UBA/- C- Q4 a8~ 0350

AFFLIm l;f:;:lrgg:q Aigmﬁ me} E%hthan
T V[Nt 2 S i 1L
pmenr: Cnbody R
FATHHW'I MAME : L-@f‘n M s

PRESENT RESIDENCE ADDRESS adw[7 sparard al

Khoin , T xhmmailpul , Y Ahoma\pul,
)

Preep

JGH AL Fank, UF g.30490

PERMANENT RESIDENCE ADDRESS : 77§ S4H w0

CAE Ay ahpve

S Home maken | MARRIET (PHarea) | UNMARRIED (i)
A U Dl (Fagmdd)  tmemasen 4

PAN No. 701 & #el

ARE YOU AN INCOME TAX ASSESSEE (Tich whichever Is applicable): Yus | Ho -
T W 3 5T W & (N 7 W I8 T A W e e siom
FAMILY DETAILS wfiam fsim
Sr, No. Name of Famlly Member Age [Years) Glﬂlﬂr Retatlon with Applicant
F W ofian & =l WA W (=) fim STAEE W W ey
L Cndyciay i3 (il et amel
7 Badcih 2 F ™ J £
7. [Mfema =24 = Mglw
BASIS for REQUESTING ABSISTANCE (Tick whichevar i= spplicabla)
wEram % T el s
BPL Card EWS Certificate Ratlon Card Any Other
(Attach Card Copy) |Attach Cortificate Copy) (Attach Copy) Basis/Proo
i e % AW oy 0w a ] UV HE ) e wif w
(g T W gv o e (W T W) wEn W A s (w3 % v wfE gae

"PURPOSE" for REQUESTING ASSISTANCE:
vt el T faed W gt

Sr. No.
wW

Medical ReportsiPrescriptions Attached
semEEET B W w1 o ofe e A

RE-

Cadaqoct

Ll -

Cotarmid

U By _¢LE) = XI0 IV AR

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
¥ IR F B W e Heram TeA S wm A e o e

NAME of OTHER S50URCE
= F W TN

AMDUNT of ASSISTANCE BEING AVAILED
i e sl o

JB

LS

KO0 [ —




DECLARATION by APPLICANT: STHSE 0wy v
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1) By affuang my signature or thumb impression on this Form, | (Applicant) hereby agree & authorse Koshika Foundation and iI's Trustess 1o
usaipublishipul-upireproduts my name, address, photo & detalls of the “purpose”, for which such assistance is requestedigranted, through any
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By affming hereunder, signalure of our Authonsed Ssgnatory for recommending this case/patien! lor inancial assislance from Koshika Foundalion, we
(Haspits!) hereby atfirm & accept following:
1) thal we neither ane prasently aof will in luluse svall of linancial assistancs lfom another NGO o any other source, for the same patient'cone, as we are
requesting o gel from Koshika Foundation, 1o the mdent that such assistance is granted by Koshika Foundation. If the requested assistance is nof granted
by Koshika Faundation, in part o¢ in full, then the Hespltal reserves It's right to make up the shertfall from another NGO o sny olher source. This
confirmation essentially states thal tha Hospital will nat avall any duplicate assistance for Iha same patient/case from any other NGO or any other source,
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patient, v based on the arangement belween the patlent & the Hospital, and ia In no way influenced by Koshika Foundation. Hence, the Honpital will

ausume sols B complete respongibility of tha treatment & il's outcorme & safety of the patient, and Koshiks Foundation will have no role or responsibilily
i ihe miElier.

wet s, v W) s R S w st s 6 fafie weam oy i @ a3, e e (reme) P wmn 4 e 9 wer )

1) T 3 A v ol 9 F sl | fafi s et e awel wem @ el s oo @ oo Tiem A @ A e oe e et
4 faeron/foin Wy 4 wife SRR g W g T d ofy Cwifee wesR” g v el amesaen T T 99w wm § W s
o s T o wen w T s e A W AW S e bW g 9w e owm b fe swEe feim we ze i i e
1 woREl wemn W Tl s R | T EvET

1 “wifee wEetR @ o wen e ff wmfa ot & il oo o S v wew w fiet e e W
% & w fm ¢ s i st g R e W W omo b e veem F il € e e o s
w1 i s “wiew" w5 ow e o feded woamd o 38w

. R
7

Z

"t ® fed e N k%ﬁ\m\wﬁﬁ‘f‘ﬂ)dg
5

Date of Surgety g
i ¥ wn YAN DANISH \]
0.0.5., DOMS, (Name, sed
o8fes { aM (Name . with MUFME ﬁﬂg e on behalf of Hospital) Sty
TR AN Cl i 8 T v sfigs e
FOR INTERNAL USE of KOSHIKA FOUNDATION  iifts Z9am
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

= FR |

7 TNE

=/

11-04-2024



