VB A - C- 22 Il ~oé8]

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kovshika

HEET ¥ SATEET WY (TR L@ ) Toundation

AT VIe%2Y/e7a5 .mmfgnmmm:rﬂfagf;ﬁi " eiding Mack of e
NAME of APPLICANT: N | ° AGE-YEARS =r-7% | sex fify -

:quwmmm: @ﬁa—n'mw en

M%%mm:ﬂ{mﬂnw

tamE Gk hev e

= dewe M aker I
TOTAL ANNUAL INCOME : iAtach Prool of Income|
o ufts s VQMI’_(&I%IH? (3 w1 TN W) {'.f,.ﬂ
|PAN No. Tl i e ~
ASSESSEE : -
e R P e
FAMILY DETAILS TfEm faam
81, Now Hame of F Memier Age [Yours) Gendar Relation with Applicani
9 HE fiaw AW () fam AT ® WY
= A UL o) 14! mmJ !__:
. Pali e A A
: E

T Hanle 31 W

BABSIE for REQUESTING ASSISTANCE (Tick whichever i= applicable)

woeem % fer fif sman
BPL Curd rtificate
{Attach Card Copy) lAHIEm“l:lnlliﬂml:mj mg:n B*""'.’“"'"’,F'
ik tem W SN g e sm ol M ™ Treiem W e i
(5o v Wt e il weE wh (v v W ofm e sl (v 3 vn o g wh
“PURPOSE" for REQUESTING ASSISTANCE:
werm ¥ fea m fef W agte:
5+, Mo, Medical Reports/Prescriptions Attached
Lk sregm iR B W W v i g wem
RE - Codanalid
L L~ (ot @naiir
ASSISTANCE BEING AVAILED for SAME ~PURPOSE” from OTHER SOURCES
¥R IR W 0w s s e s A e o e
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
L] a P WY et wf wemm

[ JBTS Jnmu;




DECLARATION by APPLICANT: WMEW B0 S T

1) | merisbyy oonfim Mol all detalls in this Form am True (o the best of my knowledge. Any false staterment will andar my Application & ongoing asaistance. il any,
liabia for rejection’canceliation.
2} | sobiprmnly confirm that ssskstance, i recsived from Koshika Foundation, will be used only for the “purpose”, an stated in this Fomn, for which such assistance
uested by me
;?rmmm mﬁmw that | have not & will not in future, avall of reimburssmant, in part or in full, from any other sowrcelsmgplayerinsurance company, of the amount
fior which this assisiance is requested.
1) & wiwe wom f e opn ey & fed ol ondt e @8 sl o sepe ure o it B ol el P o W s e w2 s fe ot W wed
1) & g W e o Cwifre wEETT, W@ oW oot §, weR T s W) g o el e aedn, @ s d oo b
1) # g w § & T w0 o W ow R, 99 o oW STs @ we e e e i el w8 7 o B b sl 3 W wfEm F A

AGREEMENT by APPLICANT (siaes gm wu1)
1) By affuing my signalure or thumb impression on thas Form, | (Applicant) hereby agree & authorise Koshika Foundation and #'s Trustees 1o
usa/publishipul-up/reproduce my name, address, pholo & datalls of the "purpose”, for which such assistance Is requesiedigranted, through any
misdaim, including bul not limited to verbal, prin, electronic, for soliciting donations for Koshika Foundation and/or dissaminating Informaton sboul s
noiivities/achievements. Such use of my photo & details can be made by Koshika Foundation before or afier my treatment or fulfilmant of the “purpose”
for which assistance is being requested.
2} | (Appiicant) further agres that any such use of my name, sddress, pholo & details of the “purpose”, for which such assistance (s requesiad/granied,
will not automatically entitle me for recaiving or continuing the sald assistance. The decision for granting and/or continuing the assistance will rest solaly
with ther Trusbess of Koshig Foundation, and thair declslon is this regard will be final and soceptabie to me
1) W W ey yeneT W s W wr wer, § (avbew) e v o gie won o o “wife widivs ob Tee s " w afesn o f oS0 o,
w, v s @ e v A i 98 Csive v e, T, T R Tt |l R s Teefend % Rl O e e
# waftn wed % fire sfiegn &1 9w w P A g ¥ e e o w8 P Cwifw wedmt s e
23 & (owbew) o owm & wen f fe dn o, wm, o ofty feeon o T e o st @ ikl & e s T w0 e o e
“sifr” T TR e & fefn e sh s

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION -
AT ¥ yope NS W fea

AGREEMENT by HOSPITAL (wemm g W)
By afixing harsunder, signature of our Authorised Signalory for recommanding this case/palient for financial asststance from Koshika Foundation, wa
(Hespital) herely affirm & accept following:
1] hat wee noither ore presantly nor will in fulure avell of fingncial assistance from snother NGO or any other source, Tor the sama patienUcase. B8 we are
requesiing to get from Koshika Foundation, to the extent that such assistance is granied by Koshlks Foundation, [f the requesied assistance ks not granted
by Moshiua Foundation, in part or in full, then the Hospital reserves iU's right 1o maka up the shortfal! from anofier NGO or any other source. This
confirmation essentialy states thal the Hospital will not avail any duplicats assistance for the same patienticase from any other NGO or any other source
2] The sssistance from Koshika Foundation is anly financial in nature. The choice of the treatment/procedurs advised/conducted by the Hospital on tha
patient, is based on the amangement between the patient & the Hospital, and is In no way Influenced by Koshika Foundation, Hance, the Hospital wil

nesume sole & complete responsibilty of the treatment & it's outcome & safely of the patient, and Koshiks Foundation will have no rofe of responsibility
" e rmustier,

vt s, yemwd §) s A 8 s st | fafi e by fwfn w4, B e () B ogen @ e sen w b

1) = T 5 wins s 3 ofes F Tl e ferh & moed) Fe w e o w9 ow TR F W ow B of 4 e v el weEmt
# firefindfiedh 7o & v  “ifew st o e by e b oofk Csifem st po sre el sfewen B e o e e f 0 s
felt s & wewl) weg w el o W @ e R W e e e o g o we e oo T e i weove e b e
e ot s @ el = e A W S

2 “wifewe st W ol nd werem e fafi e 9 ook o weme g @ of wen W el e aeusfien W oW

% fw w fas ol o st ” po el v w Wil o i ool s F o0 € e goe s =

=i writ st “wifee” % s wew w fakoll w4 ot e ?
RECOMMENDED FORACCEPTENCE | 4§ [P
i+ for_ e \ |5 {paministator ) 51

Date of Surgery - * 5
fEEN SEN SHAHI _
o ot warmmm I \ ) _ 7/
fiﬂfaﬂ.{ah‘ %’E?% Stamp) on behatt

e W AT e S
FOR INTERNAL USE of KOSHIKA FOUNDATION 1=t Zvam #]
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
e pEm | = TE 2

2 BT

11-04-2024



