VRNM-C-22 07~ 1413

APPLICATION FORM FOR ASSISTANCE (Healthcare) U :
HETAAl By STETA WY (RS ) %
APPLICATION o U/ajm£4¢ APPLICATION DATE 2% 7)oz T
SN = . AGE-YEARS 5-71 | sex fom =
e S aomati Devi +q =
frwgs W M - E)'IJJ &9%
PRESENT RESIDENCE ADDRESS Ssly siraia 7 e r B
[ere
D3 Hallowd; [P 3a97el o fouoy
PERMANENT REBIDENCE ADDRESS _ w1t
Tame Ak abgie
__“-:m“"“'“"-' H Cme  qiaken {!ylﬁ{:lhj I UNMARRIED ( siais=)
TR couml- ctponildD  EUEER 44
o e
%%-’&"Tm“‘m‘mnm“ appiicable): Tos | ha
w5 A W § (9 = @ IW W W W S i oW -
FAMILY DETAILS 'gftmr? T
o oy o & oy e ey “'ﬁm"-"' o € .

I Aphad bal Fh A | Hisband = |

1 Eommvecs | =y Soh

4 heela AN E__1Daug ke (9 LAl

BASIS for REQUESTING ASSISTAMCE (Tich whichever is applicabia)
e % Py smm

BPL Card EWS Curtificats Ration Cant Any Otter
{(Attach Caed Copy) [attach Cartificsie Copy] (Aftach Copyl BasisProo!
nindt tow ¥ 9w ™ e wn vl wm e wE Raes= furesd

(W =T o wi wEE W (v v Wi W W s e (T T w e Wi e wh

“PURPOSE" for REQUESTING ASSISTANCE:
wrgm ¥y e v el w gt
50, Mo, Medical Feparts Prescriptions Aached
w9 wEm w3 Wit W) 0l s e Hes

BE - Cafanact

CF - Coadanact

R u%mq_:@r_m_t&ﬂmn

ASSISTANCE BEING AVAILED fir SAME “PURPOSE” from OTHER SOURCES
w agtr 4wl s men fanlt o w9 feen T w7

Br. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BENG AVAILED
WA W = W W T off ¢ wram ol

- DELS ﬁmjf —




DECLARATION by APPLICANT. soifted g0 wivm o1
1) | ooty confiem that all detads i (s Fore are Trus to e oest of my knowiedge. Any false sialemen| will render my Applicaten & ongowg assisiance. if any,
lentile for megedlioncancelbon

2] 1 soleemnly confern that ssssiance, i mciived from Koshia Foundation. will be used only for ihe "purpose”. 3= statad in this Form, for which such pssstance
WS requesbed by me

) | hersby corifor that | Save not & sl natin future. avad of rimbursermsent, in part o in Wi, Trom any otter sourciRTIpioysninsurance compeny. of he smournt
Tor which (His Assmiance 8 reguiasied
1) 8 v wen o e o wE o fon e ol e S el & e w v b ool W T o e e o R A e P o ol b
2 1 g W wgTew e At wEara”, # W @ w0 b e T @ st @ i o e fem wim, A wm e d wmom b

31 e won  fie fum apem gy we wdn W ) £, w o w0 o @ e e e s dnfedadn weet @ 9 o e ool v o sies F b

AGREEMENT by APPLICANT ( sgioe D1 w0t

1) By affixing my signature or thumb impression on this Form, | (Apalicant) heraby agree & mahorse Koshika Foundetion and it's Trustees to
usadputiishipul-upiteproduce my name, address. phols & details of the "purposs’. lor which such assistance b requesiad/granted. thtough any
mradiym, Inciuding bul nol limited 1o visbal, prnl. slectronic. for soliciling donations for Koshis Foundation snafor dissaminatng information about it'e
sclvitiesiachizyemeants. Such uze of my photo & detadis can be made by Koshika Foundation belore or afier my treaiment of lulfiment of Ihe “purpose”
for wihiah BESWINGCE (s By regquesing

21 (hppllcant) further sgres that amy such uss of my nemra. address; photo & details of the “purpose”. for which such aesistance i requestadigranted,
will nol automaticady entitio mo for raceiving or continuing the seid ausstance. The decmion for granting andior conlinuing the aossiance Wil rest solaly
wilh the Trustaee of Koshika Foundation, and thes dacssian is this segard will be final and acoepiable to me

1) WS e w e E we v, @ (s e et 8 e wen f u Cwie wEET o w T W) #fven wn f e Snom,
o, uid ohn @ fewr mmouw F S B oot giSet amy ], o9, s que ke o el it st et o et o s amam

% prttr wt € S et £ 4 Ty W P @ pe o W w e S e B Ve st w et b

33 f (s wowm o urse f feogn am s, w5 o feven @ Ty e = Toted @ i ooR R ween W e o ew) W oo F

“wifren” wen Toe i W frein e st aas w

AGREEMENT by HOSPITAL (e &0 %)

By affuing hergundar, sgnalune of our Authorised Signstory tor recommianding his case/patient for finsnoisd issisiance Irom Koshing Foundation, we
{Hospital) haraty affitm & sccep! following:

1) thist we: Tsaithee ore peasently nor will in future svill of fingnolel sssistancs rom another NGO or any oifhisr source. for Ihe same pathnlicasy, b we sre
retuesting ¥ get from Koshics Foundason, 1o te exent (haet such assstanos is granied by Koshika Foundation. If the requested assistance i nol granied
by Koshika Foundation, in part or in [ull, 1hen the Haapitn| reseanves il's fight o make up the shortisl from anather NGO or any other source. This
cotifinmairon sssmitialy states that the Hospital wil not aved any dupleate assistance for the same patent'cese from eny ofher NGO or any other source
2 The assistance rom Koshika Foundation s only fingncisl n nature. The cholce of ihe restmentiprocedure advisadivonducted by Ihe Hospilal on e
patinrd, ls based on the arrangemenl between fhe pient & e Mospital, and s n no way Infuenced by Koshika Foundalion MHence, the Hospltal wil
assuma g0k & complets responstlity of the treatment & |08 outcome & satery of the patient. and Koshika Foundation will kave no role or responsibiity
iry tha mmalier

vt s,y =2 s 2wl S s gebm F i sp # el S el B i (e fee e oo w wlmee wm b

1) e B u o wiem ab o9 wivw o fafl wmvom farsll e menll dvey @t s vl & o Aot A o w W o £, B e e Aol et
# fwftndmly 7 & w4 “wifime s o e f I b ofk “wifew ewRmt g woee T sfeoewe f s 0 e o b e
el w ¥ woed v w Tl o e W T S w afeen g T b e f weoww e # e o i e e e iy e
& wowmlt won w sl o= o A W Awed)

2 “wfme wretea” ® o of v e b wxf e & of ow veen po O of s et v veowien w o dd o weem
& v s b abe sl v po felt e w o ol e d OR R e g b R S8 o e el B o weEw
w8 ol “wifew o oM fire w faedod vu el Ff wd

Date of Surgery
s W W Time.... .
2# |3 (Name of Or. & Regh. No. with Stam)
TEES i mw It g
FOR INTERNAL USE of KOSHIKA FOUNDATION  ==ifts Twem #q
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE Z
il W | e} i 2

=¥ J

g s

15-06-2023



