Y .
Koshika
foundation
TTT3

AR ¢-1Y-A-055Q2
APPLICATION FORM FOR ASSISTANCE (Healthcare)
qETEE BT STHES WiEd (T )

B [s92.y fm:ua e L T I ®
HAME of APPLICANT : ) ! ﬂm‘ﬁﬂ sEx filn |
e m . Tenvall 9y ™
FATHER WRPOUSE S NAME
g W1 M qu'l.g Ii

LqthfE e JeR—*T]

PRESENT RESIDENCE ADDRESS =#uR MH

%mmu oy uﬁ[ﬁiﬂn}am{m
TOTAL ANMUAL INCOME : [Astach Proof of Income)
T 7 So600)—~ (5w o D A
PAN No. 751§ WY e =
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable). Yer
v a s e (H TN T W W s e H@J
FAMILY DETAILS wfot P
5. No. Namme of Family Member Age (Years) Gonder Relation with Appiicar
ﬂlf;u qf{:i‘::ﬂﬂﬂ 79 () fim HMTE % WU Ty
I- 95 S E ATE A
™ o meel 00 = Kol
" ARSI UL = m%m
4 MUSall Vis [ (hatiied CofJ |
BASIS lor REQUESTING ASSISTANCE (Tich whichaver is apphcabis)
waa & B fefa anm
8P Card EWS Cartificate Ration Card Any Other
{Attach Card Copy) {Attach Certificate Copy) (Attach Cogpy) BasisProol
i T W AN S a w wa TN W g
(FEE T W) w A s wd (v wy o) v ol s wl (e o e ofly ey )

“PURPOSE" for REQUESTING ASSISTANCE:
wrm w7 fed w8 Pl & It

8. No
5 FEm

Madical Reports/Preacrigtions Attached
wermaEter @ Wi W of viwber g0 W

JU@mrr{

RE = =cwle CalarilF

[F — Sewile Cofayal(t

s

RE-_ < Z (< IH Pmig

ey -
-

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
TS % ¥ W S A T s= v W few ww w?

MAME of OTHER SOURCE
5= T W T

AMOUNT of ASSISTANCE BEING AVAILED
= e T




DECLARATION by APPLICANT. sneTE gm wwm w1
HWMHEHHMHHManunTMHMMuHWWW Any talen stainment will render my Application & ongolng assistance, ¥ any,
o resechion/canceliption

2} | sulesnnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated in this Farm, inr which such assistangs
il reguirsted by ma.

3} | haretry confirm Bl | kave nol & will not in future, avall of relmbursemant. in pant or in full, from any ofher sourcalemployarissurance company, of the amount
for whick this assistance & requested

1) & e wen f f o w4 fol mowh few 3wt & s we o i bR s fee o W s wn wm € 8 88 woen B o o b
21 % g W mpw ofn “sifew s, 8w b, T v R Tm W o @ e e o, oW owe F s b
3) & e wom o e P moren £y v e o nf 8, ww ofn w sfw w e fran el sy shefedeete ek i o fee § ool s @ ot d o

AGREEWENT by APPLICANY (3w¥y 57 w0

¥} By affizing my ssgnature or thumb inpression on this Form, | {Applicant) heroby agree & suthorse Koshiks Foundation and Irs Trusees 1o
use/publish/put-upreproduce my name, addrese, photo & detalls of the “purpose”, for which such sssistance is requestedigranted, through any
medium, ncluding but not limited o verbal, mnﬂmmmmmmmmmmammmn':

activitles/ichevements. Such use of my photo & detalls can be made by Koshlka Foundation before or after my treatment or fulfiiment of the “purposs”
Tor which sasistance is baing reguesled

2} | {Applrant) further agres thal @ny such use of my name, address, pholo & details of the "purposa”, for which such assistance is reguested/granted.
will ot aulomatically entitle me for rceving of continung the said assstince. The decislon for granting andior conlinuing e assisiance will rest solety
with the Trustess of Koshika Foundation. and their decision is Lthis regard will be final snd acceptable to me.

1) W T S e W s e e, 8 (oiew) e el #) gie e f u “wife i oy o st % s v o o,
W, Wi st W e g e e B, R e e sl o, e get agtve 4wl sifaied s oo fi fal o e e
i'Mﬁ!tﬂi‘hdﬂnl‘qﬂm.fﬂ!ﬂﬂlitﬂﬂmiﬂﬂih““m*ﬁﬂﬂh

1) & (sview) 1w oW W v { % g0 o, v, o e e W T owom ¥ gl # wivin & 90w e w0 v o wom T w

“wifw” v wem vl w Tode s sl wromi wm)

APELICANT'S SIGNATURE DR LEFT THUMB IMPRESSION :
e W e W s W faama L'T

AGREEMENT by HOSPITAL (wm go =)

By afficing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hoapital) horeby afirm & pccopd $ ‘

1) that wa nedher are presanty nor will in future avall of finencial assistance from mmuwmgn&wm.hmilmpm.uwm
requesting 1o gel fram Koshis Foundation, io the eaxlent thal such assistance s granted by Koshika Foundation. If the requesied assistance |s nol granied
by Koshika Foundation. in part or in full, then the Hospital resarves It's right to make up the shortall from another NGO or sny oifwr source. This
confimalion sssentially states thal the Hospital will nol avall Bny duplicate assistance ke the name pallsnticase from any other NGO or any othes source
2) The assisancy from Koshika Foundstion i only financial in nature. The choice of the treatmentiprocedure adwsediconducted by the Hospital an the
patianl, s based on (he sirengement betwesn the patent & the Hospltal, snd ls i no way influsnced by Koshika Foundation, Hance, the Hosplial will

assume sole & complete responsibillty of the reatmant & It's outcome & satsly of the palient. and Koshika Foundation will kave no role or responsibility
in e mathed

T ST, PR W R S AR w1 s weeve T A Tl s wy fewion ® w8, o (o) e v W we w wimr v b

1) % 7 i i 9 6 wites o fufi weee el A s sem o el s e 8 e Sl F 9w @ o 8, W e e <wiiew e
W frwinfiveds v & waw 4 "wifee st oo wee gy e ool oo ek oo ween e sfes t T fes b 8 s
forlt s fe sl dlom w Fol e e A e W oW sfies g v o e F e v w4 B s Rl e v ity el
el dew w fel = e A S S

2 “wifive st 4 of of W Y fufim ot o &) S0 W vee oo 4 o e 9 et o TTTaiET W T O o =

& diw o ey & ol “wifions st g Sl v o wl e b pefed s A 00 yere o i sl o ot Restod df o weme
w o sl “wifew” W W oftee W ™ W o e

RECOMMENDED FOR ACCEPTENCE
i % fore wefy “i}e)*
Date of Surgery Y
s % ww or ﬁilmw'ﬁm'jﬁ Assistant Adm:::? V
q\"”’ W :: d‘ F1C0 (UM , Dr. Oiwigesyion & Sap of Authorised Signatory
[ ! an Bt hital
1B\° ‘!& o e A 1 ‘“”%ﬂ ®lome s s
FOR INTERNAL USE of KOSHIKA FOUNDATION  3s=ifts 3wam 1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
I v | i ¥R 2

/ FAE

/]

04-03-2024



