\ Mom . (- 24 - 07 - 029

’ APPLICATION FORM FOR ASSISTANCE (Healthcare) i K{%hd{a
eI Wy IEAE WiEY (FARRL X foundation

T ™ |0F24]036 ] T R P [ B P e

AGEEARS WMWY | sEX fAm

T

i T AFE TS

w1 ®

law =

ApE i T AR - -y

pravel  fsfot

o /.n [ LU MARRIED JHET5] | UNMARRIED (o)
TOTAL ANNUAL INCOME ' Artac¥ Froot of income)
w= Afes ¥R 2 []‘m { 3y 4 Ea e
PAN Mo. BT} WTM wEE {
ARE YOU AN INGOME TAX ASSESSEE (Tick whiclever s applicable): Yes | Mo
w7 mN w0 W A €W == o6 @ N OE W e R
FAMILY DETAILS e fipem
5e Nn Hwimw of Fanilly Mombet Age (Years] Gendo! Relation with Applicant
U _EET L e O Tu (i) f=m S|TTH W WN Ty
~ Chanbniind . I :
~Z Sl ; m <
BASIS far REQ NG ASSISTANCE {Tick whickavar s applicable)
T = [AG oA STaT
BPL Care EWS Cartifieats Ratlop-Card Ay Ouner
(Ansch Card Copy) innaeh Conficats Copy) (AT Copy) Basis/Prool
iy W A S sl tum 7 wE SO —
(v T 9w o A { SR W W w W w6 (= 8w R EEE

“PURPOSE" 1or REQUESTING ASSISTANCE:
wpnn e fod o fied v T

__ Mudical ReponaiPrascrptians Attached

Sr Ka, : ;

F_EEN 3 s si @ i W o shee g Eee . _

(17 ¥ Kl [{-
— ] S o ' - M
ey 852 “=enilCakrant

e e

ASSISTANCE BEING AVAILED lor SAME “FURPOSE" trom OTHER SOURCES
W T w 9 Wi S v e w= T o fAm o
NAME of OTHEE SOURCE AMOLNT of P.8SISTANCE DEING AVAILED
& m werm T

e ¥ W1 "
D BC ' q'&)ﬁmf? .

&
—71% S =

i

Lo — —_— e —— —




DECLARATION by APPLICANT: ST g1 s 1 . [

1) | heenby confirm that all desails in this Form are True 10 Ihd best of ml knowledge. Any false sialement will render my Apglicstion & ongoing assistance. i any.
liabie for rejection/cancelisiion.

211 solemnly confirm [t assstance, i moemed om Kosh

wis requasied by mo.

3) | heeaby confirm that | have nol & will not in fulure, avedl

lor which Ihis nsshstarics b reguesiad

1) & sy wow f B vy @ ol md wed R
) St g = e TR "ehee enet @ Fa oh d
3) 4 s we § B Taw e o o o @ ol B,

L]
will be used onfy for the “purpose”. 2s stated in this Form, for which such ssaistance
want, e padt ar in full, from any other m‘en#wmw.dhmﬂ

e £ = w e o we awrs g o & o S0 wwe G Wt @ ol b
wm oE il € R fem wrm St ogw ouneey s o
w wen e e s pmtnreweds weedl 3 oo T & ol o o) ofiees o o

by APPLICANT { wss gt =)

nt} heraty sgred & authorise Koshika Foundaion and I3 Trusioes to
*purpose”, lor which such assistance (s requestadigranted, through any
donations for Kostilko Foundailon andior disseminating infosmation aboul it's
Koshik= Foundnilen bafare or after my treatmant or luliimant of (he “purposa”

1) By sMizing my signaturg & thumb impression on this F
iselpublishipul-upirepraduce my name, sddwess. photo &
medium, Including but nat limitod to vorbal, prink eleciron
activiies/achiovements. Such uss ol my phalo & dalaiis
for which Bssistance is boing requutied

2 | (Appiicant) further agree thut any such use of my na
will not aulomatically entlte me fof recoiving of conlinuing
with the Trustees of Koshika Foundation. and (heir decisi

oo & detalls of Ihe “purpose” for which such assistance is requesied/granted
s=i0 pdistance. The de=iszn (o granling snd/or continulng ihe sssistance will rest sobely
will bo final B0 acooptabie W me

= e s § U s wine s g Smie = afe o fs doam,
T I W ol el s yeeferd % fe fe ) wan e

4 writ % fi, “ wifow g W = s b

€ sxiyd A whif # q@ m: weem W e 9 wEn W o |

v, B2 2h o B om v o v §, o iR gy
® it wed % o sfign #1 % v o T &t oy &
2) & (wlrew) v o W v B o e e o
“wifire"™ T wwe = W T s sl awwen B

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
= ¥ T W =R W e

T&z

AGREEMENT by HOSPITAL (wem= iU w11}

By affixing hareunder, signature of our Aulhorised Signatesy for ending this case/pationt for financisl pssistance from Koshikas Foundation, we
(Hoepital) harahy affirm & Bccept foliowing:

1} that we raither are presenlly nor will In future avall of
requesting to gel from Koshika Foundstion, to (ha sxtent
by Koshika Foundalion, in part or in full, then e Hosplial
confimation essentisly sisles that the Hoapital will not a
2) Tho assistance from Koshika Foundation is enly financs

patiant, Is based on the arangement betwesn the patient I, @and is in no way influenced by Kashika Foundation, Hance, the Hospital will
assyume sole & complele responaibliity of the treatmant & e outcomd & salely of Ihe polienl, and Koshike Foundation will have no fole or responsibility

i the matier,
vt sftg, wemal) & ot A el @ CwtEn nhmm'm-ﬂi_rﬂﬂqm;fﬂmimtmﬂlll

1) o s 3 @ wies o > e F e e felt i = il = s @ e T § @ o | o § S iR e e et
3} e 70« waw  © @ wedm” o o § T 6 ok e T g R e sirwees g T T e w f A s

facelt sy dn wownl WEn W TR o W T TR A mm € g F v wm w § e o fid ww o iy e
o) viem w Tl st s @ R Al

1 Ve SR o e S i
% i v e € ok il et oo et TR
W) wirll shr “witew" ot wd i = Sedad e apt ol

tanee from anather NGO or any other source, for the same petienticuse, as weo are

such isiEnce & granted by Koshika Foundation. If the requesied assistance is nol granted
it} right to make up ihe shostfall from another NGO of any other soufca. This

assistancs for the same patienlcase from any other NGO or any oiher source

wﬁﬂmwhﬂmﬁmmwﬂﬁm

Date of §
syl o) Nr MAZ
M BB
\%\Q\G&‘_ T W fohar
FOR INTERNALIUSE of K§SHIKA FOUNDATION  siiits 7w
STGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
- TR

7 s

14122022




