C24 - 11-969%

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kgshika
Rt ¥d STEEa Wreq (T AN ) foundation

AFPHCATIDNH:) D / d a? q_ /{j 9 o { mul:.mm DT);L “ :2 fl— . lulfdim ndh I -

NAME af APPLICANT : AGE-YEARS 51q-a

R Ny 5 ol = F
FATHER S/ISPOUSES NME'

mﬁﬂimtlbéﬂﬁﬂﬁ

Wkt -

Euﬁfm jﬁ;iﬂ

S G Maket s n s e il e

TOTAL ANNUAL INCOME - (’ {Attach Proof of Income)
st — 7oc00 [/ F[Mg%tr LG gz (ST e Sem)
PAN Mo, #arf = He

ARE YOU AN INCOME TAX ASSESSEE [Tick whichever ks applicable)! Yes | No
WA AN w0 E (O W R 3W O OHE W e S e B
FAMILY DETAILS witam fagm
St No Name of Family Member Age (Yaars) Gin:llf Relation with Applicant
N T 3 e s W () AT F WY T
P ] T E 2 A £ -
!L_LI Wﬂﬂﬁ (po _i‘ f’.{,{.’lﬁ,{-"r’

BASIS for REQUESTING ASSISTANCE (Tick whichaver i applicable)

e & ford faafa smm
BPL Card EWS Certificate Ration Card Any Other
(Attach Card Copy) (Attach Ceriificate Copy) (Attach Copy) Basis/Proof
it T w A w9 ST W A g mmﬁ‘ w5 il T
Cqnmn T & W ufl T W Oy s e i e Wi {war w W wm w HE W)
“PURPOSE" for REQUESTING ASSISTANCE:
wwr ity R e | T
Si. No. Medical Reporis/Prescriptions Attached
T _ sty # Wil =1 aeET g A
el EA ! T 2ch1ll L_&,W
(1 i s i el JU L0 s ¥ y
L PEF
B s o s S L oY
o7 Ke—"Phoen+ ot
(27 Jguc?_ﬂzm-) IOl o1 A
Aﬁlsmuce BEING AVAILED for SAME ~PURPOSE" from OTHER SOURCES
7 ayn W s g PR s wie 9 fam o e
5r. No MAME of OTHER SOURCE AMODUNT of ASSISTANCE BEING AVAILED
FH HE = FM w A =t wET
A WLV V= 4] 7
LA ) Y OB
e - 7
I




DECLARATION by APPLICANT, sTaee Bm WMl =W:

1} 1 hereby confirm mat ol detaits in Tis-Eorm apo True 1o the best of my knowledge, Any false statemotit will render my Application & angolng assistance, i any,
liakle for rejuctionicancellation )

2) | salsmnty coetitm fal sssistance, [ recenved from Koshika Foundation, will be usad only for the "purpose”, as slated in this Form, for which such assistance

WiEs feCuesied by me

3) | hiraby confirm that | have rot & will not m huture, avail of reimbursemant, in part or in full, from any other sourcelemployerfinsuranca company, of the emaunt

for which i assistance |s regqlested

11 A s wn f % @ awn A R o wd e a6 wew # s we e we oo e e o W s o wem & A 46 e e o W R

2) & g W W i Cwte v, @ w ot b, e o s sten w1 g # fe e omm, o e § o i

1) 4 i wem € T T wm b we s g & 3% i W wine w owen fiem el e EnrEmEEm W ® 7 A d o 3 R ofew F A

AGREEMENT by APPLICANT ( si=s g1 %11

1) By affining my sigratire or thamb imoression on this Form, | (Applicant) heraby agres & authonse Koshika Foundation and it's Trustees to
uge/publshiputupirapreduce my name, address, phato & deteils of the "purpose”, far which such assistance Is requestedigranted, Ihrough any
medium, incbiding bul net imiled 4o verbal, print. electranio, for soliciting donallons lor Koshika Foundation andior disseminating nformation about it's
solivitiesfachicvemants. Such use of my pholo & delails can be matde by Koshika Foundation batore of afler my treatment or fullliment of the “puspose”
for which aasmiance s heing requested

21 | Applicant} tudher agree that any such use of my name, addross, photo & details of the ‘purpose”, for which such assistance |s reguestedigranied,
will neat aulomatically &ntithe me for recalving or conlinulng the said assistance. The declsion for granting and'or continuing the assistance will rest solely
with the Trdtess al Koshika Foundation, and thair decision is this regard will be final and soceptable (o ma

) TR W W AT TR N S R W e, (st e mesin w g s o vd Cwifne sty o owe i ¢ w1 sivew s g s o
i, ot Ao P g e o wie @, e e e S, g, e g T | e il s anete] T Rl o wen e

| yafm w79 % fw sfims &) 5y W faar 9t v & e W we © w0 % B e weEeT e s sfugn &

20 & (s7aTw) TR oW W e f TR A am, T, e ol fre 3 fs weem 2 SeEed @ Wi 99 R weE W w9 e 18 Ty

ot e s snlid Tl s s e

AGREEMENT by HOSPITAL (weamm g0 & )

By affong hersunda, signatune of aur Aunonsed Signatory for recommending this case/patient lor financial assistance lrom Koshika Foundation, we
{Hospital) hersby alirm & accept following

1) that we neither are presently nos will in future svail of linancial assistance from another NGO or any other source, for the same patient/case, as we &ra
reguesting to get from Koshika Foundation, to the extent that such assistance s granted by Koshiks Foundation. Il the requested assistance is nal gmnted
by Koshiis Foundation, in par o in full, theh the Hospital resarves it's right to make up ihe shortfall from another NGO or any olher source: This
confirmation essentiaily stafes that the Hospital will not avall any duplicate assistance for the same patlenticase from any olher NGO or any other source,
2] e assimtance lrom Koshika Foundation is only financial in nature. The cholce of the trealmenl/procedure advised/tonducled by thi Hospital on the
patien, b bassd on the ammngement batween the patient & the Hospital, and s in no way influsnced by Koshika Foundation. Hence, the Haspital wil
Assume soli & complete responsibitity of the freatmant & Vs oulcome & aafety of the petisnt, and Koshika Foundation will have no role-or responsibllity
in the matiar

wit v, w1 S0 A RAT W w et § el e gy et o 8, fel e (e fE g S e e wieR 50 8

1) =8 3 9w siw R wie 3 fe wwen el e soed s ow el s e ® IR TR 4 @ om A w A s e stfe s
& freinfet 9 = wam 4 i we go g A e # o e e g weem feds sl iy s ) few a2 s
Tl s e T s W D s e A T S W sfeer e T 3 wogfe d v we w @ T s i wes e drieme b Re
1w Hew o e s w8 AR S

1 “sifir s 9 o of e Swe falm v w6 o0 W e g S o T W R T e W g i o e

s o wa T & ol *wifre wreve g faed s o = e ol el e d 0 S e e s R @ s el o veee
w1l ahy Cwitew W wd i m Teetod o owee A e

RECOMMENDED FOR ACCEPTENCE
wE & fon deh
Date of Surgery
“ansulti¥ CoMsufiA (Name, Designation &

L7129 (Natio ofDr. & Regn. No, with Stamp) R

U g v B b

FOR INTERNAL USE of KOSHIKA FOUNDATION ~ #iifts 3w 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= T | A TR 2

Y S B

o/

18-08-2024




