L 0-922-1-05T72 N
s w *
CATION FORM FOR ASSISTANCE (Health )
ci lm?am ﬁ.,“'ma J KOSl’ll.kR

HETE! B EET WEy foundation

APPLICATION Ne APPLICATION DATE H*H-—-'lb-?.{ Buikfinng Whick of ke
we - [) 1199 | 6749 S ot

MAME of APPLICANT - - AGEYEARS Sq-94 | sEx fom 1} !

el Qaﬂhuwe-r" 12

FATHER'S/SPOUSE'S NAME -
sz w1 9m

fl.hv;a- Lum

i'nfsnu REX ||:|£

ADDRESS WAGR Wriea ol

ndoll . Te he Mavdeuss

A =
' PERMANENT ui_;meucennm%a': EC LR 0743 ﬁ P
i dhoue “Ihyveer
- ey MARRIES (Pt UNMARFGED (sifearien)
TOTAL ANNUAL INCOME (Adtsch Proof of Income)
ﬂfﬂﬁfﬁﬁ"ﬂm fﬂﬂﬁﬂﬁ* [ W & W He)

PAN No. T W ¥
ARE YOU AN INCOME TAX, ASSESSEE (Tick whichevar |3 spphicable);
¥Em o s R (W e w w o w s fv e

Yom N 7
LU ]

FAMILY DETAILS wftan famm

Br. No. Name of Family Member Age [Yours) Gande
¥ T WiTE & A W 3 (i) e METE % G wEy
5 CANTOSH S [#] ¥ YiE
7 FIOHRNY 23 ™ (i
q POONAM 9 T '-Dmgtd:ﬂ&.m_hu_.
A 1 GGRORRY I ™ (nsamcdFam
BASIS for REGUESTING ASBISTANCE (Tick whichover fs applicabie)
e & fem faely anm
BPL Cord
(Attach Card Copy) umg:‘g-ﬁuwl&upw m E:ul:d E!n“rhﬂﬂmm
wital TEm W A T W = s W e T W ) R
(T T a W LW W o i e W [ T % W WE W)

"PURPOSE" for REQUESTING ASSISTANCE:
weww 1Y wd m fed W oagh
Wntdical Reports/Prescriptions Altached

i

$¢, No.
w1 How semE a1 WY o uftdes s we
! 19 == HT
L
lE - SEATLE CRIAPAT
2 &A@f_z;l__m =3 WITH  PromA
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W IO R ¥ S s s ) s v A fam o 02
5n o NAME of OTHER SOURCE | AMOUNT of ASSISTANCE BEING AVAILED
¥ ey 5 T W o W

K
h [T 1]




DECLARATION by APPLICANT. e £T0 s ya:

111 hesaby confitm nal &5 details in this Form are True o the best of my knowledgs. Any false stalemant will render iy Application & engoing assiiance, d any,
liatvie: for repechoicancellation

2) | sofemnly confirm that assistonie, i received from Koshlka Faundation, will be wsed only fer thie “puspose”, as stated in this Form, for which such aswstance
Wit requesied by me

1 | beretiy confier et [ hava not 8 will nol in Arture; aved of reimbursement, in pan or in ull, nom any other source/employer/insurance company, of the amount
for which this pesistancs ts reguesnled

rJﬂMW{‘r'rwmrﬂﬂﬁﬁﬂmﬁm#mmﬂﬂllﬁﬁmwmmwmiu‘fﬂmﬁmi‘lwmhl
2) % gl o s afn " wifen S, @ S W o b W ai T st W o S e e, o vo oo oo
3;#qﬁ-:m{urmmﬂnuﬁﬂﬂtwﬁmﬂfmwmﬁmmﬂHWMﬂaﬁhi#aﬂﬂﬁtiﬂm

AGREEMENT by APPLICANT (s g0 #01)

1) By affislng my signature of thumb impression on this Form, | (Applicant) heraby agies & aulhorise Koshika Foundation and it's Trustess to
useipublishipul-upreproduce my namb, addross, photo & delalls of the *purpose”, lor which such assistance is requesiodigraniod, through any
mediuim, inchading bl nol limited 1o verbal, prinl, elecironie, for soliciling donations for Kashiks Foundation sndior disseminaling infarmalion about it's

artivitis achievernanis. Suth use of my photo & detalls can be made by Koshika Faundstion before of afiar my tregtment or fulllment of ihe "purpose”
for which assistance (s bolng roquestad

211 Aapicant) iriner agres that any such use of my nams, address, photo & details of the *purpose”, for which such assistance is requasiedigranied,

will il sulomatically enditle me for receiving or continuing the sald assistance. The desision for granting and/or continuing the assistance will reslt solely
with this Trugiees of Koshika Foundation, snd their decision is this regerd will be final and accoptable to me.

1)t et 5 e @ s W om e, (e sl et o e won o *wifees wetem s s il w e wen f f
R, o W T g v wibe 3wl S wifon o s, o, e g e A e ivlled st romiess & @l el o s s

B vt % % fow w816 U9 fren St oyww o v wow d vt o g i wrsde 1 sl et b

2) 4 o) am e f f o oam o w0 ol femre e weren @ axteet @ wide v woen o v v e e o

“witvm" Ay T =T w el s s el g

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION

AGREEMENT by HOSPITAL (wsmm g &11)
By allwing hereunder, snature of our Authonsed Signetary for recommanding Ihis casi/pationt fos financial assistance from Koshika Foundation, we
(Hospltai) hamabyy affirm & secept lallowing:
1) that wa nithar are prsently nor will in future avall of fmancial essistance from another NGO o any other source, for the sama patienticase, B3 we &
requisting to gel lrom Koshika Foundation, (o the exlent thal such assistance is granied by Koshika Foundation, If the requested assisiance i nol granted
by Koihika Foundation, in part or in full, thon the Hospitsl reserves its right to make up the shoitfal from anathar NGO or any olher sourcs. This
confirmation essenlislly states that tha Hospital will not avall any duplicate assistance lor the sama patientcass from any other NGO or any other sourge
) The assistance from Koshika Foundation is only financial in natune, The choice of the treaimentprocedure advisediconducled by the Hospital on the
patienl. iv based on the srrangement batween the patient & the Haspital, and Is in no way Influsnced by Koshika Foundatian, Hence, the Hospital will

assume sole & complele responsdbiity of the treatmant & IFe outcoma & safety of the patient, and Koshika Foundation will have no role o respons Bty
in {he maiter,

T SN, W W 6 R R Wi s @ faim oo iy foefte &Y sE 8, Pl v (reme) B wen @ w3 wmhen wnt

1) W T T M Wi o S 6w o el e ferl A el s m fedll o wn A T Tl A 0w @ o 4, 49 oo vl s
W Tl e # wa s sy g A i i e o e el sfreen i s oW few o @ s
Pl s st e o Rl s e R me o w o i e #) vy we wn o § e s B s T i gy At
B it v o Pt sem o o e S

2 St " A o o s S Gl ol ¥ b0 w oeee o @ e fed g TvesED W O O e

® d W favs @ ol SR i g G o W W e T ) et e O o e e s s wl Pl 9 o8 meae
® ol s “witvn” oW ofew @ fedon woa d o)

Pt \
RECOMMENDED FOR ACCEPTENCE
(D " s o \M

Date of Surgery §
Frigealnd Wﬁ%ﬁﬂm CHARAN MASSEY
(Name, Degigsyttirri StBatow of Authorised Signatery
b | e ouemiss., or S SR g

FOR INTERNAL USE of KOSHIKA FOUNDATION  3piff® 3w #]

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

r? AR

o J )

23.09.2022



