AJR A - €- AY-0F -~ |1493

APPLICATION FORM FOR ASSISTANCE (Healthcare) t
HEEAl B4 THEA WET ( wTEy i':mﬁ!J —M—E?EEE%
mr:m.: Vﬁ:??‘f/@ﬁ'gg mmmmm: o /q.&/qt{ m
. % A A -ﬁ
wsmn Kinam Do i [

mm-wms: g”’b[ Vq%

&mew U P 2X]30 ] P“”e"‘# Portap
PERMANENT RESIDENCE ADDRESS : T9% SIPTHIT 7

JAMme Al ahEe
rﬁ-.cgmm: CH W';'— Mﬂkw—l Wrunmmmﬁaﬁa}
TOTAL ANNUAL INCOME : 3 {Attach Proof of lncome)
T s A YA [— | Cfamidd) emaaasm A/~
PRN No. T T WE
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes | No
F @ S W S € (A W IR W U W S W L_—
FAMILY DETAILS =f=m faam
Sr. No. Name of Family Member Age [Yaars) Gender Relation with Applicant
wH e A e 3y (&) fin HWTF ¥ Y T
[ Loacham ;S| E HUndand |
o { hhoty Py W | F& < 0N
1 o = i
K b e 49 = -J:*.{HMSJ\:\"EPJ Lo L)
BABIS for REQUESTING ASSISTANCE (Tick whichever |s applicable]
wa & o Tl amam
82 Card nificate on
(Attach Card Copy) umEran-?mucmr (Attnch C o] " s
A T A T 0 =P ST = T TV W ey il
(HT T3 owT WRR ST e W (W T W W uE T W (W 79 W we W e S
*PURPOSE" for REQUESTING ASSISTANCE:
wrr iy fed mi il W w
e, No. Medical Repons/Prescriptions Attached
Ll seamEvETR A Wl w1 18 i ge Hem
AE - Cotanact
LE - Codaialt
== — =5
Songeny — (R —Jd0 FAMME
£
e L
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
W I % W W F wema e s e 8 e o e
&r. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
A HE =1 ¥ W A d T e Ty

£ LS (80 —




DECLARATION by APPLICANT. ST AT Wom 7;

1) | hereby confirm that all detalls in this Farm are True 1o the best of my knowledge. Any lalse statement will tender my Application & ongoing assistance, if any,
liabale for respction/cancaltation

2) | solemnly canfirm thal asskstance if recelvied from Koshika Foundation, will be used only Tor the "purpose”, &3 slated In this Form, lor which such assstancs
wiks reguestod by me.

3) | haraby canfinm that | have not & will nat in future, avail of reimburssmant in pan or in full from any other sourcafemployerinsurance company, of e amaount
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AGREEMENT by APPLICANT (s9e= @0 %71)

1) By affixing my signature of thumb impression on this Form, | (Applicant) heraby sgree & suthoriss Koshika Foundalion and it's Trustees 1o
usa/publieh/pit-upreproduce my name, address, photo & detalls of the "purpose’, Tor which such assistance is requesiedigraniad, through any
madium, Including bul ot limited 1o varbal, print, slactranic, for saliciting donations for Koshika Foundation and/or dissaminating information abadl its
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AGREEMENT by HOSPITAL (w&=ma 50 W)
By aMfixing hemsundar, sianatute of our Aulhonsed Signalory for rescomimanding this case/pabaent for financial sesstancs rom Koshika Foundalion, we
[Hasgpital) hereby affirm & accept following:
11 that we nesither are presently nor will in frture svall of financial assistanca from anather NGO o any other source, for the same pafient/case, aa we ors
reguesting o gat from Koshika Foundation, 10 the extent that such assistance is granted by. Koshika Foundation. If the requesled assistance s not grantad
by Koshika Foundation, i part or in full, then the Hospilal reserves il's righl lo make up the shartfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicale assistance fof the same patient/case from any other NGO or any athar source
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pssuma sole & complete respansiblity of the ireatmant & it's outcome & safety of the patient, snd Koshike Foundation will have na rale of responsibility
ify fhe matisr

et afoun, g ®) s B weRaEl w0 sl w0 fafie weem iy fewion @ oaed 3, B oe (e fas awe @ e s s w8

1) for o A wdw ot o af o fiefim wee et frowoelt stem w et s win | v i F o ow A o 8, 3 e o st we
& fapimiet 70 & way F s wEst oo own g e b o it wEsm " oo mEw el afreoass & s T e e T A s
fardt wrn A wr Hen W fEs s W ® e S W steen Wi T b o e d we vt s B e e el v fed
. wT e m fEe S AeE R T e

1 “wiffers wEETE" W AT wEE S e sl ow b oh o e g 6w W w o e W
o W 0 fave ol Csitee s g e e w0 e o b e e o i % gere o si w
W et sl “wifre " @) W qftvet @ Faoted oo F e

RECOMMENDED FOR ACCEPTENCE
i % o sl

Date of Surgery
v w1 wiE

o7/ e84

FOR INTERNAL USE of KOSHIKA FOUNDATION  sif wam 7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
At g | = TE 2
] ﬁcﬂ/e |
. !‘ =___,——

11-04-2024



