e e i e e e

C-924-03 - 0172

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETEA B HATESA WY (T drE)

| APPLICATION No. : APPLICATION DATE: §C.0 T2 Y
‘ STy W filo12ul aY422 st foef <

NAME of APPLICANT AGE-YEARS aTg-Td | sEx fify

A

= Sk £4 M
FATHERS/SPOUSE™S NAME :
St - L2 “I"

RESIDENCE ADDRESS : nf smmidls

Kc?shika
foundation
Shb

PoltnP

Pre<f

MARRSED TTETTe) | UMMARRIED (sl

OCCUPATION -
e v mes—
TOTAL ANNUAL INCOME - (Attach Proot of Income)
o i s Lo000 (am w we wm) A
PAM Mo, THIE I T o
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicablo): You [No |
W ST S W o (W W TR W W W P e W AT
FAMILY DETAILS SiTomT T
B¢ No. Name of Family Momber Age (Tears) Gander Relation with Applicant
ki ofem % w1 W (9) fism HETE % WY TN
2 i
‘ < LT, Zo E e
| 1 RamVPek 3% M SA7
- Shiyam hat® 35 E h])a.ugﬂn:fn;hbi
q. MaiFery I5 H Cixandien
BASIE for REQUESTING ASSISTANCE (Tick whichever is appicable]
weram w fodl fimfh saw
BPL Card n
ot oo oL ) Ayt
nitd tep W 9 ymm we wee s wl g v aqrEm Wl o i T
(oo T = T R T (W % W W W S (v v w0 wm s s

“PURPOSE™ for REQUESTING ASSISTANCE:

Ty iy el fent w agi
Sr. Mo Medical Reporta/Prescriptions Atisched
wu HEm sevaiet ® Wil #) of wiee aqeh wee
2 *:ii!a:m.s.l_& RE — Cenile  Caknald
[E—See (hlenat?
| Sifery = RE- PHA(G LWL DRvA
v}
ASSISTANCE BEING AVAILED for SAME ~PURPOSE- from OTHER SOURCES
va advn o by o o weren T s s ® e o w?
Sr. No NAME of DTHER SOURGE AMOUNT of ASSISTANGE BEING AVAILED
N e WEE W 3 &t = wowm wh
[nd L
|




DECLARATION by APPLICANT: STiTE 7 wwe w;

ulhutwdmmmﬁmmmFWnTulnwmmwm Any leise staternent will render my Application & ongoing asaistance, if sy,
liabse

Z) 1 solemaly confirm that assistance. If receivied from Koshika Foundation. will be used only for the “purpose”, as staled in this Form, for which such asastanse
was requesied by me

3) 1 roby confirm thmt | have not & will not in future, svail of reimbursemant, In part of in ful, from dny other sourcelemployerinsurance company, ol the amount
for whikch fhis asalutence i requesied

L) 8 i wrm  f g e 9 fed o e 88 el 8 soper e o ool ob e o e e e o b 30w e o) m ol b

2) @ gm0 e o e wedneT, @ 2w o b, www v Tl v W g & G e =i, @ e owen o o b

1) 4 ofe won { 5 fom =wm 0w ok W oo b, ofn W wifes @ e e el S entreweeds weet & 3 W w6 obe 9 s F E
AGREEMENT by APPLICANT [ sodew gy %U1)

1] By aflxing my signature or thumb impression on this Form, | (Applicant) hersby agroe & authorise Koshikn Foundation and if's Trustees fo

useipublishiput-upireproduce my name, sddress, photo & delails of the "purpose”, for which such assistancs s requesied/grantsd, through any

madium, ncluding but not imited to verbal, prnt, elecironsg, for scliciting donations for Koshika Foundation and/or disseménating information about ifs

acthvitiesfachisvements. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment or fidfiiment of the “purposs”
for which asistance s being requesied,

) | (Applicant) turther agree that any such use of my name. addrens. photo & details of the “purpose’, for which such assisiance (s requestodigranted,
will mol sutomatically entitle me lor recelving or continuing the sald assistance. The decision for granting andior confinulng the assistance will rest solely
wilh he Trustess of Koshika Foundation, and thair decleion is this regard will be final and accaptable o ma.

1) 9w o s e m s w e, A (smiee) sl weel o e v o “wifee et o o el t st e s f R S0
W, i sl W ferm ooy J difvs o Csifee T el o, o gt antie 4 o ol i svedeed ¥ fid et O e e

i warftn wrd o feen adfionpe §1 9t e e feee 0t g o e mow @ el o e S witfiee waen” w o s B

1) 8 (wwiew) v ow @ T f ot e o, o sl faren o e e ® anted @ il @ ol oe s W e Tl e g ey

“wify T T T e W A st sl s g

APPLICANT'S mmmmm

AGREEMENT by HOSPITAL (mmms gm &01)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshiks Foondation, we
(Hospital) horeby affirm & acoept (ollowing:

1) that we neltner are presently nor will in future avall of fnancial assistance from another NGO or an mrmm.lnrhmmmunuﬂﬂm
requedling 1o gel from Koshika Foundation, (o the exiant thal such sssistunce is granted by Koshiks Foundation, If the requested assisiance is not granted
by Koshika Foundation, in part or in full, than the Hospital reserves if's right to make up the mmmn&umwwu-m This
confirmation essentially states that the Hoapital will nol avall any duplicele assisliance for the same patient/case from any othes NGO of sny ofher source
2} The assisiance from Koshika Foundation ks only financial in nature. The choice of the reatmeniiprocedure advisediconductad by the Hospital on the
patienl, i based on the arangament batwosn the patient & the Hoapital, and i in no way Influenced by Koshia Foundation. Hance, thi Hosgital wil

sssume sole & complete responsibity of the treatment & it's outcoms & safety of the patient, and Koshika Foundation will have no role o responsiblity
in the mather

wat sfews, vemed W SR SR 8 wie st W fifis e i foefon o it 8, R o (v Bee e @ we v el it
1) w fe o ool ol 2 i o fafvg weem Sl oweed s @ el e wn A T Sl d W ow A o £ e e Ceifow Tt
T fearfonfirdh e 8 waw d “wifion st oo wer P ol S wifion arste o e fed sifee By e o fen e § o s
o 9 T Tl S w G S T T T S W S e T e e O we we e e e foim oy e o iy el
e wem w Rl s oweE W S S
2 “wifer gorstv” 0 = of wrem s fife ol o & o2 o venm g 9 o T P ol e aes o OR o e
% iy W fine & sh “wifpw wirdw " gn Tl v W W v b el weem d b @ e g she 3R w7 ol Bl o g weees
ﬁmm'mﬂﬂﬂwthﬂuﬂfﬁiqﬁﬂu

-

it ¥ whw W B85, M5 Ophinaimovagy
S-IUHQL’ MI'RH“&%MI

1

/i RECOMMENDED FOR ACCEPTENCE
/ R ﬁfﬁ
Date of Surgery 0 Mufr-.- Gameez Reta Y

FOR INTERNAL USE of KOSHIKA FOUNDATION ~ #=fis wam

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

il FNP

11-04-2024




