st 3R agdes O o il sl svefesd W Tl Bt @ we wem

Wyt wed W fo sl 1§ v oW e o oW W o 2w ¥ f st woe” W o afioge

23 & (sadee) v e A wear o B S0 e, W, s ol e St Beoanen w Setel @ wfde & R e weem w e S W v e d

*wifrrer™ wus 3wk =il wr ety s alty el v
i

APPLICANT'S SIGNATURE DR LEFT THUMB IMPRESSION :
by HOSPITAL (e g %)

W W YRR M SR W e

By aflixing hereunder, signature of our Authorised Bignatory for recommeniding this casa/patieni for financisl essistance from Koshika Foundation, we
{Hespital) hareby aftirm & accapt following:

1) that we nelther are presently nod will i futibre avall of Snancia! eesistaince from anothee NGO or any other source, for the same patient/cass, o3 we ors
mquesling 1o got from Koshuka Foundation, to the exian) that such assistance i granted by Koshika Foundation. If the requested assistanca in not granted
by Kashika Foundation, in part or in full, then the Hospltal reserves [i's rght to make up the shartfall from another NGO or sny olher source. This
gopfirmation essantially states that the Hospits! will not avall any dupficate assistanca for the sams palient/case fram any oftmr NGO or any othor sourcs.
2) The assistanos from Koshika Foundation is anly financial in rature. The cholce of the treatment/procedurs advised/oonducted by the Hospital an the
patiant, is based on the arangsman| betwean Tha palient & the Honpltal, and i in no way Influenced by Koshika Foundation. Honcs, fha Hosgital will

assime sole & coinplale responsitdity of the troatment & s cutcama & safaty of the pationl, and Koshika Foundathon will have no ol of mepomsibility
in Iha matiat

wel e, wemed WA s S smRa W) “wifioen e & Tafn s oy feefte o ol 8, Bl v Qo) T e @ e n s @)
1)y e W wwheg sty o it F fafie s fieslt e ol e Bl w v o e Drftamed F R w R ok, 48 e ot “uifem i
#® femfmdei v= = s d “wifw st oo e v B ol sl s on wen Rl sfessee d s ol fes oem 4 F s

fslt s v wem w el s TR R T S oW sl i e b e e d e wn wm # e s fide s we it iy fied
&y wreh vew m fadt oen wes A W) A

2 “wifirsr wrte T @ vt of awen wee fefien ol o B R o wemmer g 8 of e w e om e o e A ol s

3 e i ¥ ol “sifem wew o el v = sl oo it b ol v d 0l S e o s ot Wi Reied o of e
v it sl “wifw W el g o Pedolt wowet el

A i1t .
Date of Surgery MALIK
i % D“mm-mﬂ

12-06-2a2y} (Namo of Dr. & Regn. No, with Stamg)
T H T A A A 3
FOR INTERNAL USE of KOSHIKA FOUNDATION  sifts avaim i
SIGNATURE of TRUSTEE 1 e :
i T | W w2

/__E_gU/I/E’ -

26-11-2023




