Bufl- ¢ —31- 04 -04md

APPLICATION FORM FOR ASSISTANCE (Healthcare) K[%"llka
HETT ¥ SEET WEY (TR FEVT ) e
- oundation
APPLICATION Mo APPLICATION DATE : [ ~ 0 i J §— [Srr——T.
e 0 as] 0234 T -
MAME of APPLICANT J AGE-TEARS 305- | sex fin
ol Mickvp  Heul Sa F
FATHER S/SPOUSE’S NAME : .
fomwg w Lok Rupn
PRESENT RESIDENCE ADDRESS =Wm .
! o V1 th - - =
f i
o Y4 CHhein-
PERMANENT RESIDENCE ADDRESS - W
Be ahiwe
OCCUPATION | -
e Hopne  Miker MARKIED (Pea1i87) | UNMARRIED (i)
TOTAL ANNUAL INCOME {Attach Proof of income)
o i s <l b= f_ﬂﬂirjg} (9 W E e NA
PAN No_ Tt mr_Hem 7 L IR
ARE YOU AN INCOME TAX ASSESSEE (Tich whichever s applicabla): Yes | \]
¥ N A R oW f (9 9= W 39 W W W e e o (=
FAMILY DETAILS ftam T
Er. Mo, Hame of WMembar Bender Rulation with Applicant
¥T WEm e 3:3; fin FPETE % TW T
13 i 7a) i T
BN Haiikna 2% 5 Lﬂ'ﬁgﬂm
53 Teafanil L ) % hiand Xon
BASIS for (Thek whichever is applicabla)
wrem % ford fafa aman
BPL Card Cartificals
(Attach Card Copy) (Attach Certheats Cop) (Aiach Copy SaaiPesst
wi e W e v v e s wl wam o Ty Wi = o) W
e e w e u s (v T W e R R W (T T W O R wE W
*PURPOSE" for REQUESTING ASBISTANCE:
Ty Y T R w T
Sr. No. Wadical Artached
¥4 W segmyaTe # Wit W) o v el s
= L A
‘_Ulfjgmn [ RF = Seule Cittald
|
rE——<alle Gl
T exy o [E— CICL  Wpn Pmomi
ASSISTANCE BEING AVAILED for SAME ~PURPOSE™ from OTHER SOURCES
v gt W o W s awen Al s i d e e 6
™ NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
=0 W WO TN W W ot o wwTen T

M




DECLARATION by APPLICANT, 8T 250 S

111 hevety confirm Bal sl detads in uuanTmumudwm.mu‘mummaanImm.:fmr.
tiatle So¢ rejection/cancellation

2} 1 nolemnly confirm that sssistance, i received from Koshika Foundafion, will be used only for S "pirposs”. s stofed In this Form, for which such assistance
was reguasied by me

3) 1 vy confirm thal | have not & will ot in future, avail of rembursemend, in gt o in full, from any olher soutcelemployesfirsurancs company, ol the amount
feoe shich s aesistancs = regumaied

1) 8 e wr T g e o fed o ared fawre S8 wert € s e o =R b ik W e o e e ww e 8 88 smm B o w wE
1) wtgm W wren ofn C e arreEt, Ao w oo, v av ol ovees o g 8 fil fem wim, @ owen d oo b

3) & ofe s { e Fom v o o el o 9 o w afow e T el arn s friadn we) @ @ v & ol @ o o

A GREEMENT by APPLICANT | s o w01)

1) By afiing sy signaturs o thumb impression on ihls Form, | (Appicant) hereby agree & autharse Koshika Foundation and s Trustess lo
use/pubishipul-upireproduce my name, sddress. pholo & details of the “purposa”, for which such assistencs is reguestodigranted, Mrough any

madiurn, inchuging but not limited to verbel, print, electronic, for soliciting donations for Keshika Foondation andior dissaminaling information aboul s
sctilles/achievaments. Such use of my photo & detalls can te made by Koshikes Foundation befare or afer ry trestment or fulfliment of e *purpose”
for which assitance 5 being requested

211 pAppheant] furthar agree thal any such use of my name, sddress, photo & detals ol (he “purpose’. for which nuch asssiance i requestadigranted,
will nol syiematically entitie me for recaiving or sontinuing the said sssistance. The decision for granting andlor conlinuing the asststance will rest solaly
wilh the Trusiess of Koshika Foundation, and their decislon is This regand will be final and acceptable to me.

1) o s v s o e, (o) sl el of g s f o Cwifen srtte b e caniiel * w) s won f i s,
v, W e g ow o sifier §, W) sl we s, o9, wenw gut axte @ o ol sty sweferd % St el @ v e

7 i w3 fom oo 1 S v W foew 6 w8 e w8 e @ fe i sl T it st 4

1) 4 (sies) w2 wem f 5 Ao Tw, w92 s fewe o B wee T A it | g e see W T W v T osEw d
“wifiren* T T =afeed w0 Eete s sl o o

APPLICANT'S
T W T

SIGNATURE OR LEFT THUMBS IMPRESSION :

AGREEMENT by HOSPITAL (rmmes gm ®1m)
By affiemg heveurder, sgnalone of eur Authorsed Signatory for recammanding Lhis casa/patient for financial sssistance trom Koshika Foundation, we
(Hospital) hereby =frm & acoept following:
1) that we natither ane presantly nos will in fulure avadl of financinl sssistance trom anolher NGO or any oihar source, for the same palient/cose, o8 we e
requesting to gol from Keshisa Fourdation, 1o the exlent thel such assistance is granted by Koshika Foundation. |l the requesied assintance i3 nol granted
by Hostuka Foundabon, in part or in full, then the Hospitsl resenes it's right to make up the shorifell from another NGO or any other source. This
confirmation essentally sties thal the Hospial will not avall any duplicste sssistance for the same patient/cess from any other NGO or any other source
2) The assiutance from Koshika Foundaton is only fnancial in nature, The choice of the reatment/irocedure advised/conducted by the Hospétal on the
patsant. is bassd on he amangement beiwaen the patient & the Hospital. and i In no way influenced by Koshika Foundation. Hencs, the Hospital will

assuime sole & complele fesponsibiity of the treatment & it's outcome & safely of the patient. and Kashika Foundabon will hve no role o responsibility
in e meatter

wt sifiey, womed o s @ o dh s Cwifn wbe @ fdien s wy fewdon o e B Rl wn (e B ger @ wee o vl e
1) W e o e ol s W ofre o ffr s el s s w falt o e @ v et of o w8 o £, A e et “aife e
A SmffeeR s 3 o d Cwien s on e dy B b ol Csifive wastva” g mr el afecass i v owd fen wn £ 8 s

fesdt s b et wee w e s A S mown o R sfewr grike v § e e e v we § e srens i v e Al iy el
B o) vivaw ) Pl e wg o o s

: “wifew wrs" @ @ of emm wae falm
= Wi = fowm & ‘el vt B0

ﬁmm-w-ﬂw-

& & B w e g @ of s ow Tt w0 sreveiem W e Sl oo ren
v\ o v 9 b pfied o 4 ol ¥ e e o el W 9 o fesod B o v
™ e E o i

Date of Surgery ;
e a1 7 UBBS, WS, Ophihaimacdy Assistant Adminisirator

FICO (UK) bleapitabed Signatory
efu | i e

mnhﬂmnmummmm sy v £y

SIGNATURE of TRUSTEE 1 |l SIGNATURE of TRUSTEE 2
=l T | ol R 2

&7 ) 2%

30-11-2024



