VAw-c- ag-it— (23

{Healthcare)

(e dEaw)

APPLICATION FORM FOR ASSISTANCE
wEAl ¥ 3TEeT ueY

;Tl:ipﬂut:‘;;?u:m.; V,JIHE.E(HEES mc%mmm:lﬂfnlls
NAME af APPLICANT : . AGE-YEARS TL-#% | sEX fifn
mwww  Cfaplnawady { F

FATHER'SISPOLISE'S NAME -
T/

Wf’}ﬂ/ﬁ Lretlad .b :

PRESENT RESIDENCE ADDRESS =4 Sarais o

Hihanm Aa-’hﬁfhg B g A altin,

Auntt- fnalawna, TP 38 ey

PERMANENT RESIDENCE ADDRESS : Tt Syare oo

KS¥hika
foundation
Building biodk of k.

Sadn€  ah- ahpve
OCCUPATION : Home ol en \ MARFED (Re) | UNMARRIED (sl
TOTAL ANNUAL INCOME ; , Attach Proof of |
i i s Qoo — ( FaqgnA4) ![amha:%ﬂé‘ﬂm%.] A4

PAN No. &I =@ o=

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicablz); Yes / Na ,L'I,..-—-”'"
WY A T ¢ (W O ¥ TR W R W e S & T8
FAMILY DETAILS witam faam
5r. No. Hame of Family Member Age (Years) Gender Relatlon with Applicant
i) AR % wE woAm W () f = HE qEY
t- 1 leedhany £q Jin Hurband
Tas A Thapy 33 ) L
FSERS 2 - A i
b W LTI ), 21 = AR & | a0
e ” 2 3
BASIS for REQUESTING ASSISTANCE [Tick whichever is appiicabis)
i O e s
BPL Card EWS Certifi rd
[F-*-Wh.':ll‘d Capy) {Attach Garcflﬂcu?:tsupr] :E;mum E:pﬂ ;::i:{mt
TE T % A wE Oy Er e T B TV HE ey
(W 7 1 B win W w1 (o W B i e [HHI W R O Wi He el e
“PURPOSE" for REQUESTING ASSISTANCE:
wErm ¥ fed i Pt = e
Sr. Mo, Medical Reporis/Prescriptions Attachad
FU HEA HEAERT § AW F H W g6 wee
HE - Codanac
LE — Cafanarf
STng éay — AT = 308 F P aaanlF
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURGES
TR IR F A W & wewn i s s W e A
ar. Ha. NAME of OTHER SOURCE AMOLUNT of ASSISTANGE BEING AVAILED
WY T . # w = W A T
L HECE RTeLAd [ —




DECLARATION by APPLICANT: ST33% g0 =7 a:

1) | hereby coniirm fhat all details in this Form are True o the best of my knowled falss statament will ran I & I
A s _ ¥ gE. Ay der my Application & ongolng assistance, If any,

2} | slemnly confirm that assistance, i recalved from Koshike Foundation, will be used onlyfor the “purposs”, 35 stated In this Form, for which such assistance
was requastad by me

3) | haveby confirm that | have nat & will not in future, aval of relmbursement, in pant or in full, from any olher suurcelemgloyarinsurance o
for which lhis assiiince s raquasted, ¥ mgloyer cOImpEny,

1) & wren wm o e vm wew 0 ol T w T A s s ue we ma b ai o e of wes s T o W S e fos oo wmowsd &

23 i W e T i A", ® o o, T v we v 6y g @ i fem i, o g une o an mn B

3) & ofiz s € F P mee i o e W R, = o e mowen T el ors e Prdwedem weel f 3w S d ol T o vl o
AGREEMENT by APPLICANT [ wr=w B =)

