MOMN - C-% - 09~ 1034
APPLICATION FORM FOR ASSISTANCE {Htillh!:am] thd{a
- ﬂ-‘l { ! foundation
e M([0924] 9 5% 1= e v 1[0 Q| @G e
NAME of APPLICANT | ' AGE-YEARS 3M-wd | Bex fam *'I ‘ P
FATHER S/SPOUSE'S NAME :
firmgs = M ¥

PRESENT RESIDENCE ADDRESS wfqnmn.hm

—_— ﬂ“mniﬁ%:

PERMANENT RESIDENCE ADDRESS : w3 0@ o)

Same. 04 ~hewe

DCCUPATION
=Y

{ FF = AP ")

u&n_m_u_m.n.l(.u L searmes slien) | unmarRiED (v
TOTAL ANNUAL I : (Attach Proof ol Income)
e wac bt

PAN No. =1f = HET
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is appiicabile): T
¥ AN AW O T ¢ (A W IR W E W e /W
FAMILY DETAILS wfre famm
Sr. Na. W of Family Member Age (Years) Gender mllpu-nu:lumppll-anu
=5 wEm wfaw & 51 77 3y (71) AATE T WY A
LW Rave Db 731 o ST,
B Pan MEhas = DA Sain
BAGIE for REQUESTING ASSISTANCE (Tick whichaver is applicabls)
e & il Py sinan
BPL Card Ration Card Any Other
(Attach Card Copy) o Cortheate Copy) A Cora) o Bl
nivalt h F g v Ty R R R Evy Dl o Bt W
(5= 7 W e i wer W (W W W U WA wE W (W T W B Wi s W
“PURPOSE" for REQUESTING ASSISTANCE:
g By i felt ® agRe
8. No. Medical Reports/Prescriptions Attached
W T sepmretva @ ol F m wi o s
' : L [E Sepile Catooack
Daoqrcbe Lt N i ; !
Ll.l_-d_%‘aht & S7c< Mh_ﬂ[ﬂm__hm__ﬂ.au-ﬁ-—-
5
E BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
nmg‘"ﬂ:ﬁuinﬁmmm:mmﬂmmwm
5t No NAME of OTMER SOURCE ANMOUNT of ASS|STANCE BEING AVAILED
m‘u'm‘m _ = T W T ﬂ-_ ol =eram Tl
DA ¢ __ﬂ-nf




DECLARATION by A} LICANT: STiS® T S w3 "L

1) | hereby confiem (| B4 demis in this Foom e True 1o thee best of my knawlodge. Any faisa statement will fender mry Appiication & ongoing asststance, il any,
liabile for rejectio  ancelialion.

21 | sabomnly contir | that assistance, if received from Kostibs Foundation, will e used only for e “purpose”, @ stated In this Form, for whach soch assiatance
as mguesind ¥ @

‘3‘] | heraby condie  that | hava rot & will pot in fulure, avad of reimbursament, 0 part of in full, from any oiher sourcefamaloyes| newrance company. of the amoun
far which thia sssnlance is requesied
1) & v wom f e g e fnom) wh fiewr o el @ s e o w B W S o Wl s e e o 9 ws Fre 9w e B
z;ﬂmimw‘mw:ﬂm‘,ﬂlﬁmtﬁl,#ﬂwmﬁnmﬂﬂlﬂ'ﬂ*hﬂﬂmm.ﬂwnﬁﬂ%wh

1) & g wom € B Fam ween g v e o of B, aw wfow s o fren e aen Pl weel @ 08 e b b 3 @ afies o o)

AGREEMENT by APPLICANT (4% 30 %)

1) By affiaing my signature or thumb impression on this Fﬂql'm. | {Applicant] hereby agree & sutharise Koshike Foundation and if's Trustees 1o
usaipubksh/pul-upiieproduce my reme, address, pholo & detalls of the “purposa”, Tor which such assistance is reguenladigranied, thirough any
medum, including but not limiésd fo verbal, print, electroniz, for soliciting donations for Koshika Foundation andior disseminating informaton about it's
acinitlespchievements. Sueh use of my pholo & detalls ﬁl bo made by Wouhika Foundation before or altar my reatment or fulllimend of Ihe “purpose”
for which astisianee i being requestad.

