VAN -¢- 26—2(-alAF

APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka
L ”Iﬁ e W (2 : / foundatian
;g:ltgg:ﬂ; He. : -’L.‘;fg" a ;(‘ ‘#5 ;‘._ ;E:Lqm%m” DATE : ol { o "Q{ - Building block of lifn
MAME of AFPLICANT : m i AGE-YEARS -39 | sEX fon .
FETH AW LNy F 408 =

FATHER'S/SPOUSE'S NAME ;
s = TL‘[-“Hﬂ'{ﬂ

PRESENT RESIDENCE ADDRESS a9/ sia@i 1

"}FA:]{!.I-L{. Af:hu-'ma.[ i TMJ%LL{IIJ {‘Jﬁhmiqn
T M oadhd, 1 X9 er

PERMAMENT RESIDENCE ADDRESS ¢ [t Suardd 9l

SATMe oy 4], 8 €

OCCUPATION : M e ma &' 27 Wﬁm; | UNMARRIED (iftreiie)
TOTAL ANNUAL INCOME : |« {Rttach Froof of Income)
e Hiie S E_ﬁi-rl_.fi?f-— J."F.:’lrw;i? { STR1 T T ) /\/,{]
PAN No, T THTH] T s
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes | No
T AN AW W OUW 8 (6 W e FH WG W e )  / '\-f""!“,
FAMILY DETAILS WiTan fo=m)
Sr. No. Name of Family Member Age (Years) Gender Raiation with Applicant
w1 HEn B 0 B =W (=d) fiim e e 2 B
I Ca 5; ATy £ F 4] i Wi
i FAUK A o1 i U e
T Falz 14 a1 = ?ﬁauj&ﬁ%m h_ Lo
BASIS for REQUESTING ASSISTANCE (Tick whichever (s applicable)
e % T R A
EPL Card EWS Certificats i
(Attach Card Copy) {Attach Cartificats Copy) (Afach Gopy] K
i T A wE ey 379 W e wy T e
(9™ T = e W A w0 (T w e W e (W1 R i w20 B .
“PURPOSE" for REQUESTING ASSISTANCE:
o ¥ 5o e oaa
Sr. No. Medical Reporta/Prescriplions Attached
w9 W FEmmElse ¥ = w o e T dee
RE — Cafam o
LE & Cafaganf
Swng enli—  AE) -5 JICY FTPM IR
7 A —
7
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OQTHER SOURCES
™ I F T N 59 T e S e fam o
Er. Mo, MAME of OTHER SOURCE AMDUNT of ASSISTANCE BEING AVAILED
ELl _ S T A i s et
Z Rey plona®/




DECLARATION by APPLICANT: =% om0 T w;

11| hetely gonfinn thal 2| defadls in this Form are True fa Ihe best of my knowlodas., Any falss stslemant will render my Application & ongeing assistance, ifany,
linhle for rejaction/cancedintion

2} | solemndy confirm thet assistance, iFreceived from Koshika Foundation, will bs ysed ardy for the "purpose”, as stated In thig Form, for which swch assistance
wiag requesied by me,

3) | heteby confirm trat | have not & will not in future, avail of reimbursement, in part or n full, from any cther sourcalemployerfinsurance company, of the amount
for which this assistanca is requesied

1) Hutwen wwm v we o R T vt e Al e W e w0 T it w feron o s s o e 8 o S s T = e

2) W g = weew o e wEate”, @ 2w 3, Sos v we w O w T e im, B wmr d w

3) 4 wite s f B o e g ur ond 9t o 8, o oie o o o wew e S o ool weel gl R b St s o o A
AGREEMENT by AFPLICANT (304 [0 =07)

