Mom.

-2 Y06 - le98™

APPLICATION FORM FOR ASSISTANCE
HEEW ¥y WEE WY

(Healthcare)

( TEmEY TR )

Ko‘s’hika

foundation

Bausiding biocs of il

moawr: . M| 06240 28 F || kL)
NANE of APPLICANT ’- ' | YE
W A Je—m_&qub

FATHER"S/SPOUSE'S NAME :
sl bl Kch hohsran

A " PRESENT RESIDENCE ADDRESS aui

al T Pahoig

CTeal — UFas__Paadrch:

[
P Te TN S o S :

%”‘m’ LﬂJ;-hu.h - o e ‘
TOTAL ANNUAL INCOME -
WA i s @ﬁm !r ot e )

PAN No, T W@ T

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is
W wm oA W T k(W = W o m w w P e

Yen | No

U

FAMILY DETAILS sitam fammm

5r. Mo, M f Family Member Age (Years) Gendar Relation with Applicant
Lkl ﬂll‘!:uﬁgnlmw | 0 () fam L e R U
I
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
merm & fed fela amam
BPL Card EWS Certificate Card Other
{Attach Card Copy) {Attach Certificate Copy) {nh_cm:-:;j ;;“"w
i e I v T = i
(W W wew ol e owh {wam wwy W) wra i w (7w T W orw wfh s W XN W
“PURPOSE" for REQUESTING ASSISTANCE:
werm ¥y R R ferlt = e

SRR @ W W ) v

S, Ne Medical R Anached
7 T~ 5 ] =1 i l.
| PCETY ) | @;; g;;:l € Chutake O

3 fe
o | Js - Renlle a~ndwial]
|
= . 0 5 il
A ZIWE K A= ) (4 N VTTE N
ol :
L/ W
L
ASSISTANCE BEING AVAJLED for SAME ~PURPOSE" from OTHER SOURCES
ﬁ!{iﬂiﬁﬂmﬂﬂmﬁnﬁmﬁmﬂhmm
Sr. Mo, WAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
=N e = T R rrln;mm‘l’r
: ‘Doce SovoT-




DECLARATION by APPLICANT: SmiTw 5w W w1

1} | hersby confirm thal all details in this Form are Trug to the betst of my knowledge. Ary false slatement will render my Application & ongoing assistance, If any,
Sable for relsclonGancellation. . i

211 solernnly confirm that assistance, If recatved from Konhika Foundation, wi be used only for the “pupose a5 satod in this Form, lor which such ansstance

was requested by me. _

331 harekyy confinm Bl | havee nol & wlll not in fature, rvall of resmbursemant, o part o in full, from any other solireslamployerfinsurance company, of the amount)

for which this assistance s requesksd

1) & v wom € B g o o fed e P S e & s e o n ) wfe wif faee o wes e o ot 99w fo o w el §
2) @ g @ W ofn “wifee soEeet, § 6w oft €, TR e T vtee o off # ft far ande, o e wen F woom b
1) 4 e wom 4 b P we d o b o w8, 7w ol oW sl w e e fel s dnfiewaa werh @ 3 6 e # obea @ o

AGREEMENT by APPLIGANT ( sie® g 01)

1) By afiaing my signatute of thumb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundation and I's Truslees lo
useipublish/pul-up/reproduce my name, address, photo & dutalls of the *purpose”, for which such assistance is requestodigranted, through any
medium, including but not limited to verbal, print, electronic, for solloiting donations for Koshika Foundation and/or disseminating Information about it's
acilvilles/achievaments. Such use of my photo & delalis can ba made by Koshika Foendation belars o after my treatment or fuifilmenl of the *purpose”
fer which assisianon |s baing reguetied.

2} 1 (Appbomnt) turthar agroe that any such use of my name, address, phato & datalls of the “purpase”, for which such aasistance is equestedigranted,
will not suiomalically enfifie me for receiving of continuing the sasd assisiance. The decision for granting and/or confinuing the assistance will res| sobaly
wilh Ihe Trusteas of Koshika Foundation, and [heir decimion is this regard will ba linal and scceptable o me.

1) owr o s pEme o sind ) ey wewr, f (apbew) ol e W) e o o o “wifewr wetit sl T sid ¢ wi s e o fie g am,
wn, Wia aln 9 fiewn v A 9w 1, 5 wifew T S, o, e R g ¥ e el s el ® Bt e o wm e

B gafe w0 % ey wege S wws W fem @ g ¥ W W o 8 e § B i sl w s wfge §)

2) & (swdew) wm W & wem o e A am, T, o0 obe fewm W s we W Teivel S whin § R e T W o T o ey F

"t e g dd W frts o odt we v dhe L

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION |
s ® e W N W P

AGREEMENT by HOSPITAL (Wemme Em %)
By atfung hereunder, signature of our Authorised Signatory lor recommanding this casefpatian for financial assistance from Koshika Foundation, we
(Hozpitnd) hoeraby affirm & sccept followng:
1] thind wer neelifher are presentty nos will in future avill of linanclal assistance from another NGO or any othar source, for the samae patlent/case, as we ame
reguesting o get from Koshiks Foundation, to the sxden! thot such assistanca is granted by Koshika Foundation. Il fhe requested assistance & nol granted
bry Hashika Foundatlon, in part or in full, then the Hospital resisrees iU ight 1o make up the shortfall from another NGO or any other soufes, This
confirmration essantially stz that the Hospital will not aveil any dupficaie assistance for the same patient/cass from any olher NGO of any other source
2) The agsistance from Eorhika Foundation i onty linancisl in nature. The choles ol the irsalment/procedure advised/conducied by the Hospital on the
patiant, is based on the arrangemant betwean the palient & the Hospital, and i in no way infiuenced by Koshiks Foundation, Hence, the Hospita| wiil

psuutne gole & compliete responsibility of the ireatment & s outcome & salely of the patient. and Koshiks Foundation will have no rale of responsibility
in the maller

et s, weanell @ sin & ursalh o) “wifee st 6 e s Ay el ® w8, el wm (reme) B v @ W e wde e B

1) T i b W i o el e fedt At woed siee w fand s wim o e drie F @ ow o ok 4, o el wreb
® fawiiida 7= & wam | s W T o e i ool sime s g oeem e sfesares i o oft Sen w § 9 v
Tt 3= fn wred vem W el s e W mEm W W wfeen g T b oo F e e w e s B wer s b d
i vl viven vl se=n e ok A St

2 ‘et i E o of e S fafm e @ b oo = e oo 9 of e w e el W o w e

% 9 = faws § o Cwifes wieivsT oo S ven w2 e b ofie veee ¥ e e o w8 w0 Reliel o o e
Wt o s “wifew” ¥ Wi ofee o fesiol e A ol

RECOMMENDED FOR ACCEPTENCE
M bt it % fg wefer 3
Date of Surgery g - E&F"/
sy & e ok '.-_,.4- 8911 : :Tﬁpathl
b= | {"ﬂ _.-;-_.::-'_:-__ **‘jf‘”*""‘ ' mr’.
o {Name of Dr, . No. with Stam . OfT Grbiancityn &
1!1\:&;\131 T W R:’:'muifl"-: i L > A ﬂ
FOR INTERNAL USE of KOSHIKA FOUNDATION  S1=it% avam 3
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= TR | = 2

i al TAE

04-03-2024



