mom . (- 2408 ~]0 5]

T
APPLICATION FORM FOR ASSISTANCE Healthcare)
HEEE B AEEA WIEY {L‘um g::‘ﬂ} ‘ M

foundation

AFPLICATION No. : APPLICATION DATE : Mrlock of |de
s v M1ﬁ@94'ﬁ4~gq e 19 E}L/{]_ =
T e =i g @
i ‘&Vrﬁ(g Doy Y b . ——
Famﬁnwnms: ' = Vo TRETDE
hlu‘i‘ = | LT T T el
A uiﬂwm*ﬁpyw Pﬂ%fmm N
=Gt T W
Potualan - | : fi
=il S p T ADORESS - i
c{amy oy e
OCCUPATION : ,’ MARRIED (i) | UNMARRIED (i)
TOTAL ANNUAL INCOME : q [Attach Progf of Income)
e wfte am (= W T W)
PAN Mo, TT§ T WEW N — |
INGOME TAX ASSESSEE (Tick whichever is applicable): Yes | No |
gﬁﬁnmﬁﬂﬂﬁiﬁﬂﬂﬂﬁHMI R
FAMILY DETAILS e T
&, No. Name of Family Member Age (Years) Gender | Ralation with Applicant
W A

L

jﬂwiwﬂmm 35 (i) e 1 e e M
___'.111'#_ : e 4/ o T AL

7R | AN =k

—

Bjay

_— ==

B VT Z] — =T

BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicadls)

wemm % ford fierfy amar
BPL Card EWS Cantificaln wﬁfm Cord Any Other
(Attach Card Cepy) {Attach Certificate Copy) {Attach Copy) Basis/Proof
Vi B B LR LR s s W S Fyiven Wil s Wi
P Sy (W] W e W e W {7 T % v o g wh

“PURPDSE" for AEQUESTING ASSISTANCE:

w1y fed w fed @ et
Sr. No. Medical w;mlpﬂmn Munl-d
W HE O\, _ wemeERr 7 Wi % /e gl g ) )
i d/1adno XA KIF- Thehile (oranact
= =y X
lr L [l 1 i
S ([T (i UTS S
Al
i\ f P
Z 5 : T‘(&IW—ETV | ’h—Fm_ﬁ ]
\ v
VAILED ME “PURPOSE" from OTHER SOURCES
AR ekra % B W 5 oy Feh o v ) fom o W7
. Ma. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
:ﬁf:‘ﬁ = T W & nf semen 1w

™ L
UACS B .54




DEGLARATION by APPLICANT: Soss i ST ¥

1) 1 nareby confirm tat afl detas in Tis Form ame True to e best of my knowledge. Any feise statoment will rendar my Application & ongoing assistanca, if any,
ligblis for rajectiohicanceliation.

2) | nalemnly conflim that asakstance, if recaived from Keshika Foudndation, will be used only for i “purpose’, as siated In this Form, for which sch mesisignet
Wils reueiled by me,

) | heraby condirm mat | ave not & will not 0 falure, aval of resmbursement, m piin of In il tham any olher sourcelempioyerfas ance company, of ihe smaund
far which thic assistiance 5 roquesied
1) & wivye e f fE pmowe  fe2 oot e 2 el W s S o ool W Seae oy e sme wn e §on 90 wen e 0 o
2y Wit g o o i rskvia”, o w o B, e v e gtve o) i @ Byl e b, a gnopes  an o

1) & ofee wom f B fam wwres o= wd W R, am ouin oW wiw w e feee e e Pl sk § 5 o T ool o o ofes  om)

AGREEMENT by APPLICANT (3= o W)

1) By alfising my sigralute or thumb impression on this Form, | (Apollcant) hereby agres & authofiss Koshika Foundation and il's Trustses bo
usefpubliehiput-upireproduce my name, addresa, photo & detada of the “purposs”, for which such asaistance s requested/granisd, through any
medium, inckiding but not imited to verbal, print, electronic, for soliciting donations for Koshika Foundation andfor disseminaling information abiout It's
petivilesiaghievaments, Such use of my phalo & detalls can be made by Koshika Foundation bolore or alter my teatment or llimant of this *purpose”
for which gecistancs s baing requested.

23 1 {Apphoant) further agroa that any such use of my nama, addross, photo & details of the “purpose’, fof which suth sssistince s roguatsisdigraniod,
will nol automatically entifie me for receiving or continuing the seid sssistence The dedision for grenting andlof continuing the Bssistance will rest solely
with tho Trustess of Koshika Foundation, and their dacisson i this regoard will ba final and acceplabla o me

1) o e e arrd wee w abrd WY wp e, @ (ordew) sl sfh o) it wen o ue e g ol e it < o s won f fe o g
o, i i w e v F e o i o s, o, e g e d o ofidaled s aveieed ® el fed o e e

& gifir wed % fimg sdisgn Bt vo P 0 mre R e o 2w € e sl sl w sl afer B

2) & (st w0 WA | s TR Ga o, ww, e o P o B s = ot @ wive § gR e Toe v W w5 e |

“wif ™ T Tek i w Bt e shr et W

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -
AGREEMENT by HOSPITAL (rem pu wot)

WPITR % FrR W W W T
mavory for recamimending (his chaalpatient for Mnmncll ssssstance fom Koshika Foundathon, wa

g

By affixing horeunder, signature of
{Hospitat) hareby sfimm & accent foilo :

1] thist e e are presiently nor will in futire ovall of finesclal assistance from mmother NGO of any other soece, Tor the sarhs palent/cose, ae we ar
requesting to gel from Koshika Foundation, o the extent ihat such assistance is granied by Koshika Foundation. W the requested assistance |s not granted
by Woshika Foundation, in part ar in full, then this Hospltal reserves I's rght to make Lp the shaniall from anolher NGO or any other source. This
confirmiation essentially states that te Hospital will not avail any duplicate assistance for the same patienticase from any othar NGO or any other source.
) The asalstance fom Koshika Foundation is only financial in natute, Tho chokea of the trestmontiprocedure advised/contductod by thie Hospitnl on the
paikent, is hased on the acrangement between [he patient & the Houpilal, nd is in no way iInfluenced by Koshiks Foundalion. Hence, the Hospital will

assume 2o0la & complate respongibity of the teatment & Il's oulcoma & safety of the patient. and Koshike Foundstion will have ne ol or reaponilbility
in the rmatkar,

vt sifen, yenwd o) s @ o o) “etfre et W fefe m oy ewdtn o8 el b, e e Ot e 6 e w s w

1) o T o o she 7 oft s o fafe e Pl fe s semow el a W e dlore A S0 w @ o f 3 feore v e
# fanfra i awe % way § Cefrn s o we i e oot i westes® g o fiefy sfeeen @ v o fee we £ @ soEs
fondt sy sl e w fel S T 6 e 9w o e v o g F e wn e e s frie ner e S dy fed
i wrwlt viem m Gedt s e w S vk

1w T @ A e S e oveh @ 4w e an Ao e w e ot svendem = e TR o v

¥ B fows & o s st oo fed wen o oo W b ol e A O F oy e ol sod o o R RSl B o e
wf v oy “wifi” Wl St ool w b o 2 e

RECOMMENDED FOR ACCEPTENCE
=il # fon defr

-

Date of Surgery
wigiw ) wing

uP
Ag&ﬁ'\‘m( ¥ mwmwmaﬂaj
FOR INTERNAL USE of KOSHIKA FOUNDATION st yum

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= g | Tl A 2

%fﬂ e

11-04-2024



