MOM- c~8¢ o0 - tﬂ.a‘

APPLICATION FORM FOR ASSISTANCE (Healthcare) 0 -
HETEN ¥ STEET WrEY (vareeg Fwe ) #——-—Ei}fhtlian
ﬂwﬂ;‘mm H Dqﬁd[ﬂ 6’5}5—- ;mm%n;un : g “Sediing Modkaf i,
mamur; P_h AGE- Gk X £ ftn
I Twm Q | .
fomwze | AW %Wﬂn TRME Frpiy a7
SIDENCE ADDRESS a5 Sirarera Ym R - -
‘ - ACORE o : e

R

PERMANENT RESIDENCE ADDRESS ; 7T} Si&i W

pBarrED Mefin) | uNMARRIED |sffis)

(Attach Proof of Income)
(5™ F WL Wer)

Kon

CCCUPATION :
A Hﬂml Ma
TOTAL ANNUAL :

| ¢

FH ks = —
PAN Mo, W A
ARE YOU AN INCOME TAX ASSESSEE [Tich whichaver Is ap ¥ Yes | No
3 A FW W T E (W W E I W w W e e Ll 1]
FAMILY DETAILS wiam faam
5r. Na, Mame of Family Member Age (Yoors] Gendar Rolation with Applicant
w9 HE offan & ugeE W A aw (=) & e e
—1TY ot 7T Loz
NS SR
Z) Boiin Boania. | I ¥ L=
BASIS for REQUESTING ASSISTANGE (Tick whichever is applicable]
e % o faafe amm
BPL Card EWS Certificaty Ratlon Card Othar
{Attach Card Copy) [Aftach Certificate Copy) {Attach Copy) ﬁ?‘mihuul'
i) b W S sEm T wev s W g ™ FNlEn e ¥ %1
(™ W3 W w A e (W W S W e s [UHm wE S W 9w Rl

“PURPDSE™ for REQUESTING ASSISTANCE:
e T o e = e

Sr. No. Madical Reporis/Prescriptions Attnched
W seppmaie § wdl W o o B W
' : 2L Eiﬂﬁ cafga T |
ﬂ-lnﬁnnm = "
L - SICC paath  VYapama _L!.A.A_EE
=
ASSIS AVAILED for SAME -PURPOSE” from OTHER SOURCES
o SR @ o W 3 T R S o A forw v 92
51 Mo NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
o e = =1 Wh W T =i g Eer
—Im—c ml_l




DECLARATION by APPLICANT. ST B Hrew wi:

13 | herety conlfirm that 3 detads in this Form are True 1o the best of my kngwiedge- Any false statoment will render my Application & ongoing assistance, itany,
mepecionicancellntion.

4| mw confinm that asatsianee, il received from HKoshika Foundation, will bo wsed ooy for the "purpose”, 3s stated in this Form. for which such assizance
tod b

;‘;l.hr::;mﬁtnmﬂ- | hava mal & will not in future. aval of mémbursament, in part or i full, from any other SourcesemployernELmnoe compssny, of ihi amoun

for which this assintance = egquosied ‘

11 & v v £ v W E o S S weh @ s w w w ook sl e od e s o w9 e e W a #i

3y 1 g e ey, @ o oo §, e Twen R wee W ol ford S i, 9 e o o B

1) 4 e wen o fie fam o ] w wea wt vl &, ww ol wo sdfew w e frem Tl ars s il vl o 2 W fem & e o ofes S o

AGREEMENT by APPLICANT | ssigw o] %01}

1) By afiing my signature or humb impression on this Ferm, | (Applicant) hereby agree & authonse Koshiks Foundation and If's Trustees o -
wse/publah/put-upireproduce my mame, sddress, pholo & detalls of e "purpase’, lor which such sssistance |s requestad/granied, thraugh any
medium, ineluding but Aot limited to versal, print, atactronje, for soliciting donations for Koshika Foundation andlor disseminating information about it's
activities/achisvoments. Such use of my photo & detalls can be made by Koshika Foundation before or fier my treatmeni or fulfiment of the *purpose”
for which assmslanos |§ taing rmquestod

211 [Applcant) lurher agrae thal any such use of my nemes, sddress, phale & detalls of ihe “purpose”. for which such assisiance i3 requestad/granted,
will nol sutomatically enfitis me lor receiving or continuing the said assistance. The decision for granling andlor continuing tho ass:stance will rest solely
wiln the Trusteas of Koshika Foundation, and their decision is Ihis regaed wil be linal and scceplable b me

ummmaﬂmmlﬁiﬂmm.ﬂ(mﬁjMWﬂﬂm{H‘mmﬂMW'ﬁWImtkﬂum.
wa, el o e g g o sl 8, R t it e s, o, s et ot A ool offdied st ogaferd O e Tl o wem s

Wt et % fiwg e b S o v v R e @ R W o e e 8 R e

2) # (wwiE) T owE @ e e e e, wE ol T @ T wm W agkval W wiin € O v S W W W S W e |

ity o) aEE Anled @ Foie s sl anmad )

ﬂqﬂl?ﬂ;ﬁ n:“;m THUME IMPRESSION : R Jr ‘., b‘l,_

AGREEMENT by AL (TVEH T W)
By affizing heraundes, signatune of our Authotised Sighaltiry for recommanding this case/patien| for linancial ansistanas fram Koshika Foundation, we
(Haspital) heraby affirm & scoapt folliwing.
1) that we neithor are presently nos will in future svad of finaocial sssisiance from another NGO or any othér sowce, lor the soma pabientlizzse. as we are
requesting o gel from Koshika Foundation, 1o the extent that such assistanca is granted by Koshika Foundation. If the requested pemslance is not granted
by Koshika Foundation, in part or in full, then the Hospital ressrves il's right lo make up the shortall from enother NGO o sny other source, This
confirmation essentially states that the Hospital will not avall any duplicaln assistance for the same patient/casa from any other NGO or any other sowrce
Z) The @asistance from Koshika Foundation :s only financisl in nature. The choica of the ireatmentiprecedure Bdvisediconductad by the Hespital an tha
patiend, s based on the arrangament betweon thi patlent & the Hospital, and |5 in no way mflusnged by Koshika Foundation, Hence, the Hokpital wilt

Bs:l}u”m iole & complete reponsibility of the ireaiment & |F's outcoma & salely of the patient. and Koshiks Foundation will have no rale or responsibiity
;] malier

wot stfiegn, e Wl s @ wepdanl = aiiee wredvet @ el s fy oo o aeh B, Rt wn (reee) By w8 s w iR o R
Rl I S R P T EOEC i e pe——
A farfodve 59 3w F "wifrw s oo # fe b ool Swifien srsm gnowemn fref s 27 o few we @ @ o
fet s e sl e et o= v | we S W Afee e T b g d we s o € s i T e i fed
e wowdt wem ot s Ene @ ) S
:|.‘ﬂﬂmm“#?ﬂdmmMﬁﬂMlﬂilMﬂWﬂﬂiﬁ!Mﬂﬂmmwﬂum

w W W fawn & sl i wEeET R R W w0 i v SR we g o w3 W i PR o emn
w1 wiit sl wifve” W Wt wfom w et e e d b W

Date of Surgery
ﬂﬂmﬁ@f
W o
FOR INTERNAL USE of KOSHIKA FOUNDATION  siffe 3ysin 8¢

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE
Al e | o

ST TAE

11-04.2024



