NRN - C-22~-084-032%35

— APPLICATION FORM FOR ASSISTANCE (Healthcare) K&hik&
HETET B SEET WiEY (TR T ) _m

Ry T N o s Ll (R W
HAME of APPLICANT © © AGE.YEARS -l | sEx fim
SETE W ‘:D‘A:Sﬂ ¢ haod [+ | M
%%m“ﬂﬂum. p\m.ieuaj

PRESENT RESIDENCE ADDRESS owr samam o

970 P MR SN, B L0 VWG 2 2V P MR 4 0V VIR S TR T Pr.ne.@{o F}o)ﬁ&‘b
PERMANENT RESIDENCE ADDRESS - ®al_ 5w wm pﬁg@%yc} {f?rl
— \ e \
TaWe An glv e
OCCUPATION L}?] e nm )D.Jtﬂr'i ﬂ_} W}rwnmfn{m;
TOTAL ANNUAL INCOME - ; (Attach Proof of income)
e i s Yy Fovof- (Fdarmid¥) TGmwaewm A4
PAN No, T &0 WA
ARE YOU AN INCOME TAX ASSESSEE (Tick whichewver 15 applicable). Yes / Mo o
¥ ST W % m ¥ (W we W T s W S e W N
FAMILY DETAILS wfran Femm
Br. No, Hame of Family Mambar Age [Yeors) Gonder Relatlon with Applicant
wH HEn 2 i el Al T () fim WS F AW Wy
1. D_.rlﬂ.&t_ T hew) [ = Wial e
x )TV T g Zx A L Ya4]
EQ Plahra z5 E__Dangkdra e
q AP Y I = Ceadnd 1
5 B ahal = M 3L W) S (0
[ Y ahagon k) 749 q 9
BASIS for REQUESTING ASSISTANCE (Tick whichever 1 applicable) 1
wre % fd faafe sman
BPL Card
|Attach Card Copy) :mmmg \’:'ﬂl_'rl lfx::mm E:n‘:'l :;yMMH
it T ¥ W v wrs s v wEm Tusie W = o .
(W v W et e (v Ty W e ol e W (e Wy W1 W v W W
“PURPOSE" for REQUESTING ASSISTANCE:
w1 fet m fed W oot
8t No Medical Reportiu/Prescriplions Altached
wE W vmRElsn | Wit B wieees = e
BE-  Sequle Catanack
LE - L L
Gu.nt:;mk{-fﬂ.‘ffi SJIcST PMMA
ASSISTANCE BEING AVAILED lor SAME "PURPOSE" from OTHER SDURCES
W OIT W Y RN 3 ume e s wm A few oo
1 No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
5 #E = . W Em W WM werwn o
I- Laubar Inundatli o [acpn/ —




DECLARATION by APPLICANT. sres gm wmvm 13-

1) hareby confamn Ml all detads i Fes Foirm are True (o fe besi of my knowiedge. Any feise statenent will repdes my Appscation & ongoing
fiatihe bor taschon/canoaiaton

211 wobarmanly contirm el essistance. § receved from Koshia Foundaton, will e used only for ine “purposs’. e stated in this Form, lor which sdch as

warh feguesled by me,

Salmrﬁfwﬂ;nm | v ook & willl ot an futare, mvail of resmbursement, in per o o ful, from any ofher source/employafnsurance company, of (he uwm

for which this assistence s fequested

L) & e e of e gm e 8 fe o e femn A areedt @ s e o s boofi o few v wes e o # o 5% weem ferm ot w0 we b

2 S g 0 e o “wtfee srsenaT A oF o o 8 eee aven wl wtvn o) g @ B e wdm, ®@ e F w o b

1) & ofie wem f fis faw oo iy o wds W od B o o o e o me S Bl s il w41 0 B # oo 3 o d o
AGREEMENT by APPLICANT | stes gm 377

