(RF-C-23-06-6552

APPLICATION FORM FOR ASSISTANCE {Healthcare) U H
HETGAI B9 HETA WEY (T S ) %
APPLICATION Na. APPLICATION DATE /) ~( 05 --?a?_j Biiking biocs of e
wawen: [ S0£22/0709 s e -
NAME of APPLICANT - AGE.YEARS SIG-W1 | GEX foim
T harg FeeM Lingh A2 1 g Q
FATHER STSPOUSRE'S NAME
femmagm = 99 L fe At KoLl 27
= PRESENT RESIDENCE ADDRESS i st - = SR
FHE 0P Post of
PERMANENT RESIDENCE ADDRESS oo smwairs Leer L1ngkh
77 Al o o) {I‘:]J’Jﬂg_)

n-cmm:nu D
- 1 f M (i) 1 UNMARRIED (i)
TOTAL I.IAI.. (Attach Proot of ncome
w7 Wik 3 < go ;mhmm}] ANA
PAM No. Bt = Hew A4
ARE YOU AN INGOME TAX ASSESSEE (Tick whichever Is applicable): Yes | Ne:
w0 5 s w1 o f (o e W T W Al w s e LI
FAMILY DETAILE witar fam
Se Mo, Name of Family Member Age (Yoars) Gunder Relation with Applicant
il il e B 'mum i o kO
{f'é'j XY {1229 J_ Pp::, Nie) 7]
e = 2l
L7 m"ﬁx j 7~ _I'r
(] LhoGronRA& A £ ﬂnﬁmﬁ?ﬁ 777 ok,
BASIS for REQUESTING ASSISTANGE [Tick whichuver s appiicabie)
s & fii faedn aman
BPL Card EWS Ceniificate
(Astach Card Copy) (Atinch Cortitcats Copy) (Ritah Cony) e
nini T W S EE st s =t wm W Faviie W =i
rt ek o ull e ot (e T w W o e wh { W T W W o W il S

“PURPOSE" for REGUESTING ASSISTANCE:
e L L.t

Madical Reporta/Prescriptions Attichod
s | wd W onf wide g w9

&, Mo,
Y I

LAVt TTr T W 5) V) 8

1 Y o
LT TPOFLE = DF

ry e =

P OrTOD (0P ((PAIFTI -

7Z =

e -
{J(’f}éfzfﬁé/ ~ T2 2itrFD TID

ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER BOURCES
T IR W 0 AN S wmem e e wim @ e oo w
NAME of OTHER SOURCE AMODUNT of ASSISTANCE S8EING AVAILED
il T L =t nf wemm 1wl




DECLARATION by APPLICANT. amre g wiie -

1} | hareby conflem that wil datalis in this Fotm are True b te best of my knawledge. Aoy filse stitement wil render my Application & orgting assistancs, i any,
e o rejection/canceiaban L

21 ) salemnty contiom that sssistances. |f fecedved from Kahilka Foundntion, will b used only inr the “murpose”, &5 stated bn thi Form, for which sutch assistence
W FoQuEsieg by me

3) | etwby confirm fral | havie rot & will ot in ture, avall of reimbarserrent, i oart o in ful, fom sy other sourcsfemplayetinsutances compmny, of ik amoan
foe which thiy desistancd W requested

L) v wm e o owen @ R i ot T S el ® aepr e wE wf oo e fiees o e e ol o § o 90 wees T S w owed b

2) g % Fmwr o w5 AEEET t A A, o o i A S R e et Bu i, s wmem dwm s b

i) & gfe w5 fom T o i W ow b m oin W st @ ae fren Tl o dafeew s w9 9 A b ol 3 6 ot F
AGREEMENT by APPLICANT (smdts 0 wel)

