SRE-C-23-06-CLCK

AFPLICATION FORM FOR ASSISTANCE (Healthcars)
WRTOET B 3TETH 9E" (FETe )

APPLICATION Ne. APPLICATION DATE (717 - 2
s WS L (/g0 /00KD s vl 4 023|
NAME of APPLICANT - AGE-YEARS Sl | sEx fin
TS WA

Adti L A/ 2r0 o174 o
FATHER SISPOUSE’S NAME :
o = = LT Nss SInbcd ESrtlliadn

PRESENT RESIDENGE ADORESS  siefuis swqat S

T 5

LOR i thy » XA K

 BOE g (L2
7 75V d
O . IS HED

PERMANENT RESIDENCE ADDRESS : w0 S[apns w7

i M./ RN e
PreopP pPert of

& .
Koshika
foundation
Mﬁqmlph..ﬁul'ﬂih

PASTE PHOTO HERE

OCCUPATION :
el

Hamme Nl fr

IMEEIW I UNMARRIED {sifsaiien)

W =fhE s

TOTAL ANNUAL INCOME

fo»@o f,‘:ﬂfm EI;_.: 2 Iﬁfﬁ!!?jﬂ)

|Attach Proof of lncomm)
(s W TR HAE) ) L)

PAN No. T w7 o A /A7

ARE YOU AN INGOME TAX ASSESSEE (Tick whichever Is applicable): Yes [ Mo
e Am s s o (A w0 IR w el W few e Ll
FAMILY DETAILS s fasm
51, No. Name of Family Member Age (Years) Gender Felation with Applicant
T;_T{} yltam & e ® W W (71 MH“ ﬁzﬂm#mm
AT T Feo] i i i
[§°4 T ki >
(7} L Pir @ 2 A > UK Ak
BASIS for REQUESTING ASSISTANCE [Thck whichever Is spplicabio)
e w fer fEfr s
BP. Card
{Attsich Caid Copy) Mmmw} Im '-‘v:;#r} gmuymmﬂ
wini tan % e owew Ty R e R i s v wif w
(' i ) mE i T el CHTE o W W e W W (W o W W i e W)

“PURPOSE" for REQUESTING ASSISTANCE:

apn ¥ 5 om faed ek
r. Mo, Medical Reporta/Preacriptions Attached
wH H seEmvEins & Wi w1 v gl o 9
g, o
(2 J/HQ{ZE__EEE =AF - (gl @l T

7F = (Znil7 iabidin

=1

,M.gzﬂxg[g— 2Z I T 77772 DT

ASSISTANCE BEING AVAILED tor SAME “PLURPOSE" f_l'bFnLU'H-I:EFl SOURCES
Wi gt % by W s werw R s we @ e oo

5. No.
TR A0

NAME of OTHER SOURCE
W TN W AN &

AMOUNT of ASSISTANCE BEING AVAILED
ik = o




DECLARATION by APPLICANT. smiTs §F Wom 73
11| heqeby confirm that ali details in this Form ore True to the best of my Knowiedge. Any talee statoment wifl tendar my Application & ongoing aesistanca; if oy,
lishle for rejactionicancellstion.

2) | notemnly confirm that assistance, if roceived from Koshia Foundation, will be ysed anly for tha “purpose”, @ stated in this Form, for which such essistance
W requested by e,

) 1 heray confirm that | have not & will not in fulure, sval of rermbursament, o Ea or m il from any olher scyrcefamplioyerinsurmnce company. of e amount
I wihibch this gusisipnos i requestig

1) ¥ e w e v wen § ol ol Tewe S welt s m o e & ofe wE e o e s o # A 56 e P W ow sl
21 W g o s of st s, @ o ow o B, w o o wEm o i e S o, @ o owren F go o
1) A e wom § fi Fam e g o wdn w0 o 8 3w ofe w s s fee el o sl s o o fw @ oo @ s om

AGREEMENT by APPLICANT | sies @7 =71,

1) By affiing my signature of Bumb impression on this Form; | (Applicant) herody agree & aufhorise Koshika Foundation gnd 1's Trustaes 1o
usa/publishiput-upireproduce my name. address, photo & datails of the “purpose”, for which such assistance is requestedigranted, through any
rrrdium, Inclading but rol Bmited b verbal, prnt, alecironle, e soliching donations for Koshika Foundation snd/or disseminating Information ahout ity
activities/achiovemenity, Such use ol my photo & detalls can be made by Koshike Foibnddlion bofors o after my trestmant or fulliiment of the “purpons”
for witjch assistance s baing regquestod.

