VAN~ C. 23-08 - 38|

APPLICATION FORM FOR ASSISTANCE {Heaithcare) U N
HETEA ﬁ;_-l AEEA uTEY (wErEn THWE) . %
T Vo8| o302 o e
T AGE-YEARS WY-74 | SEX fifn -
avbve = o !.fal S_mﬁ-h gf M ’

Trmwgs W T
— Ganauly , aniul RESIDENCEADORESS 1T 2 I 1Y " = —
- {—+ e
ol _Madhum, [-F- a breoy
PERMANENT RESIDENCE ADDRESS HrwH
AT E Ak _abpue
e Une on bl OY af (uases sth) | unuaRRED (sl
wuwm o Yo OUD (- (Fam L) e a4

PAN No. W e

ARE YOU AN INCOME TAX ASSESSEE [Tick whichewer i applicable): Yes i ba l_,///—
Wy 39 5 w1 oW (W W= W I w o = e e ]
FAMILY DETALS wfigm famm
S, N Hame of Family Member Age {Yoarn) ﬂtnldln Ratation with Applicant
# A AR % W W AN 39 (@) fifn &
& Eaond & T E E‘T"E—; ;
B Foigde<p L T 18 A RN 4]
5. .
BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicable)
aeram % faa Tty s
BPL Card EWS Certificats Ration Card Any Other
[Attach Card Copy) {Attaeh Cartificats Copy) (Attach Copy) Basls/Proof
witd am % ANy s u Wl wom Oy FTSIRn Wi ) i e
(wErT T e R e (e w2 &) g W wEE W (¥ T3 1 S 9 WS w4

“PURPOSE” for REQUESTING ASSISTANCE:
wemm ] e m fieeh W o

§r. No. Medicsl Reports/Prescriptions Attached
#5 o e § Wi W o uie g e
FRE-_ Tatanacq
E - Cofandft
S 6 f’t(;W SIS FLAAMEP
.I..l u'-_ = > e _M
n&— H -
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W atew 8 ¥ W aew wmeee felt aew sl 6 P o W2
S0 No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
E5 w9 = i B L B i nf erom ovht
o DETY i J_Qﬂqrf-——




DECLARATION by APPLICANT: sibew v wiwm w1:

11 | haretyy corfinm that o detads in thig Fomi are True (o tha bost of my kmowisdge Ary faige statermen] will render my Applicabion & ongoing assistanos, § any,
fiable for resBchion canceflahon

2} solemnly confirm that sssistance. I recaived from: Kosiuks Foundation will be used oy for $he “purpose” . &5 slated in this Form, for wich such assisiance

Wils rdquesiad Dy e

44 1 herety confditm Eat | bave ot & wil potin lutute. avad of rembusamenl, in garl of in Tull, from any oiher SourCesTployerinsurance compary, of ihe

fiosr witich this assmsiaace & reguesisd

nl‘mm’sthrnmﬂuﬂmmﬂﬁmﬂimmwﬂtrﬂﬁhﬁmmwmlﬂrﬂmhﬁﬂtﬂh
2 g e v W T, A W T E, e e 7w a7 el fen i, A m v A o
1) ¥ gfe wom { T fom awes # o wdn =t # on win W Wi W v frem Pl s dnyermed Wl 4 9 0 feo § st f ot o o

AGREEMENT by APPLICANT | sdew mn W)

1} By affixing my signiture or thumb imgrossion on this Form, | (Applicant) heeeby agree & authorme Koshlka Foundation and it's Truslees o
ussipublishput-upreprodiice my rame, address. photo & details of the “purpose”, for which such assistance is requesiadigranted, through any
medum, inclhading bul not limised 1a verbal, print, sleciranic. for soficiting donations for Koahike Fousdation and’or dissaminsding imformation aboyl I's
st iieslachievemants. Such use of my photo & details can be mese by Hoshiks Founcation before or after my treatmenl or fulfiment of the “purpose’
for which assistance s belng requested

21 1 {Appiicant) furthar agres thal any such bse of my nama, address, phols & details of the "surpose’. for which such assistance = requestedigranied,
will ret sulomatically entitie ma for recetving of continuing the saic assistance. The decsion for granting and‘ar continuing the assiatance will rest solaly
wiin The Trusleas of Koshikn Foundatian, and thalr decision is this regard will be final and scoeptabie to me

1) TR e s weme m o W W smer, § (arEe) s el W) T s f wE sl TR sl T sl oW s W f G,
wa, o slp 9 e o= uge o w4, TR Cwien " ow Sl @, we gl ot A o afeisiue s aoeferd € fe fe o v wam

7 wwifte wod € P afewn & G ey w fee S e o et W Wt @ e R e st et ow o s b

30 & (spivew) o oam o wren o P dn am e, wi ol fee o smnon o avemd @ wilde & g s T W oo e ws e o

“wifrw® v o it = Frole sl sl st

APPLICANT S SIGNATURE OR LEFT THUMB IMPRESSION |
T % TRRA 9w W e

oo 1

el

AGREEMENT by HOSPITAL (=T ©n %)

By affixing hereunder, sgnature of aur Aulhorised Signatory for recommending thes caselpatiant for financisl sssistance from Koshika Foundation. we
(Hospital) hemsby affirm & accept following:

1) thai we neither are presendly nos will in fimues avail of financial eaistance from anotfaer NGO of any other spurce, for the same patient/case, a5 we sme
requesting 1o got from Koshika Foundation, to the oxtont thal such assmsiance s granted by Koshila Foundation, If the requesied assistance is not pranted
by Koshika Foundation. in part or i fUll. ther the Hospital reserves it's ight fo make up the shortall from another NGO or any other source. This
confirmation essentaly states that the Hospral will nat avild any duplicate sssistance for the same patenticass from any offer NGO o any ather source,
2) The assitanoe from Koshika Foundaiion & only financial i netura, The choice of the [restmentiprocedure sdvised/candiiod by the Hospilal on the
patient. is based on the arrangement between the patienl & the Hostal, and is in no way Influenced by Koshike Foundation Hence, the Hospital will
azguma sole 8 compiste respansibilily of the treatment & i's outcome & safety of the patiest. and Koshika Foundation will have no role or responsibility
in the malier

vt e, vl w1 s @ aeebanl W eife s & Tali s g Rl W = & B e (oo T ovem e w e R f

1) 5 37 w9 s 7§ ofra o fafie e TR TR e Heme w el = i d e o € A m R o, B ove i wemt
4 fwinyiiei 7 % way 4 s st oo = dy fin ool Ceitee sl g e el s i s et P e o s
ot o H el wow W e s wee © e o w0 e e T b o ofie e o w € B s fplte wex e Tl g feh
b vt T W fE W= W @ A S

3 e v B o of weren wes Sl vy W b o w weme oo ) wf weer w s w rengefem e v o
€ dfrw w feen & ol “wifive wetna® g e g W ma ondt ) pefeed pemee B o g s she sed wE @) ) Pested R oY woeme

= whh b *sifre” < 3% 8 s YANIeM
e v ar SUF;AE DA
RECOMMENDED FOR AGCEPTENGE i 5
S chﬁzsga
Date of Surgery
sitate ¥ mive
{Name, Designation’ of Signatory
a)a8(23 (NS, & Regn. Nov i Stamp) on behal of Hospita
R R L ] T T e v s
FOR INTERNAL USE of KOSHIKA FOUNDATION  #rifrs T
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
! T |

rf’ B

-4

15-06-2023




