MNoem-—c >3 09— 14913

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kovsh{ka
il it s e foundation

Dusdibinsg Bhich o lobm

R M|0924J000F  [mwmi3loalas

NAME of APPLICANT : . AGE-YEARS ST | SEX f6
g Ratendna 15 r

FATHER'S/SPOUSE'S NAME : ' a

fmwges = 9y &]HM

PRESENT RESIDENCE ADDRESS NI ST YAl =
ALE -5 1 AN o ™ ¥ 1

.
L 13
®
L
i
i

PERMAMENT RESIDENCE ADDRESS : &3 3oy W
SANe al ohaig

OCCUPKTION: Lo ng ¢ PARRIED (arfen) | UNMARRIED (i)

=Ty
TOTAL ANNUAL |NCOME : [Attach Proo! of Incoma)
= s 3 X e ] {3 W R F)
PAN No. TatT| Tl Tien ’ ’
ARE YOU AN INGOME TAX ASSESSEE (Tick whichever is applicablo): Ton | No
T AN A w T € (W T W WA W e e ¥/ W

FAMILY DETAILS witar e

&r. N Hame of Family Member Age [Years) Gender Relation with Applicant
T W ufper & weed W 9™ W (=) fm HTTE % Y S
(D)
S~
BABIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
werm & il el s
BPL Card EWS Certificate Ration Card Other
(Attach Card Capy) {Attach Cetificats Copy) (Attach Copy) P dimaend?
it o I wmm v wET ap Wi g VIR W - P e
[l Rk b (S | B W (o ¥ W e s W

SpPURPOSE" for REGUESTING ASSISTANCE:
e v R R W AR
Medical Reporis/Prescriptions Attached

o5 p _ S e Lk S '
s s E Sall odampe L

P A S ' ¥ VST s S i % Voo W W WYY
I

=

ANGE BEING AVAILED for SAME “PURPOSE” lrom OTHER SOURCES

mm*nnﬂmmmwdmmﬂm:mm
ASSISTANCE BEING AVAILED
NAME of OTHER SOURCE moum-:rﬁqi s

=Y HEE = Tl W
NHeS e

L




Al |

DECLARATION by APPLICANT ST9%% & WIwms 3: .-.l

1) | heroby confirm that all delais |m this Form am True 1o rbntmwhmm.wmmn:uﬂﬂm frey Applcation & ongoing assistance, If any,
limdles for rejectionicancedlation. .

2) L seilemnly confitm that sssistance, i received from Koshid Foundaion, will ba Used anly for the “purpose”, as stinted in thes Form, for which such assistance

wat rguested by ine. |

91 heerotry condiem thalt | have rol & sill not in future, avall n1rwmurwrrm1.;m part or in full, from army othir souwrcufemploperinsurances comaanry, of ihi amosent]

for which nis assisiance = ragurstied |

1) 3 e o f B o s 8 hed e el o ol el w8 sqm o wouy) & oofe e e o s simen wee w0 S0 e froe =i ow et @)

2 A i o e o wifeee orsstvi®, 0 oh oo ot B, e wedn sl whes ol ol o fd fenr e, o e ameen o o B

1) ofee wr o i fm s e b o, w9 ol W e o w e Pl o i frindin e @ 3 e @ ok @ i ff o

AGREEMENT by APPLICANT | es &1 %777)

1) By affixing my signature or thumb impression on this F | (Applicant) hereby agroe & authorise Koshika Foundalion and It's Trustoes 1o
usegubishipul-upirepreduce my nama, address, pholo & details of the “putposs”, for which such assistance is requedled'graniad, Mrough any
medivm, ncluding but net limited 1o verbal, print, etectromic) for spliciling denstions for Kashika Foundation andfar disseminating Infarmation aboul i's
pithitiealachiovormants, Suah use ¢l my photo & detalls can be mada by Kbshika Faundation beloie of after my lrestment or fulfllment of the “purpase”
far which assistance i being requested |

21 (Apphcant) further agron that any such use of my nuswe, address, pholo & datalls of the “purpase”, for which such aasistance s requesiedigranted,
will not automatically entitlo me for recoiving of continuing the sald assistance. The decision for granting sndlor continuing ihe asssiance will rest solaly
with ihe Trusiees of Koshika Foundation, pnd their decision|is this regard Wil ba final and acceptabie (o ma.

1!ntmwm“llﬂﬂ“ﬂﬂﬂmm.EIMl|mmﬂ;_ﬁm{#“mm*mm*dlﬂmm{hﬂum.
=, Wi a F P oo F wfe @ el o it o, wem et st @ ol ofafod sin sodeed © S e o v e
ﬁnﬁwﬂ#ihaﬂﬁqﬂilﬁmwﬁmﬁmimmmﬂtﬁih'mm"Iﬂn&-nthrrin

2} 8 (apinw) Yo W o weoe ¥ o o wn, o she fawe ) e we Tt wfde b 53 o W T e w8

“afiee™ u wes i w Erde sllm ol s e

APPLICANT'S SIGNATURE OR LEFT THUME IMBRESSION -
wATR ® T W e W e

AGREEMENT-by HOSPITAL ( yimmm g 01

By alfixing hereunder, signatte ol our Authorised Signatory|for recommanding this case/patient lor financial assistance from Koshiia Foundabion, we
(Hospital) heraby affirm & accept following: |
1) thal we noithar are presently nor will in fdune aeall of nafeial mhmﬁkunmlhn NGO or any othar source. lor e same patient/case, ns we ane
requasting In gat from Koshika Foundation, 1o the extent that such assistante 7= granted by Koshiks Foundation. if the requestad assistance s not granted
by Koshiea Foundalion, n part or in full, then the Hosphtal reserves it's rght to maks up the shartfall from ancther NGO or any other source, This
confirmaton essentially states that tve Hospital will not avall any duplicate dssistance for the same patient/cass from arty other NGO ar any other source
2) Tha panmtance rom Koshiks Foundation is anly financlal in nature. The ¢hoita of the treatmeniiprocedure advised/conducted by the Hospital on (he
patanl, s based on the amangement betwesn the patient & the Hospital, and i in no way influsnced by Koshiks Foundstion. Hence, the Hosptal will

-u;::m- sbln & complate respongibdity of the teatmen! & Il's culcomes & salety of the patient, and Koshika Foundation witl have no rolo or respansdiliny
L]} matker

vt wfien, wennedl W) ol 6 sl et < eifren st il o B et w0 e &, el en (e e oew @ me ot el wn

1) f 7 o e by 3 ot efive o ffi ww i A Rl s w e s v @ v Gl 4 S o o £ B e “wers g
ﬂmmtmiwi‘mm'mmﬁﬁhm‘t‘mmﬂw“mfﬁtMﬁWﬁﬂhmiﬁm
ol =3 fir ool s Hh o e A e W s e oo b v e o v w0 s S wee e Shert iy e
i wperft s o faedl) s o 3o dmeen |
:_'dﬂmwﬂn'ﬁiﬁmmﬂaﬁnwdhﬂiwmﬂﬂﬂimmﬁiﬂﬂmwwﬂﬂm

R R LR R R R R R R TR R et i et R e p—
vl s Vwite® o wt fem w fectel g st ol e

ECOMMENDED FOR ACCEPTENCE
_ | witE W Py wfe

1IAR N KI4AR
- S FICG

Date of Surgery Dr

st %
SN

, BRI W AM A

nifa
" FORINTERNAL u%smmmmummm stafrE Zva iy
SIGNATURE of TRUSTEE 1 | SIGNATURE of TRUSTEE 2
T | | S| T 2

o AT

11-04-2024