11 By affiieng my signature of thumb impresson on this Form, | (Applicant) hereby agree 8 aulhorive Hoshika Foundation and If's Trustees 1o

wunfpublighipul-up/reproduce my nume, address. photo & dlaiis of ine "purpese”, for which wch ssslatance is requested/granted, hrough any

medium, inciuding bul nat limited 1o vecbal, pint, electionic, far saliciting donations for Koshila Foundation and/de dinsaminating information sbout it

activiles/nehmvemenis. Such use of my phata & details can be made by Koshika Foundstion bofore or &fer my reatment or fuifiimant of e *purposa”
for which asstitance is baing requestat

2} iApplizant) furthar agree thal ony such uss of my name, address. phato & detills of the *purpese”, lor which such ossistance ld requestedigranied,
wiil Mol autamalically snlite me [or receiving or continustg the sakd sesistunce. The decinion for granting mndior continuing tho sssistanco will rest solaly
with the Trustees of Koshika Foungalion, and theds decigion in this regand will be final and acceptabda o me

P) W U A R W st o) e owme, A (sodew) st wens o) gfee s f o Mwif snts i e sl © st afen s S g e
qm, W sl W e @ e o Wi o Cwee T sl g, s g e A o i s st # fi fis o sm o
# v Wt % P i A wn W e o 8w w et | s ¥ e <l wedm” v and afem

1} & (opimey wowm § e i S, T, W sh fewn R owwe % sl @ e o e w0 T W) e 7 T
“sifew " ey T el e Fode aife she e e

APPLICANT'S SIGNATURE DR LEFT THUME IMPRESSION |
AT ¥ . HE W

-

s

AGREEMENT by HOSPITAL (wwsama g s3]

By alwmng hereundar, signatune of cur Authonsed Sgnatary for recommending this casefpationt for fmanciil pssimtincs from Koshika Foundation, we
(Hospitnl) hereby affirm & accapl tallowing:

1} that we nefher are presantly nor will in future ovil of Fenclal psgistance tom another NGO or sny ather source, fof the same pallentcase, o we ane
requesting io gl from Keahiie Foundation, to the extent that such sssisinnce s granted by Koshlkn Foundation. If the requesied assistance bs not granted
bry Koshika Foundatian, in part o in tudl, then the Hospital reserven iU's right to make up the sharthall from anothaer NGO or any other sourca. This
canfirmation essanfially stalos thit the Hospltal will not avidl any duplicats assistance for the sama patlent/case from any olher NGO or any othar solmos
Z) The assistanca from Koshika Foundation i only finsnclal n nature. Tho chigics of the reasmont/procedure sdvised/conduttnd by the Hospital on tha
patlerit, is basod on the armangememt batwesn thn patient & the Hospital, sno & n oo osey nfleeeeed by Koshika Foundation. Hencs, tha Hospital will
gssume oole & complele responsitility of the treatmont & it's outcome & salety of tha pathint, and Koshike Foundation will hive no rols or respaniibility
in the matier

it sfvwe, veel w1 W 8 sERA W) s s A e s o fe @ el e e B e @ e o Een e b

1) s 3 1 wiem 3 @ i F fifie e Sl & woelt e o e wlin oI ot € @ e A o b 8 T v S wom st
8 firpfoyifindi e o s F “sifsw sesT po wee oy T b ofe * st wsha go wnee fief afmease gy s o e e o0 s,
fiett s By s e m et o wETe 8 e A8 W sfeer e e b om e we e b i s R ey e il oy e
he st stom an flt s e ol A

2. “wiferw Wty " & A o W e e v R o e gm f of s m e TR TrapeaiiE W T T O T

w o W fow & st s wmsde” g St g i wem A0 b e wEme F 00 S v g sl S EE 9w T T e e
mmm-m"aﬂwumnmﬂﬁm

/

Date of Surgery
sifiters ) i
(0-06-202%
FOR INTERNAL USE of KOSHIKA FOUNDATION  atrafts awam &
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

= T | R T

al JAE

/4

08.04-2023




ﬁ" - A AT R T

i
TOR AW - 247551

g

| R e

S A

5798 1026 4186
sl S _




