SRE-C-2Y-06-0594

APPLICATION FORM FOR ASSISTANCE {Healthcare)
wWeTaHEl 89 ST WEq (TR SR )
AFPLICATION Mo @ APPLICATION DATE
————l Sl06 J_LL[_QZZO srT i
MAME of APPLICANT :
S S My, ‘H}Uum Lal
FATHER'SISPOUSE™S NAME :
DRESS il
rmm;mmu : TETE STE 9m

SOV (JX A Doz

ks

it |
( 0230) 5

W{hﬂj I UNMARRIED (sfeniie) ‘

DCCUPATION :
TOTAL AFNUAL DICOME {Atinch Proct of Incame)
e s s “8, ﬂﬂo e w v, NA

PAN No. if ami Fiss N H

ARE YOU AN INCOME TAX ASSESSEE [Tick whichover Iy applicable):
w9 9 O TW 4 (W 5 W W A W e s

Yes') Ho
W /T

FAMILY DETAILE winn Bam

8r. No. Hame ol Family Member Age (Yours) Gender Reintion with Apphcant
i Hqow T & A 74 () fam W WY W
ﬁn P. %
o ﬂ ‘f L | ™ i
hAh | ﬁ_

BASHS for REQUESTING ASSISTANCE (Tick whichevor in applicabla)
w5 it el e

BiL Card
[Attach Card Copy)

it tan % Wk wim T3
(T W W il T W

EWS Certificate
(Attach Certificate Topy)
P9 A e T
(v Sy W Wl s

fation Card
{Attach Copy)
A9 Wl

(v 1 %1 um ol e W

Any Other

W W W

*PURPOSE" for REQUESTING ASSISTANCE:

R ¥y e e W Tt
St, No, Wedical Reporta/Prescriptions Attsched
¥4 T sEmmvER 3 wi % e il dea
& ¢ ?
VWG| : = A SCenliz (Mnﬂ
\ g N "
F - _ _Sfili (aiauaf¥
—Sar T NPT ——
I Hg - SEN -
(P 3 2
ASSISTANGE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
@ Tgm ¥ W s e fen s wm @ fien e
¢ Mo, NAME of OTHER BOURCE AMOUNT of ASSISTANCE BEING AVAILED
R HE 5 TA W O =l ni wmwm ol




DECLARATION by APPLICANT. sFtow ot Yieey w35;

T} 1 hereby confirm that all detalls in this Form are Troe to the best of my knowledge. Any false staternent will rendee my Application & angofng assistance. if any,
liablis for rejectionichnceliation.

2) | solomnty oonfirm that aesistance, il mooived iom Koshikeg Foundatbon, will be used only Sor the “purpose”, oo statod in this Foom, for which such pssistehcs
Wi requested by ms,

3}1her||hroml‘mthlﬂhw&nuldmﬂrﬂm_hﬂur&.wﬂnfmnmmmpmammn,mammmmmmmmw,uhm
for which this pasistancs s requesied

1) % stwon wom e e oww g fed wd nd fewm A we F s e o wn ool s e o e e v w3 T B wt o
2) W g = e i Wt e, § @ oW o b, e T ot st W ofd @ it e i, o wmowes o o

1) A ofee wom f B P e oy e wde W vt &, @ ofn w0 wfew wowe foen el s e trmmolion wedl 6 3o e & sbe 3 o ofen 3 S
AGREEMENT by APPLICANT { 3ae% o ®)

1] By affixing my sgnature or Mumb impression on this Form, | (Agplicani) hemby sgroe & authorse Koshika Foundation and s Trustess i
use/publishiput-spfreproduce my name. address, photo & datalls of the “purpose”, for which such assistance Is requestedigrantad, through any
medium, inciuding but not limited 1o verbal, print, slectronle, for solidiing donations for Moshika Foundalion andior dleseminating information about It's

acthitiealachiovemaents. Such usi ol my photo & detalls can be made by Koshika Foundation bafore or after my treatment or hulfilment of the *pupose”
for which nEsimncs i being requesiod.

21 | {Applicant) furthar agres that any such use of my name, address, photo & detalls of the "purpose”, for which such essistance is requestedigranted,
will not autamatically entille me for recelving or continuing the said sssistance. The declsion foe granting sndior conlinuing the assistancs will rent solely
with the Trustess of Koshika Foundation, ond thelr doctsion i this regard will be final and sccepiable o me

1) W TR HT vEE W st W wm e, f (amdew) s mnoy w3 won { o i weem o vl =it ¢ ) sfiogn v f a0
o, w2 b o P g e o i R, el we sl o, s g Tt 3 Sl i et geeden) @ G fal o s o

# v W % fw afege ) At vy feew v ¥ e w s S W ¥ T Cwifw wedet w s sl 6

1) & (sodew) v owm & e o P S 9w, s, o ol e | e o wtedl W wide & o v e s e ol e wm e
“wifrm" v Iwe =ind s fein s b e v

APPLICANT'S SIGHATURE OR LEFT TriUMB IMPRESSION

@

AGREEMENT by HOSPITAL (wwam g% %)
By affixing hereunder, signatire of our Authorised Signatory for recommending this case/patient for finsntial assistance from Koshilka Foundistion, we
[Hospilal) hereby affinm & accept Tollawing:
1) that wa neither e presantly nor will in fulurs avall of Roancind ssistance irom ansther NGO or any other sdurce, Tor the sams patisnt/onoo, as we ore
raquesting to gel from Kostika Foundalion, o the exton that sich assistance i granted by Keshika Foundation. If the requestod assistance is not gramied
by Kauhilat Foundation, in part or in full, then the Honplial resarves i's right to make up the shortfsll from sndther NGO or sny other source. This
confirmation eseantlaly states thai the Hespital will not ovell any dupficate assistance for the same pationticase from ony otfar NGO or any other scurco
2) Tho assistance from Kothika Foundation is only rancial in nature, The choice of the reatmenl/procedurs advised/oonducind by the Hospilal on the
pationt, s based on the srangemant batwesn the patient & the Hospital, and in in no way Influenced by Koshika Foundation. Hanes, the Hosgital will

nssume sole & complate renponsiblity of the trentment & If's oyicome & safaty of the patient, snd Koshika Foundalion will have no role o responaibility
ini tha matiar,

WA W, WA WSS IR W st s d i e iy fewion o wlh #, B oww (eeeen) e e W = w wimr o )

L) we o m owtar s sy F fafe wee feell A woed wem o el ow win o Ol F O ow oA ok £ 29 e oel “eifem st
# farfinfsft =9 % v | s wea " go wwodg b ot Cshire seEmt oo o el s O s few e b 8 s
feaht s e wew won w e o oEE 8 W A W e e e b e o e v am § e s fid s e e g e
e woorlh e m T oS e @ o S

2. “wifimn wt # = of awsm vaw ffim e W b O W o om G ol e ow el o sreeadiEs ol o v

w e w fiow sl Swilfes wresdaa” g sl s =0 s oo ot ol v A ol S e e sl e Wi W Wi Feslol B o weem
Y Wt sty “uifn” o o ofiee w1 Rrctod o F o b

I - z

FOR ACCEPTENCE
® fog v

Date of Surgery Dr. Mo i

prodgl o T lﬂ!_:gg ADMINISTRATOR
12-06-200y - BAsthorised Signatory

(Mame of Dr. & Regn. No. with Stamp) on behalt of Hospital)
T W TH A AR Y T W W G T S w
FOR INTERNAL USE of KOSHIKA FOUNDATION  iifts 3wam 87
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
! TR 5 2

e I

25-11-2023