211 (Applmant) turther agres that any such wes of my name, address, photo & details of the “purpose”, for which such assislanoe is reguediedigromied,
will not sulomatically entiile me lor recelying or continaing the ssid assistance. The dectsion for granfing and/or continuing the axsivtaonce wil rest solely
with the Trusiees of Koshika Folundation, nnd their decision is this regard will Ba fidal snd soceplabde o ma.

1) TR U T A e W ams W e w8 (smiew ) s s W) g v f o Ceitow s ol e weind * W) afie weon f T o,
i, o i o flee g wes o e B, an el oy Rl o, e (et et @ wd fifdiod st oefeed & e sl o e aem
7wt we % fow afien &) & v W fen o pra TR w e A w8 T Cwie s w oA b

7) A (s voown w wrn f fie oo w9 ol fesn o T s S argdeal o wifde & g v e o S8 weEm g e

“wiferl " e Ts e e Ty o b sl e

APPLICANT'S SIGNA OR THUME Im
N0 g
AGREEMENT by HOSPITAL (rruim g wm)

By affixini hirreuricrr, sigrintne of cur Authcrised Sigratory Tor recamimendiog this ciiss/pationt for financial aesiitance from Koshika Foundation, we
[Hoapitad) herety affirm & accept Telltwlig

1) that we naither ane predently noe will in futuee sivall of inabcinl assiitonce fror inother NGO ar any other source, fol the s palieslicass. 85 wo ane
requesting 1o get om Foshika Foundabon, o the axtent that such aosistance s granted by Koshlka Foundation, if the requestsd asamtance & not grantsd
by Knuhika Foundation, i part or in full, then the Hospltal reserves iU's dght to maks up the shonfall from another NGO o any othaf sourcs. This
confirmation essaniinlly wtates that the Hospoal will nol avall any duplicate sssistance for the same palient/case trom any othar NGO or any Gther source
21 The assistinee mm Koshika Foundstion is only Bpancial in nature, The ehowe of the trestmontprocedure advised/conducted by the Hospital on the
palient, s based on the arrengement betwesn the patient & the Hospital. and is in no way influenced by Koakike Foundabion, Hence. the Hospial will
asslime sola & complate rasporuibiiity of the reatmaet & Il's outcoma & safety of the patient. and Koshika Foundation will have no fole of responaibdity
In s matter

wrt sfirgn, peowd ﬁmﬂWMﬁ‘ﬁﬁmWﬂﬁmmqmﬁmﬂﬂl,Mw (wwmR) e wwE W e W wwe e

1) e 7 W w1 ot s o fafim s B A ol dam w Pt ses v A Sieee o i om oot & W T e st omestym”
# fawfimfinf Tm % s 4 Ysifew v o me B b o CRETe st oo wee B s 1 v R e e @ ) e
el w= T wow s W et s e A e 89 w7 st e T & W ofe F we e w § e s e we ow Sl i e
He et v a5l e wes A R A

1 “witfmer gt 2 w0 e e T e et &) g wmme g S ool e w iR v w0 g ol o e

% da W fovs & sk Ceifw wsEm oo T v o oo o ) i o A0 @ e e ol ol W o il Prdio® Od w v

o o ol sty whowd i W fsr owoan S o

RECOMMENDED FOR ACCEPTENCE
whE % fou wei

ikl pmaa
03-04-2023 mmﬂM%mm}

TEW T O W A T

FOR INTERNAL USE of KOSHIKA FOUNDATION  afifiss v ia_

“SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
it T | ) ERa 2

/_g_f_-_m/?a_,

09-04.2023