1) By affixing my signature or thumb Impres=ion an this Form, | (Applicant) hersby sares & suthorisa Koshika Foundation and it's Trustess to
usedpublishiput-upireproducs my neme, address, photo & detsils of the “purposs”, for which such assislance is requesiedigranted, thiough any
medium, including bul nat lmited 1o verbal, print, electronio, for soliciting donations for Kashika Foundatlon andior disseminating information about Il's
aclivitiesiachimiements, Such lisa of my photo & dotails can ba made by Koshike Foundation bators or after my treatmant or fulliment of the “purposs”
far which assistanca 18 baing requasied,

25 | (Applicant) furthar agres that any such useof my name, addrees, photn & details of the "purpese”, for which such assistance |s requestzd/granizd,
whi not autsmatizally entitie me lor receiving or canlinuing the sald asslstance. The docision for granting andior continuing the assistance will rest olaly
with tha Trustess of Koshika Foundalion, and ihair decision is this renard will be final and sccaplabbe to me.

1) W W A v S W e w, § (ames) e w9 o s € o et wEdve o ok it sfieg w o R e am,
v, T sl = P gwoww F sifen ), T CwiTEe " T S, T, T YR T o it s el & fal e o v smem

# wfor wed = fien sl 1w oo ot gere ® ure wown 9w S fe il ek w g s 6

21 4 (swdew) w9 S Ter £ iR 40 o, o, o) i e o e e S ool il 4 oo e W v o v o
“wiymR" waR s = w el o st sl v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
FETE . RERE T AT W

AGREEMENT by HOSPITAL (¥omum TRT =1)

By affining hereundes, signature of cur Authorised Signatary for recommending this casa/patient for financial assistance fram Koshika Foundation, we
{Hospital) hereby sifirm & accapt following,

1) that wa neither are presantly nor will in future avall of financial asséstance from anather NGO or ary other solros, for the same patienticase, s We sfs
requasting o gel from Koshika Foundstion, 1o the axlant thal such assistance is grantad by Koshika Foundation, If the requested assistance is not grantad
by Kostika Foundation, In part or n full, then the Hospital resaryes it's right 1o make up the shortfall from ancther NGO or any alher source, This
canfirmation sszentially statas ket the Hospital will not avail any duplicale assistance for the sama patianticese from sny oiher NGO or any olhar Sourca.,
2} The assietance from Koshika Foundation is only fimenclal In pature, The chaice of Iha reatmanlprocedurs sdvisedicanductad by the Hoepital on the
patlent, js bassd on the arrsngement batwasn Ihe-patisnt & the Hospital, and @ in ro way influenced by Koshika Foundation. Hamea, the Hespltal will
assume sole & complete respansibilily of the trestment & I's cutcome & sufsly of \ha patient, and Keshika Foundation will have no role or responsibllity

in lha rattar

et iR, wengd = 3l % ERRATT ST “s e weLva" 9 T e o e w5 o #, G e (ree) e | e u THER =9 #
1]wﬁ;aﬁuﬁmaﬁr#ﬂmﬂ’ﬁﬂmwﬁmfﬂmmmﬁnﬂmﬁmﬁmﬁﬂWﬂ#ﬁmﬁdt.ﬂﬂfﬁﬁﬁ*ﬁMmﬁm’
2 Pt = = e o e R 3 w0 0 & R St sl T W i siosen i e e s § i s
Fereh s T wowl Hen W RS ST WA T B W seww ous e b g o F we w o § e s fem e e Sl i T
i ww wew @ fa == A A S

2, Wi s 2 ot nf s sew el vl W T oo g ) o e R STeiee B
# W W g § S i wEseE T tRer R i T T 8 ey A i ey o s AR
=t Wit ol “sifew" w1 = gfve @ feeE o o

COMMENDED FOR ACCEPTENCE
DR, PRAVEEN SEN SHAF

Date of Surgery o ne GTR
AR TE | Federermrms DR D

gﬂf‘ I f;{S {Name of Dr. Eka,gn. No. with Stamp)
Bl SR R A

FOR INTERNAL USE of KOSHIKA FOUNDATION s 3% 7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A T T 2

20-06-2025




