C-223-12 - L246

APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
HETIW ¥Y HAHET WEY (PaTEETY ) T T E
APPLICATION No. APPLICATION DATE ; a1 Braiding blech of i
T e ﬂIg\l;;l[.. \ 8157 wies }2 I-26
MAME of APPLICANT ; AGE-YEARS - | sex Bin
HFE g
et Faszantl Beud k3 F
FATHER'S/SPOUSE™S NAME :
g 0 Baku o) Scling |
PRESENT RESIDENCE ADDRESS =799 symrard W
ﬂn&n;&g; =  Ab\nai 2.
PERMANENT RESIDENCE ADDRESS | vard suwTile 4m L Pﬂjl} o
Bs plovr Tesp

- Wowne omakey

MARRIED (Farfer) | UNMARRIED ()

TOTAL ANNUAL INCOME -
W s =T

IAtiach Proof of Income) Ja

JMG = _IQ-ml‘_ll (3% W1 W W)

PAM Mo. TH WA NEw

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is spplicable): Yos
W AT ST W UW € 0 w0 oI W it w P ol W ()

FAMILY DETAILS witam T

¢ No. H-lnlnﬂmmr-!ht Age (Years) Gendar Rulation with Applicant
TN T iR % TR W 0 (i) fiin AT & T I
Le Ulnod Moy 2] m Son
2 Wharoath bt B s 4 ﬁ“E 1
2z - Legerdes i LA afard lon
TBASIS for REQUESTING ASSISTANCE (Tick whichaver is applicable)
werm W e faia
BPL Card EWS Cortificatn Ratlon Card Anyy Other
{Attach Card Copy) {Attach Certiflcate Copy) {Anach Copy) Basis/Proo
ninh ter W dhl v v s sme o Y Foven wrd o
(T T R W T SRS s (T W e W = { o= Y W W N e =) ;

"PURPOSE" for REQUESTING ASSISTANCE:
e 58w fewht W I,

* Werdical Roporia/Prescriptions Attached

Sr. Mo,
w9 Hom W | Wyl W e e
1 Oriag nocls - N = Seillo  colaxail
[E sorcls coldasal
y .Slj}t‘j!ﬂr_f — {E"_h'_ SAC S (JIH PR
ASSISTANCE BEING AVAILED for SAME “PURPOSE " from OTHER SOURCES
W Tt % ¥y v s wpom et s wim @ few e W
B, Mo, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
BN HE =g v w T LR

R HI

"l -




DECLARATION by APPLICANT: spietw g7 e w3

mhor-bdmmudmmﬂmnqnTmmmmmmw.knymnMnlmmwﬁ&mm.l-mr.
lizble for rectionicancellation

2) | solemnly confirm that assistance, if recelved from Keshika Foundation, will be used only for the “purpose”, ms stited I fhis Form, for which such assistance
wils reguesied by ma

3) | hareby. confirm that | have not & unllminhmru.wwnfmmwmt.mmwlnm.mwmmmm.uhmni
tar which this assistance s requested

1) & sivew wem o o g w4 frd oot wd fowon &0 w8 s o v ad & ol ] feer of s s we o £ @ 28 s e 9w wet b
2) wtgm W e o wife b, o w ot e wen wl wten o o s ferd few witm, W gn wen F we e b

3) 4 Y =m v faw wowm ¢ W i s § a0 o w afee w aes e Rl e Tt e G A et R @ s o dm
AGREEMENT by APPLICANT (so¥ew g9 w07)

1) By affng my signature or thumb impression on this Farm, | (Applicent) heraby agrae & authorise Koshiks Foundation and It's Trusises lo
usepublishiput-upreproduce my name, address, photo & detalls of the “purpose”, for which such asslstance is requested/granted, through any

mediuim, including bul nol limiled 1o verbal, prini, skectronie, for acliciting donations for Koshika Foundation and/or disseminating information about it's

acivitlesiachisvoments. Such use of my photo & details can be made by Koshika Foundalion bafore of after my treatment oe hulfiimant of the *purposs’
for which assistance is teing requeshed.

2) | (Applicant) further sgree that any such use of my name, address, photo & detalls of the *purpose”, lor which such assistance Is requestedignted,
will not automatically entitie me for recesving or continuing the said assistance. The decision lor granting andior conlinuing the assistance will rest solely
with the Trusiees of Koshika Foundation, and their dectsion is this regard will be final and acceptabie 1o me.

1) R W WS v W s e e, @ (o) weh st o g won f o “wiferen s ol ek it * ) s w € e Ao
v, W s S e v oo e s e s, o, s gt aten @ it e s avefend ¥ fid fel 9w e

# warftn wed % fien sifleqn B 3wy w fore Gt v 8 e W w @ W o T e wrede @ sl s

2) & (awiew) v W e o f Gu e, e wihe abe T o B s o gbedl @ wi § 58 v ween W veor v T ow A

" v s e W Pein s sl e v

APPLICANT'S SIGNATURE O LEFT THUMB IMPRESSIDN :

AGREEMENT by HOSPITAL (wemws mo wor)

By affng hareunder, signalure of our Authorised Signatory for recommanding this case/patient for financlal assistance from Koshika Foundation, we
{Hospital) hereby affiem & accept lollowing;

1) thal we nelther are presently nor will in future avall of financial essistance from anolher NGO or any oiher source, for the same pallent/cose, 8s we are
requasting to get from Kashika Foundation, to the sxbent that such essistance is granted by Koshika Foundation, If the requesied assistance is not granted
by Koshika Foundation, in part o i full, then the Haospltal ressrves IU's right 1o make up the shorifall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patianticasa from any othar NGO or any other source.
2) The assistance from Koshisa Foundation is anly financial in nature, The choice of the trestmentiprocedure advisediconductad by the Hospital on the
pafient, is based on the arrangement between the patient 4 the Hospital, and i in no way influsnced by Koshiks Foundation. Hence, the Hospital wil

assume sola & complate responaiblity of the treatmant & it's sutooma & safety of the patient, and Koshikn Foundation will have no role or responsibllity
I the matter.

vt i, veud W w8 e W) Csifre et A el e gy feeftn o ad §, Bl e (oo e e @ e ow sl W b

1) fE 7 6w ol 3 sfies F felfe sw fd f wee weem m et s i A T et F O w2 o £, W e e Ceifow et
Ty T awe o wn o “witfoen wrsst oo wen g B oft Cwifee werdve® oo v feei sl By e 9 e s € o s
farh sr iy et wfmo @ fedt aes gene A e B W adve e v b g F ere wn wm e ssenne fiot e T et By et
i wrd) Hom @ el s ® ) A

2 “wiftve wrrsten™ 4 = o wpen S fufe wei o & o w v gm 9 of v o fel o TvealEn W o Ol o e

® 0w feen & o ol wirsde” g Sl s w o oo b el v 4 Of oy o abe st ot o sl e A o v
wi ol s ot W o gfew w Pl wm oo F o e n

L RECOMMENDED FOR ACCEPTENCE
\'
T , "ﬁé ;‘“"

ntmmu
13\\1}@’ -

'..;",k-ﬁr#,*wm.-
AVWEAR THaL

FOR INTERNAL USE of KOSHIKA FOUNDATION  as=afi waim i

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=t v | = FE 2

7 BAE

¥ /]

20-06-2025