201 (Apphcant) further agres that any such use of my rumi ddiess, phatd & datails of the “purposa’, Tor which such pssistance is mouestedigranied,
wiil ol autamalically entitie me for recelving o continuing the sald assistance. The docision for granting andfor cortinuing the assistance will res! solaly
with the Trustees of Koshika Foundation, and thair dacigsn I8 Ihis Tegard will be final and acceptabls (o ma.

1) 79 9 T R v s W e e, A (wrew ) el el ot e wmm f o i srdtes ol aed st~ e won € fiv dn W,
am, el ol o8 fwr g woe 3 v, )~ wie on m, o, Tt ke § o] si weedaedd % ford faerh <€ g e

o weefin wrd 2 T afegn S v fees 2w # moam | wE S T i et w el i &

2) 8 (swiew) o0 o= o w80 e, v, 9 o e o TS owen § wie @ wfde | SR e e e ree o e g §

“wifirn ™ oy we =wfived & ffe e sl wenwd W

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
wbew o wemer N sph e P
By HOSPITAL (swwms 57 %)

By sffixing hereunder, signatuce of our Authorsed Signatory for rﬂwnmmhg this case/patient for financial essistance from Koshika Foundation, wa
{Hozpital} heretry affirm & acoapt following: ; s

i - -
1) that we noither are pressntly ror will s futuee oveil of rnaml asslatance from anather NGO or any other source, for the same patisntcase, os we ane

requesting to gat from Koshika Foundation, 1o the extent that such assistanes s granted by Koshika Foundation, i the requested assistance s not granied
by Koshika Foundation, by pan or in full, than the Hospltsl re % it's night 1o make up the sharttsll from another NGO or any other source. This
confirmation essardislly siotes that the Hespital will not avall any duplicate @ssistance for the sama palienticass from any other NGO or any other source
2} The assistance om Koshika Foundation is only financal in nature. The cheica of e trestment/procedure advised/conducted by the Hospdal on thi
pirtinnil, m based on the arrangement betwann the patient & the Hospital, and is In no way Influsnced by Koshika Foundation Hence. ihe Hiospital wil!

_uuw:ﬂn sale & complele responsibSty of the treaimant & it'd outcoma & salty of the patient, and Koshika Foundation will have no role o rEsponsdilily
1} rrEtar,

R i, wemeh W1 R R e e st W faiee s (B feelon o sl @, Tl e (women) S v @ e o i e B

1) W for b owbeer ofe v oft v o ffion e ol e wpownt sy o B e vn o e it o 9o o e @ R e owd S wfire weeteet
W TR e E e i e o we iy e f ool twiflee woste g e fedh afeaes B e o fen ww £ 8 smam
Pl = sl w0 W R S6R T W S W W e e Tee ) v e d s ww am e s i e el iy fe
fe oot wtoe w Poeelt s ameee ¥ ) sl ' |
:.‘dhm\mim'ﬂ#rrﬁwﬁnﬁﬁwwﬂﬂhﬂmmmﬂﬂmmfﬂﬂmﬂhwwﬂﬂm

* #3 W fawe ¥ o Cwie ST w Tl wen W w0 ) vl v F 0D % ve e ol o W W wl fsiod 99 o s
wh it oy ot ” o W i @ farsml oo F e

Dale of Surgery
s 3 i

IN}R\#{ | ol 1*4"" 1

e T

A LRI
FOR INTERNAL USE of KOSHIKAFOUNDATION 4% ¥4 1

SIGNATURE of TRUSTEE 1 SIGNATURE of
Sl voir TRUSTEE 2

i T

=

11-04-2024



