Mo Ca6-01-82S

APPLICATION FORM FOR ASSISTANCE (Healthcare) K{%h[kﬁ
TETEAl B SEET UEY (=T TETE )

foundation

mave s M0196 /0663  |Sewead |

HAME of APPLICANT ;

s Auolrd Kumas AS

&
AGE-YEARS ST-mi | sex fim
m

FATHER'S/SPOUSES
fmages w1 ™

"funﬂ Nnuﬂsh

_— fﬂumm . YARRIED (b | UNMARRIED (st
TOTAL ANNUAL INCOME : {Attach Proof of Income}
we it s 42,000 | — (379 W1 T FE)
[PAN No. TTi T Ham
"ARE YOU AN INCOME TAX ASSESSEE (Tich whichever s applicable). Yes | No
I NN A W T # (W w6 I W W e am Ll ]
FAMILY DETAILS wiam Fams
Br. No. Mame of Famnily Member Age (Years) Gender Relation with Applicant
9 W uitaw % W W AN 7 (W) fem FATE % T Wy
BASIS for REQUESTING ASSISTANCE (Tick whichevar is apphicabi)
wrew % ford frln s
BPL Card
(Attach Card Copy) (Attsch Gevtiicate Copy) (At Copy) ok i
i e W AN T ™ w= o vl Jmm W T W ) Pronpiry Siuid
(T v3 = o W wEE W (wmml W oW o e el (w73 2w o g =
“PURPOSE" for REQUESTING ASSISTANCE:
werm ¥ Tt e fedt @ agt
Sr. No. Medical Reports Prescriptions Attached
0 T e B Wi ¥ 8 v g s
i L] Fat | o L T
L FTAEP. @ Ch— TV I 77 1 7 A = —
[]
p o i Y ; (alavar =
MTTIT] i -
SRR
LU SITL meq &l fﬁ‘m?-
ASSISTANCE BEING AVAILED for SAME "PURPOSE - from OTHER SOURCES
oI % i i 5= e el s owim @ T o W
Sr. No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
WY W TR i W , vl e avh
EU"B[’E ,{'ﬂﬁﬂf—'




DECLARATION by APPLICANT. =miTe 30 Wrom ¥1:

1) 1 hisreby condirm thd all detalls in this Form are True io the best of my knowledge. Any false staloment will render my Application & ongasing assistance. ¥ ary,
labie for )

z;ummmﬂnwmmMhmm.ummmhhwmtum“mrmmmmm
was requasied by ma.

:}Ihmmhr that | Have not & will nol in future, avall of reimbursement. in part ar in full, from any other sourcalemployetfinsurmnce company, of the amaunt
for which this assistance in requesied.

1) & sivem wm o P g s A Tl vl i e S w8 s e v e bRl feeen g wes e ow wm b @ S0 e fo o e |
29 % g W werew ofn “wifen wesdva”, O o w of &, s ewin ol wtve W gl o fad fem i, W ey o wm o

3) ¥ gfe ww f fx fen wews @y e wdm w8, I ufn W s wowen e fies s oA weed @ 3 @ feo b 3 R o F
AGREEMENT by APPLICANT (sedew 90 wi)

1) By aMixing my signature of thumb impression on (his Form, | (Applicant) hersby agree & sulhotise Koshics Foundstion and it's Trumees i
use/publishipul-upireproduce my name, address. photo & details of the *purpose”, for which such assistance is equested/granted, through any
medium, Inchuding bui nod limited fo verbal, print, electronie, lor soliciiing donations for Koshika Foundation andior dissaminating Infosmation about it's
nctivities/pehisvamants. Such use of my phota & datalis can be made by Koshika Foundation belore o aftor my treatmant of fulfliment of the “purpose”
for which essistance Is being requesied.

2) | |Applicant) further agree that any such use of my name, addrens, photo & detalls of Ihie *puspose”, for which such sssstance |s requestedigranied,
will not automaticaily entitle me for receiving or confinuing the said assistance. The dedision for granting andior confinuing the sssisiance will rest solely
with iha Trustess of Koshika Foundation, and their dacislon is this regard will ba final and acceplable o ma

1) 78 W e o weewr w aivd o ey vewwt,  (ambow) oreh ol o it w o oo “wifeer ot ot ok il ¢ wt s s o B g am,
v, v a0 e o v F s 4, @ s T sk, wew o aghe § o el s aeiend @ e feel @ wm e

& s wed % fay g #) #t von W feeo # g ® wE @ W § we % fg Cwifes et 8 =l st b

2) & (opiw) v ow v e g am v, ot sl feen u f s o oghed il € o e Seen W oveer o e g e o

“wifre " e T it w fide ol o wreeed) v

APPLICANTS SIGNATURE OR LEFT THUME IMPRESSION :
i % v W W W e

o L_'\C;Scff"T

AGREEMENT by HOSPITAL (wime gm wm )

By aftxing horeundar, signature of our Authorlsed Signalory for recommanding this case/patient for finendial suisiance from Hoghika Foundation, we
(Hospital) hareby sffirm & accefd lollowing:

1) that wa neither are presently nor will In future avall of finencial assistance from another NGO or any other source, for the same pationt/case, o8 we ar
requasting o ge! from Koshika Foundation, to the extant thet such essistence is granted by Koshika Foundation. |f the requesied assisiance is not grantad
try Koshika Foundation, In part or in full, then the Hospital reserves iU's right to make up the shortiall from anofher NGO or any other source. This
confirmation essentlally states that the Hospital will not aves any duplicate 2ssistance for the same patisnticase from any olher NGO or any cther source.
2} The assistance from Koshika Foundation in only financial in nature. The cholcs of the reaiment/procedure advised/conducied by the Hospital on the
patient. is based on the armngement betwesn the patient & the Hospital, and s in no way influenced by Koshiks Foundation. Hence, the Hospial will

sssume sole & complete responulbility of the treatment & If's outcome & safety of the patient, and Koshika Foundation will have no robe or respansibility
in thia matiar.

wait s, s W i W e W e st ¥ el e oy ferion o) sl e e (e Bt v @ s e v

1) W i s R e ffies s e e st s @ fies aen e T dveet @ O oW R o b W e i T
# fusroyie ow % e § “sifvs srtvs® o we iy fie 1 oR i st g weree S afeswes By v o few o § o s
forll sem fy el wew w Sl o T A w0 w0 s gpen ve b v e F e wa o b fe v Tl e e i 1y Sl
b wreeft v w el s e A R A

2 “wifem A" # o o T S e vl w1 b T w e oo 6 ol e w e st W o B o e

% ¥ W e o Cwifie st o el ven W o se o b vl v F B g e she s wd S ol fadtol b of v
) wr abe “uifew” W) W it w ol o aed F wh w

mmmu J‘{" Wy MY

% for s .
I T
; DTN _
| || Dr. Alxlaﬁh K - 5 ;;&:& B signatory
AN il 6 Vi, -
FOR INTERNAL USE of KOSHIKA FOUNDATION  sfts awin 1]
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
v I T 2
y’ AL
20-06-2025




