Koshlka

Toundation
[

VAN -c- g3~ of-1350
armcanonie /o #23[0826 wreicanonoate: 25 Jo 3/ 33
ﬂu:dwm“m: ‘Q‘“f "'S-t"hﬂh m-!g e ::i-h

!i

W%Imn T ST 9

YATHiE __Lf abhipve
e rond Jﬂﬂmf MMHWMIMJ
. YRR/~ ¢ Fagpidy)  wwa e Az

PAN No. T1} =W HEm

ARE YOU AN INCOME TAX ASSEBSEE (Tick whichewer is applicabla). Yeos / No
w0 5 A % e ¥ (A W W IR W AR W e A ¥/ ( —
FAMILY DETAILS vfran fammm
™ Name of Family Memb Age (Years) Gender Relation with Applicant
Lkl miﬂdma: ﬁfm fiin SHTE § TN
1 0D 90, iz 34 = falel
T 2 Maalo i P X R %)
BASIS for REGUESTING ASSIBTANCE (Thch whichever s applicabie)
e % fid frsfe sma
L. Card EWS Certificate Ration Card Asy Other
{Attach Card Copy) (Attach Certificale Copy) {Attach Copy) Basis/Proof
it % N = o 9w e Ty Wi W Wi T
(v T W pew o e Wt (wamy v o e ofly sy k) (o un Wt ufh e o
“PURPOSE" for REQUESTING ASSISTANCE:
v ¥y fe o felt W e
§r. Mo, Madical Reporta/Prescriptions Aftached
w W semreyte W Wi ol nf s g Wee
RE - Codarmac?
-, Caotal+
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
¥ agtrn W g W s we fee s w9 fen o W
Sr. Mo. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
il 4 T W AW o nl e Tt
[ DAY Doeo J—




DECLARATION by AFPLICANT: SFETW TN W ¥a:

111 tretsy confirm that sl etz in thil Form s Troa 10 10e Bast ol my kngwiedge Any fElse statement will render my Apphicaton & ongang assmstance. F any
i for regchonicancellrton, . _

211 saheennly confirm that avastncs: | recemed from Kostika Foundathon, will be used ey for the “purpose”. & stated in this Form, for ehich such assistance
wili Tegquesied by me

A3 1 ety mnf'r‘n?nmm.wunﬂl E will mot o Sutume. aneadl of resmowrsamant, i gan or in kll, from any oher soutcalempicyaninsurance company, of e amount
for wihboh this assbtancs & reguitted .
1) 4w wow £ 5 T s A TR ok wed S o el s we o ml ot i o of e s o w8 S aee e o weh )
1) %t g R A Cwfee e, ® e ol b oa e we e o o € fird S, o oy f e e

1) & e wm §  fem e g o wdn 9 nf B, v ofe w sl o fiem ek s el s o e b oskos @ s A )

AGREEMENT by APPLICANT | sicw 5 %11

1] By afMining my signature of Mumt impresson on this Form, | (Applicant) hereby agree 8 authorise Koshika Foundation and If's Trusteas to
uss/publishiput-uplreproduce my nene, address. pholo & detalls of (he "purpese’, for which such aseisiance is requestadigrantes, theough any
medum, including but ot liméed ta veroal, print, slecironic, for soficiting donations for Kashka Foundabon andion disseminating wformalion about s
Ecovibes aohmvements. Such use of my photo & detalls can be made by Hoshika Foundation before or after my realment or lulfiement of Ine "purpose”
for which assistingn |s baing requasind

21 | tApphcant) furthar sgroa that sny such (se of my name. address, oholo & details of the “purpose”. for which such assistance i requesiedipranted,
wil not automaticalty entitle me for recening o contihumg the e sssstance The decislon for pranting andlar conlinuing the sssistiance wll res! polaly
with the Trustens of Kosnika Fourdation, and their deciion is this regard will ba final and scoeplable 1o ma.

1) ™8 T W A v W oaE W e, & (s e wraln oW e e f o Cwife wiem o o il U oW sfep v ol ot o,
u= o2 s 9 fewen pe uns o b b Sedfien " oy wm . ow ewe gt Telve A o il s avmfend o Tl fee W T sem

% vfte Wt # B sfern & S vy w e S pere W ot o W 9w o B Cadfee ol w ol e

23 & (wpbwey W & W fe o, e, W e fee o oo 8 woond ® wfde § o e ween W e w8 e @ e o

“wifm” T Te i W iy s st wend o

APPLICANT'S SIGNATURE OR LEFT THUMB MPRESSION :
=iy ¥ e = S W e

AGREEMENT by HOSPITAL (v o0 =11)
By affung hareundsr, sgnaturs of our Authorsed Signstory for recommanding this case/patient for financial essistances from Koshika Foundation, we
(Haspital) hersbry affinm & accap? lollawing:
1) that we neifar are presently nor will i future 2vail of financial assistance from snother NGO or any other source, 1or |he sams petienl/case, as we 50
reqUEesting lo gel bom Koshaa Foundation, = the salent bl such assistonce |s granted by Koshika Foundaton. If the requested susistancs i3 nol granted
by Hoshika Foundstion, in g=rt or in full, iven the Hospital reserves i1's right to make up the shorfsll friom another NGO ar any other source. This
confirmation susentinlly siotes el e Hosptal will nol gvall any duplicats sesistance fof the aoime patienticass Mom any offier NGO o Biry othed 0URS
7| The assistance from Koshia Foundation B only financal in nature. The chaloe of the treaimentprocedune agvisedicanducted by the Hospilal on tha
patiant. s besed on the arrangemen| bebwean the patan! & the Heapial and (5 in no wiy mflusnesd by Koshika Foundation. Hancs. e Hospltal will

nsauma sole & complete resgonsiility of the restment & it's oulcome § ssfaty of the pahent, and Koshika Foundation will kave no role or responsibiiity
i the mallee

Iﬁﬁ!.mﬂdﬂiMﬂ“dﬂmWﬂﬁhmﬁMﬂﬂﬂlﬁiﬂimjﬁﬂmﬂﬁlhwﬁh

1) Uy F% 50w s 3 0 wivn o fafie e fed i e gees m Bl s wi @ ve ot A w W o e et et wrle”
4 farpdim/fvdh s o sy F “odfres et o s odg e ool it saasben " o e Sefh s i o o e e 8 s
folt == wowd wee w Sl e TR @ W W ow s gl T how e F e s w # f sme frdts oo s it iy fesd
i wowt wew w el W= e @ T S

2 “wifire wrdwat @ o of mosn e i e W b B w ree gm0 of T @ et e W e o o e

o e we Tew B s “wifivss st ™ gro faodt g s b e ot &) et weone oF Rt o e o e sed ok o el Resol SR e wenne
= i v “wiiew " 9w g fasiod oo o dd)

DED FOR ACCEPTENCE
msmamwm % forg e DANISH
STy, W
gation & Starky of Authorised
Ql’/ﬂ-? } at o:‘hlhﬂ Hospital) Sy
T TR AT A AR Y T 1 T e e SR
FOR INTERNAL USE of KOSHIKA FOUNDATION  seifre T7a iy
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

5t wE |

7 A

= )]

15-08-2023




