SKE-C-24- DR- DYAR

& .
Koshika
foundation

APPLICATION FORM FOR ASSISTANCE (Healthcare)
FETEAT By, STHATA WIEq (v REe)
e "-;I{'ra:;u.n T - Ly
NAME of APPLICANT ' AGE-YEARS S70-7% | SEX fom
o i . Pueetam Qm 1S M

mmmctmm g AT W

ST (X abplr.

J

P , Fost

Putartam «angﬁ

(oY :5"-'_-1)

DCCUPATION ; ! ! : Ly pARRIED (Wsifen) | UNMARRIED (sfvarfin)
TOTAL ANNUAL INCOME : {Attach Proof of Income)

e e s 1 OO0 (3T 0 T W) MA

PAN No. 718 =T Sl H

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes | No

T AW W W ¢ (A T § T W W e e L

FAMILY DETAILS ylmm faam

(W U W T W SR W

(o = we i e s

(wmr ws w) wm i s s

Sr. No. Hame of F Member Agn {Yoars) Gendar
WA HE it # T 39 (=) fn
41 J< .
J
A |
BASIS for REQUESTING ABSISTANCE (Tiok whichever is appiicabla)
e % ferd feal smam
BPL Card EWS Cortificats Ration Card Any Other
{Attach Card Copy) (Attach Cartificste Copy) [Attagh Copy) Basis ool
Tt % I T T se5 am ot mpm T ATHIET R S5 O T

“PURPOSE" for REQUESTING ASSISTANCE:

s ¥y el m Rel W It
se. Ne. Medical Roporta/Frescriptions Attached
F semevEts § Wit ® nf s it we
K 0 4] C
r 20000 = = ;
ﬂ il
1 Lf = r.:.!:”:'{ 0 A BETTV & i
'!H—‘."; 1 b ot 2 :
el ke s Y = -
TV EL f:rl»blj, - KE - SILCS (iurh ETSMTH
.:t’
ASSISTANCE BEING AVAILED for SAME “FURPOSE™ from OTHER SOURCES
v Tggvn % o S o wo fed a o A e e
5t No. NAME of OTHER 50URCE AMOUNT of ASSISTANCE BEING AVAILED
FH T ¥ vl % AW it s ol




DECLARATION by APPLICANT: 5w B S ¥
11| hereby conflem that ol detalls in this Form are True 1o the hesl ol iy knowledge. Any false statement will render my Applisation & ongoing assistance, Il any,
lbie for rejectionfcancetiation,

2) L solpmnly confirm that sssistance, | recelved from Hoshika Foundation, will be used only for the “purpose”. a6 staled in this Foom, for which such sssistincs
Wi requissted Dy me;

3} veraby conflrme that | have net & will it in buture, avall of rimbursement, @ gan or in full, frem any cther suwosfimployerfmsurancs cormpany, of thie amoun
for which this assiztance is reguesied

1) & et et f e g e fied o it e S el o sigen e oo Bl i e om s s oo @@ a e Fee )W el b
1) T gn 2 wnem ofn s wee”, & = w8 sem o wl whe o o F et faw wie, @t g owes F gnooo
1) A offe wam § fw o s d o undn i mE &, m ol W s = s e fel s et w9 9 @ e kool 3 6 e o A

AGREEMENT by APPLICANT (srds= o0 =mi1)

1) By affixing my signiture or thumb Impression on this Form, | [ﬁppﬂumi heraby agree & authorise Koihiks Foundation and ('s Trustoas la
usé/publishipul-upireproduce my name, address, photo & detalls of Ihe ‘purposa”, lor which such asalstancs is requestedigranted, through any
i, including but nat imited (o vorbal, print, siectranic, for soliciling donstions for Koshike Foundation andior disseminating Informalion aboul IUa
activitioa/achiovemants. Such use of my photo & detalls can be made by Koshika Foundation bafore or after my treatmant or futfiiment of e “purpose”
fiar which sssistance s being reguested.

2) | (Agplicant) furthir sgrea that any such usa of my nama, address, photo & delails of the *purpose”, tor which duch asslsiance is requestadigranted,
will raal mutamaticadty anfite me for receliving o continuing the: said aesistance. The decision for granting sndior continuing the asststance will rest solely
with the Trustens of Kosfiika Foundsllon,; and thesr dectsion is this regard will ba final and acceplable to me

1) ¥R W N oreh wemet wm aind WY wm ey, f (smow) vl wnde W) qfe e o Ywifee st s ros sl * s s wr f B g ey
o, Wi wr W fem g e A st §, 7wl o sl o9, T @t st § g ofafdfed it pieed w fe fal @ e e

o ety wed 6 foey sfiew #1081 oo frvre S v R W wowe o w8 e s weefiet sk wfeg

21 & (piew) = o A T R R T, v, w53 ol feen 9 T e < sstel @ afda # @ e oo w0 e T w0 e

“ i ” we s i W R s s e )

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

S W R g w f )E_’/S_Q:lﬁ:rﬁ

AGREEMENT by HOSPITAL (¥eesa g W)

By atliing hereundar, sigrature of our Authomsed Sgralory for recommending this casalpatient for inancial assistance from Koshils Foutdstion, we
{Hospital) hereby afliom & accept lollovwing:

1) that we naither @ presentty nor will in fttee avall of finamctal astlstance from abcther NGO ot any othar source, for the same patienticase; a6 we are
requesting o get from Kothika Foundation, to the extant thal such assistance is granted by Koshika Fodndation. I the requested anaistance Is not granied
by Kashikn Foundation. in part or in full, thon the Hospital reserves it's right to moke up the shortfall from anather NGO or any other source. This
confirmation sasanilaly states thal the Hospital will not svall any duplicite assistence for the same pafienticase from any other NGO or any athor solce
21 Ther nssistance from Koshika Foundation s only finapcial in nature. The cholce of the (reatment/procedure sdvissd/conductad by Tho Hospital on tha
patiend, Is based on the armsngement between the satlent & the Foapial, and is [n no way Infiuenced by Koshlks Foundation Hancs, the Hogpital wil
pasume gole & complata respansibility of the reatment & 8 oulcome & safety of ik patient, and Koshika Foundation will hove no role or responsitility

it the maliter,

ot s, vl 53 o & Al 9w st | B e 6 Beete s sl 8, R e (emee) B e @ o a s e B

1) et T owi et ot st o (il e Peelt e wowl st w B e e A T At 9 @ ow A o 8 B s e Cstem s
# fowfoos ety 39 ¥ saw A “wife e gn o w1 e ) o st et o oo Tl sfowese i v fen am  f s
il = e md e fh e v B oaerEn B9 w0 sfisen gl ven ) @y d o oww = @ oamen G v e oitmme 4y e
il wen w fed sw e gl A

2wt st @ ol weem S il sl o R SR w weee mm S ool e v R SR e w1 W o e

& e w7 fioen & o s =t g Tl et W W gow 3 & esiEd veem F OE # v wow i s o W et o0 o e
=1t sl “wifea” w o e W TSl v oemed o = W)

RECOMMENDED FOR ACCEFTENCE

‘_ it % fog e MMDDAK
Date of Surgery A um
e n;vwclﬁcﬁw OCEH BAHARANPL:”
09-08-2ed4 (Name, Designation & Stamp of Authorised Signatory

i,‘lhmurlﬂr lﬂagn Hu,ﬂﬂhﬂmnp} on hehal! of Hospltal)
T R A TR Y L3 T & 9 T s afver
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ S=ft& awaln iq
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T TR | i TR 2

7 LT

L JJ

11-04-2024




