" (-24-0€- [oIC

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kg h[ka
HEEdl Bq SEEH WiEd (Een TEeE ) onastiot
APPLICATION No, : I APPLICATION DATE : &h|-& T 1y Pusiirsg Block of lite
sy wee - A oT:y | oML s et
NAME of APPLICANT ! AGE-YEARS 5{-mi | sex fifn
HATF
e Jshwer Simdh Ty M - i
FATHER S/SPOUSE™S HAME : :
fommr @ W “Rhola Ram
SIDENCE ADDRESS T
G T e A Preap PoStupP
= PERMANENT RESIDENCE ADDRESS : w7 =F/i9 o
DCCUPATION : f:‘: e MARFIED (Taafest) | UNMARRSED (sfiia)
TOTAL ANNUAL INCOME | {Altach Proul of Incariv)
F7 witw s N (o w W W) v
PAN No. TET} WIm HET ~A Pt
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever ks applicable): Tes \
w0 A W W k(WM W R Im W W W e s W
FAMILY DETAILS wfeart Taamo
8r. No. Hame of Family Member Age {Years) Gender Rulation with Applicant
Y wfrm % HEE W AW g (=) 5 o & Y W
i - — A
1 s awtis [2¥ 4 I lalhT€
4 Safvuerk L7 ]] = 3
BASIS for REQUESTING ASSISTANCE (Tick whichuver Is applicable)
merem % fid fiafa s
BPL Card
[Almch Cu; Capy) {Aﬂurmbawﬂ i:.u“n}"h E;:l ;Ti.mmw
nil T W Ny T S 3 A T O TYviwE wx ¥ we
(WP T = v iR Heew Wi (ww v Wt e wih e Wl (o WY W wi e W ;
“PURPOSE" for REQUESTING ASSISTANCE:
werm ty ik m ferh . agtm
&+, No Modical ReportaPrescriptions Altached
9 HE SRR | i W g v T we
':ﬁim Cadtrald
—_ [F <« Cewnle  Tulnall
Snfeyy — RE- SICS W Pmml
g .
ASSISTANGE BEING AVAILED for SAME -PURPOSE " from OTHER SOURCES
W A W 3w w e fee s o R fem o W2
B¢, Ne. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
®N HEy ¥ v W oA & i swram T
it




DECLARATION by APPLICANT. WMT® g witve w1

1) | harety condiom thal pll dolals in this Form s True 1o (he best of my knceiadge. Ay false stalemant will rended my Application A angoing saslstance, I any
ligbie for raj

2) | solomnly confirm that assistance. f receivod from Koshikn Foundation, will be used only for the “purpose” a8 stated i (s Form. lof which such assistance

was requested by me

3) | harolry confierm that | have not & will tot in futune, avall of rolmbursement. in pan of i full, rim sy other sourcalemployerinsurnnos compdiny, of he smount
for which this ssssiance is requested

uf_mmthfnmtﬂiwﬂmmimfﬂmmmmtimﬂmt:mmnmlmmmﬂmﬂ-mh
2 W Em W ween o s w0 oW om ool b wwe wwd ol vt o) ofl & el few b, o e e & wo o b
51 4 gz wm f % fa e 67 W w9 ol §, T oW W e woawn e Sl e et W ® T @ e € ol 3 9 sfw 9 S

AGREEMENT by APPLICANT ( ses §m %01,

1) By aflixing my signatute of thumb impression on this Form, | (Applcant) hereby agree & authorise Koshika Foundation and its Trusices jo
usa/publishipat-upireproduce my name, address, photo & details of the “purpose”, Tor which such assistance is requesisdigranted, through any
medim, inciuding but not imited 1o verbal, prinl, electronic, for soliciting donations for Koshika Foundalion andior dissaminating information about iU

acliviies/achieverments, Such use of my photo & detalls can be made by Koshika Foundation befone or afier my trestment or fulfiment of the “purpose”
for which astistance is baing reguekted.

2} | (Appicant) further agres that any such use of my name, sddress, photo & details of the “purpose”, for which such assistance i requestedigranted,

will not sutomstically entitle me for recelving or continuing the said assistnce. The decision for granting endlor continuing the assistance will rest solety
wilh the Trustess of Koatiu Foundation, and thelr dacision ls this regard will be final and acceptable 1o ma

1) W A W E v W SR e e, § () e wei W e v o “wifew weiies ale e Sl w0 i e f e G e
oo, Wi sl W e gn wve 4 wife §, @ Cwifn g s, o, o g agte @ ofiiied s avefied @ e e O wm e

W wmfin wrt w f afieapr §)0T wn e e o e e e e o e wifiow) et w el afiege

2) & (svimw) wow A e e o own, e, o ol feve @ e T ¥ Tl O afitn & R e wee oW v o o e d

“wifw " o e i w ey o s e

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
AW W T W A W e

R

AGREEMENT by HOSPITAL (werss gm wo1)
By alfixing hereunder, signalure of our Authorsed Signatory for recommanding this case/paliant for financial assistance from Koshika Foundation, we
(Hospitsl) hareby aMirm & accept lollowing:
1) that we neither arg présantly nor will in futurs avall of inancial asssiance from angther NGO or any other source, for the same patient/case, o5 we ane
requasting to gl trom Koshika Foundalion, 1o the extant thal such assistance i granted by Kishiks Foundalion. I the requesied ssslstance & nol grantsd
by Koshika Foundation, in part or in full, then the Hospital ressrves if's fght to make up the shortfall from another NGO or any other source. This
confirmabon esnantialy states thal the Hoapital will not avall any duplicite assisiance lof tha same palisntcase from any olher NGO ar any olher source
2) The assistance from Koshisa Foundation |s only financial in nature. The chokce of the treatment/procedura advised/conducted by the Hospital on the
patient, i based on the srangsmoent betwean the patiant & the Hospital, snd is in no way inluenced by Koahiks Foundation. Henoe, tha Honpital will

assume sole & complels responsibiiity of the treatment & Il's outcome & safety of the patient, Bnd Keghika Foundation will e no rol of responsibsity
n i matler.

vt AR, vemed W S W sRaE W e st w fafs ween o el = o 8, e o (veem) B v S v o SR owE

1) s i sl 2 o i fafin weem el i sl e e e wim 6w et F o w w o §, 4 et wifioe e
o fimnfodradh se & weam o “wifiow wstes® po uo iy fe ol wifien s g weee fied srfew e by wep o faen ww koo s
il yrx ool Son w el s T 8w B2 e e T b g d v e w4 e s foin woe we e i fed
By sy v w faed sen me | ) Al

1 “wiftee novste” @ o o v e Sl wgfe o) & A v e gm A of e @ el v Treiew W o @0 o wees

% wa W fiows & o “sifom st oo el ven w i e i b ol s d B @ e e ol and W) o W Beded 4R o g
w1 ol o i ﬁ!ﬂﬁﬂwh?’n“iirﬂl

RECOMMENDED FOR ACCEPTENCE
witwgt & forg degfn -
w“]u" B LAY
Assistant Admmistralo’

e, M DEsdgmatie - Stk bt Kilthorised Signatory

% 1.+3 ambahel of Hospital)
" T e s e

Date of Surgery
st ) i

oHay

FOR INTERNAL USE of KOSHIKA FOUNDATION  s1=i7% 2w ¥

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
Ecfiord ) T 2

e )

11-04-2024




