l! Mom- (-23-0 q - anq

APPLICATION FORM FOR ASSISTANCE (Healthcare) w *
e e S (s kel
ST N\ Lk S KRR <y < 1 L Y [ —
NAME of APPLICANT - | AGE-YEARS W9-9% | SEX Fin

FATHER S/SPOUSE'S NAME :
frmags & T Lekkmamn TR
| __PRESENT RESIDENCE ADDRESS _awTs S-aid e Ry T
i B e
LT rﬂ . Co-ep ot <P
" PERMANENT ADDRESS - L]
i A 1
P Td 7 [ , Y V STY 4
il
Lol Iiﬂmﬂﬁmﬂ Ilﬁﬂlﬂ WD (Frifim) | UNMARRIED (aaaina)
TOTAL AMNUAL INCOME - i {Attach Proaf of Income)
R A 24090 - E'pqnulu} (31 1 el )
|PAN No. =14 31 5e | ' 1
ARE YOU AN INCOME TAX ASSESBEE |Tick whichever s applicabla): Yeu | No
¥ W A9 w1 € (A 9ew @ 30w o o B ae /W
FAMILY DETAILS wfea firam
5t No. Wamme of Family Mombar Aye (Yoars| Gonder Ralation with
w5 Hwm v]ld:na;nmlmm W () fem m&m

[l

1
bt

=

BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicable)

O L B
b EWS Certificate mﬁ:
{Attach Card Copy) {Attach Centificats Copy) Copy) HTrﬂlhw
T T W A T S W W T Fva Wk e
(w1 % v o W (v e o e i s (o w1 W e i -

"PURPOSE" for REQUESTING ASSISTAMCE:

wem ¥y fen o fadt W gt
8r Ne Medical Reports/Prescripgtions Attached
TR T s TR @ Al W) nf i g s
) 'Dim:ir ORE PIE_ Sevale Catoiacd
| - Vel Cotoiacd
1
i
v S P2 o
_i
ANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
| T TEm ¥ i W = w e s s @ ooy
S¢. No. | NAME of GTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wH W \ 50w W Tm e wf wemm il
| I VA LYY PXorars] b
1l




DECLARATION by APPLICANT: 59T B Wwm ¥ ;
1) | hereby confirm that &l detads in this Form are True to the best ol my nowledge. Ay false statement will render my Application & ongoing sesistance. || ang,
It Tor reectoncanceliaton

) | solemnly confirm that sssisiance, if received from Koahika Foundation, will be used only for thi: “puipose”, s stated in ihis Form, for ahich such assistance
wean reguesiad by me

331 heraty confirm that | iave not & will not in future, avall of rakmburssment, in part of m Nl irom any ot sourelemigoyeinsurance company, of This Bmcwnt
fiar which this naskstancs la redgussiad

1) ¥ v wem € 5 0 ooy A fon e o S OF SeE ® apm e e mn d o=k w e o e s ey e & ) 40w fow W ow s b

1) 4t gn w e T~ wrretve @ o w oh & T e ol wtva o8 gl o T e anie, @ gnowen v v b

1) A yfe wn f % P wewn dy ue sebe @ of 8, v ofe W afne o s S el s gtriewadtn wewlt W% @ Fen & b s ot wfis F dm)
AGREEMENT by APPLICANT (= g %)

1} By affiong my signature or thumb impression en (hs Form, | (Applicant) nerety agres & authorise Koshika Foundation and It's Trustees 1o

s/ publistvpul-upireproduce my name, sdcress. photo & detalls of the ‘putpone’, for which such assiglance is requesiedigranted, raugh any

madium, nchuding but nol lmited to verbal, print. alecionic, for soliciing donatians for Keshiks Foundation andéor dissaminating information aboul its

aoilvites/achiovemants. Such usa of my photo & detalis can ba made by Koshika Foundation beforo or afier my treatment or fulfliment of the “purpose”

for which pssmtanco is being requosied

2} | (Agplicant) further agre= that any such use of my name, address. pholo & detalls of the "purpose’, for which such assistance is reguestedigranied,

will ot automatically entitle me for recelving o continuing the said assistanca. The decizion for granting and/or confinuing ihe asgistance will ren! solaly

with the Trustaes of Koshika Foundation, nd (e decision i3 thes regard will be final and acoeptable to ma.

i wmwmﬂm1m¢1ﬁmm.i{mjaﬂwﬂ-ﬂfamtg'mmaﬁmm*'duﬁwm{hhm.

o, iz ab o fevre g v st B, 7 e we s, ), srenen pat ety 9 ol offefie sl seeferd o fied T @ won unen

imrﬂin-w,-ﬁmrtuﬂmmMﬂmiMwnimim‘mm'tﬂmh

1) & (spiew) W @ A v o R S0, w, W i e o f wemn % v @ o # T T W TR W S e

“sifrw* = 355 =wiaw = fois sm sk owwd o

APPLIGANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
wrTE W FEmn m s W

_ynotfm

AGREEMENT by HOSPITAL (79=m 770 FH

By affining hereunder, sgrature of our Authorised Signatory for recommending this saselpalient for financial asssiance from Koshia Foundation, we
{Hospital) harety affim B accopt lolhowing:

1) that we neither are presenily not will in future avall of financial assistence from another NGO or any oinar spurce. fior the same patentiase, as wo e
requesting to gel from Koshika Foundation, 1o the axtent that such asuistance ks granied by Koshiks Faundation. 1T the requestod assistance & not granted
by Koshika Foundafion, in part or in full, then the Hospital msesves it's right 1o make up the shortiall from anoiher NGO or any other source: This
confrmation essentially states that the Hospital will nat avall any duplicate assitance lof the same patient/cuse from any othes NGO of any other source.
2| Tnie assistance from Koshika Foundation 15 only financial in nature. The choles of the reatmentipracedure advised/conducted by the Hosolal on e
palient, is based on the amangement botween the patient & the Hospital. and is In no way influenced by Koushika Foundation. Hunce, he Hospital will
aEFUMD mxmmwmmmdﬂmmlﬂm&mﬁnfmmﬁmLmmmmeﬂmMm-mmwmﬁnﬂmr
n he mallar,

it e, peE W e R A W s s 3 i e i o @ o 2, fe e (s v & o A wEw A b

V) f o e o E W s o T o fest i el wee @ el s e @ v e o oW o o8 o B, 4 T e afe e
1 Tirerfon e o & e 7 “wibmn sordwss g A by e boo e getve” g s frea s by e o e o § o s

fard st A ) s w Sl e W @ W o8 s oW T &1 e s e W b e e i e e e i el
o vt wng w e e WA A W ST

1 “sife gt € oo wem wua fafve v o &0 o eeme o O o W m fed g TreRiEs W g TR w W

# b g & by i et g el e i ve ot & gl weme 9 o e e s sl 6 Wl fesd 0 ol g
w1 v o wifew” W o e w e ot F = e

RECOMMENDED FOR ACCEPTENCE

Date ol Surgery
wivt &) i

s71le7 (€3

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T T | =it T 2

f JAT

=/

09-04-2023