1) By affiming my signature of thamb impression on Mis Foem, | [Applcant) hereby agree & aulhorise Kownika Foupdation and its Trusiees lo
use/publish/pul-upireproduce my name. adaress, pholo & delaiis of the "purpose’. loe which such assislance is requestodigraniod, theough any
engdium, including bt not lmited (o verbal, print. slectronic, for solicling donations for Koshike Foundation andior dissaminating information about s
aclivities/achisvemants. Such us of my pholo & detals cen be mede by Koshiu Foundation belora or afier my troatment or lufiiment of he ‘purpose”
for which assistance s beng requesied

411 (Applecant) furfher agres Ihat any such use of my name. address, photo & detais of the "purpase” for which such assistance i requosiedigranied,
will nal sutematically enlitle me-lor receiving of conlnuing e ssid sssistance. The decision for granting andior corstinuing the sssistance wil res) wolely
with e Trusless ol Koahéaa Foundahon. and [ decaion i this regard will 0o fingl and scosptable to me

1] e e e A w8 () st wi W e e o wifee weitee e vad el o e win f B g
w, ¥ s 2 feem owm ovm A i b, s o e T, e g T ® e i e Teeeed @ B e o e e

A vt e ® o o & WP oW S S 8 T o 8w w f Cwifew wie o el afoes b

o) (wmiew) o W wem f s g o e e o e o f weeen o ot o wlil § g e S W ove W v o oW A

" vy T =il o fey afm b e W

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION -
HTE Wy N S W e

Q=17

By aftining hereunder. signalure of our Autharised Signatory lor recommending this case/patient for financial assistance from Kostike Foundation, we
(Hospital) hareby afim & accepl following

1) that we neiher are presently nos will in lulure aviil of Financil assitance hom another NGO or any oter sowrce, ki the same patlenticase, as we are
Feuesiing 10 Gat from Koahike Foundation. to the axten | Ssuch assistance is granied by Kosnike Foundation. |f he requested assistance is nol granisd
by Moshikd Foundatian, o part of (o W, then the Hospital reserees @'s nghd 1o make up the shortfall from ancther NGO or sny oihar source. This
confirmutan assentally stales thal the Hospltial will nol avall any dupkicate asststance lor The same patienbcase from any cther NGO of sy ol sgufce
2) The assistance rom Koshika Foundalion is only hnancial in nalute The chisoe of the reatmenl/procedure Révisad/contucted by e Hespilal on the
patient, o based on the arangsment betewon the patent & ke Hospral, snd i in no wiy mfluenced by Kostises Foundation, Hence, the Hospital will

assuma sole & complele responsibility of he Featment & t's outcome & safety of Ihe patient, and Koshika Fourdation will have no role or responsibility
in'tha miatier

rwt sfieagE, vl ¥ s A wm O w e wrtee d faf s iy fieefn o od 8, fel e (e fe wen # e w sl owe b

1) m T 3 m wdan o 5 6 sfs @ e wee el A e sem w el wm wim @ T e d @0 ow A o 39 B st s e
A ferwrfin oy v o w4 Cwifs st oo oawe iy e B oo e st ® g a feds st Y sy o fes am § @ s
firelt o v s s w0 s st s e o e e Tam ) gfte § e e @ fe s il e e driver iy fed
o wem el ws ane oA o Aee

2. “witfym W A o 0f aem dwe S oo o B 0% S0 v g 6 0 e o fed v sraosEe W e S oF wem
i m feve § sl wifen wrrste g Pk ge ) ot v o B et e F ol ® g o ol s e o i) et ;

mm*‘ﬁm'ﬂﬂWIMHmﬂﬂﬂl _

=

Pr. TANUT G AB/A RECOMMENDED FOR ACCEPTENCE o
M.B.B.S.DNB =il % fau wwegfa A ?{ Administras, |
Date of Surgery OMC-76487 /l\
7"”?‘ i Time Date | ’U:'qr'f""--.... _
a Name, Dasignation'8 StamMsharised Saiita
ée3 " {Name of Dr. & Regn. No, with Stamp) { V! wShatl of HEIRLAISIL
T W I A v A 1 2 FT aﬁu{ﬂm
FOR INTERNAL USE of KOSHIKA FOUNDATION  si=iirs: 3vam 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
rEn | T

7 B e

o )

10.03.2022



