PO — (-

L - =050

APPLICATION FORM FOR ASSISTANCE
HETEAT Bq ATHET WIEq

(Healthcare)
( FmEy L)

Iumwmm Nh]{ﬂ

0 307

APPLICATION O

NAME of APPLICANT |
aeE ® M

“Tava Sm?&: ada v
FATHER SSPOUSE S NAME -

K&hika

foundation
e =

MARRIED (FR8=) | UNMARRIED (Siamries)

P
TOTAL ANNUAL INCOME - = Proot of Income|
%A it e (‘h'n, . I:l:n1f'" { 9T W W W)
PAN No. 7] =i sEn (
ARE YOU AN INCOME TAX ASSESSEE (Tick whicheves is applicable): Yos | No
w0 s s w1 o (w0 I8 W m oW e e L)
FAMILY DETAILS Sfan faam
S No. Name of Family Membar Age (Yoars) Gondar Relation with Applicant
5= e % w2 w1 W 7 () fem e i T B b y
1
A3
BASIS for REGUESTING ASSISTANGE (Tick whichawar Is appiicabie)
e & fod fafs som
8PL Card Ceriificate Rathon Card
mmu:t-mr mﬂ%mma (Anach Copy) m
witdt tem % A g W™ 3w Wl v ™ Teien W v o we
Y | . f L. {yam 7y ¥} wen o e = (v T W v i W
“PURPOSE" for REQUESTING ASSISTANCE:
wrgm ¥y fed m feh W ot
8. No Medics! Reports/Prascriptions Attached
il . ST W W N W i S
) { . s | 1'1"
N AT T W
#ﬂw A tTdng il
QLNs i H1E S ' o
BEING AVAILED for SAME -PURPOSE from
““%%ﬂﬁﬂﬁmﬁﬁHMﬂﬁﬂﬂﬂ?
: NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
g% el = TR W TN = =f werm o
bl T WY s fee 4




DECLARATION by APPLICANT. SITE F wm Ty

i | hereby canfiern it ull detais in fhis Form are True to e best ol my knowledge. Asy false slstement will rendes my Application & ongoing sssistance. If iy,
listie for regection/canceliation

2} 1 soleminly corfim thal assistance, @ raceived from Koshéu Foundation, will be used anly for the “purposs’. as staled in this Fom, for which wwch ansistance

wWas requested by me. J

3} 1 hetnby conliemn Bl | have nol & will nod in luture, avall of reimbursement. in pan o in ull, from any oiher sourcalemplayetinsurances company. of tha amoun

for which Tis assstance is requested

1) & siwe s o fe W @ ol v el fee A8 et o s W o e b oft e o wes s e o b 4w o o weh b

3) B g W e ofy e wraste @ ol wm ol B, weee win el st W) g o Tt few e, # o € wo o

1) 4 ofee wom e il oo o o wbm W 2, T o W wifes W owen o Rl e aetriesds weel E 3 W B d ool 3 o sl d o

AGREEMENT by APPLICANT | smics g i)

1) By affivng my signature of thumb impression on this Form, | {Applicant) heroby egree & authonse Koshika Foundation and If's Trusioes 10
usepitil e pu-up/reprotuce my nama, addiess, photo & detsils of the “purpose”. for which such assisiance Is requestedigranted, through any
mgdium, including but nat Emited 1o verbal, prinl. slectronic, for soliciting donations for Koshike Foundalion andior disseminating information about i
activities/achicvements. Soch use of my pholo & detais can be made by Koahika Foundaton Defore or afier my treatment or fullilment of the “purpose”
for which assistance = being reguesied

23 | (Applicant) furihar agres that sny such use of my nams, sddress. pholo & detalls of the “purpcss”™. for which such assistance is requostedigranted
will not sutomatically entitle me for reoaiving or conlinuing fhe said assistance. The decision for granling andior continuing the assistance will rest sosely
with the Truless of Koshiva Foundstan, and iheir decision s this regard will be finel and acceptabie 1o me

1) T8y e e W oied o o s 4 (smivs) ornlt Tl W e wom o o “wifw wddme ain Tk amid W afegn ww  f G o
T, T8 3 @ Swm o vE A e § W ST TR T T, 39 5 TR § 9 aag s sees 3 fe e 9 v oo

# yafm o ® fom sfige &1 % v w0 feoe 8t g € wpd w9 w8 fer St wedi wn oh sfem

2) & (sodear) e owm o wemn o e dm owe, am, w68 ol e W fie e o vt o wfein o s e W ww ) T T we f

it T Tt wwfied v Pebe ol ol wepsl v

APPLICANT'S SMGNATURE OR LEFT THUMB IMPRESSION :
wrisE W yoms oS W e

*.--"

4
A by HOSPITAL |y @7 %)
By affixing homeunder wignalure of our Autharised Signalory lof recommending this case!patient for financal assigtancs from Koshika Foundaton, we
{Ho=pilal) hereby affiom & accep! follewing:
1) that we rpithuor g presently nor will in futune avad of finonciel esssstancs from anolher NGO or any oihar source, for the same pREBNUCASEE., s We Bre
fequesting bo gol from Koshika Foundation, to he extant ihat such assistance is granted by Koshika Foundation. If ihe requesied sssisisnce & nol granied
by Himhils Foundation, in part ar in full, then the Hospits eserves if's rght to maks up tre shortfall from another NGO or any other sounce. This
canfirmpbion sasentially stales thal the Hoapltal will notl avell any duplicats assisinnce for e same patienticasa from ary sther NGO or any offer source
2} Tha assistance from Koshika Foundation is only financial in nature: The choioe of the freatment/iprocedurs advisediconducted by the Hospital on the
patent, s based on the erangemant beteesn he patinnl & the Hospital. and 18 in no way influsnced by Koahlia Foundation. Hence. the Hospits will

assume sole & complets responsibility of the treatment & if's outcome & safety of the patient. and Koahika Foundgtion will have no roke or responsiifity
N e rmatier

i o ped W s o8 e St wfee e W Rl e vy faedon W o #, fas oo (v B sen @ T e w0

1) = f =7 whas sl = § i § fafeo wre fal i weel v B o oiE @ T T S AR w @ oF 1, W e v e Tt
Attt o ® s d S wifen weste” om o b B B o S oo et ” oo e ferlh afeeaes #y e ) T e 0 s
fedt sen A el sy w foll o e @ wrew SR w1 e el e b o g d s we wm & e s Tl o T Sl i e
T et weer w Tl s wn o 9 dmah

1 “wifrm wrdyE” o o of wem wwe fofm vl o b 0w v oo @ of sam W e T TTeRsfiee W o O o weEe

o d w faws # ol “ e st oo fel wewow o oo b ol e @ Of o ee goe ol W Wt W Wl fasolt ol T o
=W s Cwiww W S g w T e s o e

i
Date of Surgery tor T
s R
N (Name, Signatory
O\ M
£ T E T TR s s
FOR INTERNAL USE of KOSHIKA FOUNDATION  =it% wam #7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= TEm | =) yEg 2

Spy? JANE

18-08-2024