1) By affiking mi¢ signatuta os thumb impression on thie Farm, | [Applicanl) koreby sgroe & gulhorise Koshika Foundation and it's Trustees o

useipublishipul-uplreproduce my name, address, photo & deteils of the “purpose”, for which such assistance is requesiedigranted, through any

medium, incliding but not limited to verbal, print, slectronle, for selicliing donalions for Kashiks Foundation sndfor disseminsting information sboul it's

acivitizstachigvements: Buch use of my pholo & daisils can bo mads by Koshiks Foundalion bafore or after my treatment ar falfiimant of the “purposs”
far which assistance is bsing requesiad,

2} | {Applicant} further agree that any such use of my nate, address, photo & detalls of the “purpose”, for which such asaistance is requestedigranied,
will nat automsticslly entlile me for receiving or confinulng ke said ossistance. The decisian for granting andfor continulng the assistance will rest solaly
with the Trustass of Koshika Fourdathon, and thalr decksion & this regard will be fingl and scoeplsbls to ms,

1) 76 W W A weE WS S e e, ¥ (sndes) seelt v w o won f u Coee s ot aee sl " W siens woe f R S0 e
o, W sl o fem o A wifiw §, T i T S, T, T T e A e SR A % e fae o e e

% mie Wit o g afusm #1  wnwr fewon W w8 R SR W weE o fag e wneae S s b

2) & (spew) o W wenr o G0 s, o, wR Sl Peeen of B smem S vl ot ® g8 oswem w0 e 6w ey

T T AR S W T S0a SR s gl

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
T W W W W W

L ;';*'_‘" h&_{u

AGREEMENT by HOSPITAL (wemm 30 S7)
By affixing hereunder, signaturs of our Authgrised Signatery for recommeanding this caselpatient for financlal zesislance from Koshika Foundation, we
{Hospital) heraby afllrm & zocep] folfowing:
1} that we neither are presanily nor wiil in future gvall of financlsl ssslstance from another NGO or any other solres, for the same pallenUcase, o5 we are
racUesting o get from Koshika Foundation. 1o tha extent thet such aesistance is graniod by Koshia Foundation. if the requested assistance is not grantad
by Koshlks Foundsfion, in partarin full, then the Haspital reserves [1's righl to make up the sharftall from anothar NGO or any olher source. This
confirmation essentisly steles thal the Hospilal will not avaii-eny duplicels assitance for the same patient'cass from any other NGO or any other source;
2) The assistance from Koshike Foundation is only financial in nature. The chaolce of the ireatmenliprosedure advised/conducied by the Hospital on the
patiant, is based on the amangemant fefwesn the patisnl & ths Hospital, and & in oo way influancad by Kaoshika Foundation. Hence, the Hospital wil
assume sole & complate respansiblity of Ihe lreatment & Vs ollcams & saisty of the patisnl, snd Koshiks Foundation will have no rale of responsibillly
in the malter.
F sfivga, wemed B st TRl W Cwien st @ fals s i fewdt v & T o oeemm) T wew S T T wien w1
i) o f 7 0 o sl S € e F Tafw s Tt s s W fee e w T wm i F 9w @ b, W s e i o
4 fvmiow e 29 S wa F “Sifew wEsTE gu S i e o st s g wee e s g we w fea  § o s
Fm e i I T A ST S T OO S S S i e ) e § e o T snee fif anr 33 it g Sedt
i wea  fEE wAT R R A S
2 “wifie T # O v wewm v i vt 51 8 h woveee g @ oo Toer @ R TR TraveEe W O T
% 9 w1 favg ¢ ot el e am el vem w0 el e il & oeld v o 00 S e qee she s g
A s el S ot o frsied e s A o0 e

N, %
OR PRAVEENSENSHAHI wten = s e INEE

Pl |
Date of Surgery MAB=S, /
siv # W \
B s Name, Deglgfiati Signatary
oS/l 24 of Dr. & Regn. No. with Stamp) | on bef
T W AT A TAN A L 1 AW H VY T s st
FOR INTERNAL USE of KOSHIKA FOUNDATION  S=if® 78 1]
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=l T | = 1

! AP

ot J &

=

20-06-2025




