NRA ~C- 23 -a8- a257F

APPLICATION FORM FOR ASSISTANCE (Healthcare) :
WETGN BY IEAEA WiEY rn-:nuu e ) . %‘%
aewcmanse.: ToF 23 (099 | APPLIGKTION DATE BIBIEE *‘?"’*Fw

wmeaemes: Chivgam eah e T
frmwgrm w1 mz\Shy-ﬂf’hﬂ g‘;"hﬂfh ’
: knm{:w |

PRESENT RESIDENCE ADDRESS &89/ /4 Wi

M i aphoria P AFTie]
ERMANENT RESIDENCE ADDRESS  sxitf sowrais oim

F
AWM e Uy __abMe

ke th_%w (MABSSED (=) | UNMARRSED (i)

i S2.n/- CFoag A YD  mw A4

PAN No. 07 WIm WE
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever s applicabie): Yes | No L//’_
| wwE

W W W OE £ (W W 0 T W a W e
FAMILY DETAILS ity s

5. N Narme of Family Member Age (Tears) Gondnr Auintion with Apglicant
w4 T Sian & T W 5 () fin STE ¥ W e
- A e (A% = LGt e
T DhvaKannd K= 2 (7%

BASIS for REQUESTING ASSISTANCE (Tick whichever i applicabia)
my & fiad i ama
BPL Card EWS Cartificate Ratlon Card Any Other
{Attach Card Copy) (Arsch Certificate Copy) {Attach Copy) BasisProo!
i T % SN o T == we oy T W 2 O W
(VT 99 W =W v TS W [y v Y A ol Se Cwm 03 €t v il s S
“PURPOSE" fior REQUESTING ASSISTANCE:
wrram ¥y vt feeh W et
S¢, No, Madical ReporieProncriptions Attached
w5 e TR B Wi R v v e uees
RE-  Cajanai?
CE —  Cajeact
PN ; -
E“""ﬂ ey —7LE - R S N = .= WYY 2
ASSISTANCE BEING AVAILED for SAME ~PURPOSE" from OTHER SOURCES
Wi T ® g W e wr Tl s i A fm o W
Sr. No. MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVMAILED
s i L , W wf spam i
I DL CS _&?Lgaa_f,—._




DECLARATION by APPLICANT. srsiew gm vy T

1)1 hareby confirm ot ah datads i+ this Form ane Troe (o the best il vy Wnowledgl Any False statement will fendar my Appication & ongong BERSIBNCE, it any,
labie for negeciion/canclinion

24 | gplpmndy confim that assistance, | receive rom Kishika Foundathon, will be used oniy for the "purpose”. a5 stated in this Form, for which such assistance

WS requesied by ma

3} 1 Pisrutry, cowdirm tial | have ot & will not i future. avas of rembursement, in pant o in full, from any dthes sourcalpmployerinssrance company, of the amourd

for which this assastance & reqeested

1) & v wwm % ve owes @ frn e fee 60wt € s e o ook st e o e e owe F 4w B o = wel
1) W g o wE T e e, @ d@ ow T b T T T ate o ot fed fem wam, @ o wes F wo o
1) 4 e wom € fe fon wren fy v wdn 0wl B am ot w s w awe i e e st ek @ 3o fee § okt 3 wies o

AGREEMENT by APPLICANT (smiew gm wot)

1} By afining my signotume or thumb impresseon on this Form, | {Apglicand) hereby agree & authorise Koshika Foundation and i's Trustees In
use/pubilish/put-upireproduce my name, address, phots & detally of e "purpose”. for which such assistance is requested/jranted, thiough any
miedium. including Bul mat limited 12 verbal, prnt, slectronia, for solciting donations for Koshike Foundation and/or disseminating information abodt it's
activitiesfacheevements, Such use of my photo & details can be made by Koshika Foundation before or after my treatment of fulllimant of the “purposs”
for which assiatancs (s daing requestod

2) | (Applicant) further agres 1hal any such use of my nama, address, photo & details of the "purpose”, for which such assistance s requestedigranted,
will nal automatically entifie = (or recedving or coninung the saic assistance The decision lor granting andior continuing the assistance will rosl solely
with the Trssees of Koshika Foundstion, and thalr decision is this negard will ba final and acceptable o me

1) ¥E TE TN EE T W v, A () sl weer # g wes f on it st ah wee sl © W) e wm o IR G0
un, v ol ol fewrm gm ey o e Boan Swife® wes sl oe wnenon gat wgtvs § o ofidefiod st ovedieed o feed faaht o woe e

# s W % P e b A T W e @ g ¥ W W o @ wrd T Cwte waden v sl efegn

2) A (e 7o w0 8 v f fE A wm e, v ol e 9 e mee @ agted | ofda # g T T W v 0 S oW e d

e g Te e w B s st o e

APPLICANTS SIGMATURE OR LEFT THUMB IMPRESSION :
i o Tt © SipE W e

AGREEMENT by HOSPITAL (wem o0 %01)

By affixing hersunder, sgnature of our Authorised Signasory for recommending inis casaipatent for finencial assistance fom Koshika Foendation, we
{Honpital) horeby affirm & accegt following.

1) that we neliher sre presently nor will in haure avall of financial sssistance from enother NGO or any other source, for e EamD patientcaee, BE W B7E
requasting o gol fom Kashiva Foundation; to the exiont that such assistance is granied by Koshika Foundation, | the requested assistance is not granted
by Mioshika Foundation. in gan or i (L then the Hospitsl reserves ii's night 1o make up the shoritsll from another NGO or any olher source. This
conlirmation essentially states that the Hosptal will not avall any duplicate sssistance fos the same palient/case from By other NGO or any othed source
2) The assistance from Koshia Foundaton s only fnancial in nature. The choloe of the reatmentiprocedurs advised/conducted by the Hospilal on the
pathint. i based on the arengement between he callent & the Hospltal and ' in no wisy influsnced by Hoshika Foundation. Hanes, the Hospital will
sgsums 3008 & compiete responsibiity of the reatment & (1's aulcome & safety of tha patienl and Koshika Foundation will have no role or responsiility
In the matiare

et sfegn, wems 97 it @ SRR =) st wreshe 4 e mpen oy ferf @ wl B, B vs (reerm) Fea e 8w 3wl s

13wy P w w wism sbr 3 @ wites o fatn s il B welt e feslt s wle o T it F o @ A of 8, O e e o ©
# fawfn/fiel vw % wa 4 “wifirn Tt g we i T § o “wifee st g e el s iy e W few m o s
fordt o= et Wem w AT S T @ T TR W afven g v hom g d e wn o § s seem i e e wies iy e
& wrwah) whan W SRl = Ee § T SEn

2 “wifwe wirbvn® @ o wof e e i st Wt b OR T oo 6 of T o fed o aveEien W g R o v

3 ddtw w1 B & oh “sifes et g Pl SR W R TeE o # weiEd we d O % e ane o e ae Wt ) Redold o o e

wt v ohe “wifma” i Wi sfee o fackol o omet o i e

RECOMMENDED FOR ACCEPTENCE
wih & g vl
RAT CHANDI

MBBS, MS
thlC-485:rD
& Rugn. NuipSian)...
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ s=ffrs Twam #7

Date of Surgery
SIGTTA & A

3! o&/ a3

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=l T | =t g 2

Y JoAE

o /4

=

15-08-2023



