' Awr- (- Ly~ N—MN1s

APPLICATION FORM FOR ASSISTANCE (Healthcars) thlkﬂ
HeTaW ¥ STETT WEY {mtm;* TouRadsticn
APPLICATION Mo, : appucanionpare: 16/ |) Burlding biosh of Ube
A o &!nn{c'i\l& sy el s e

AGE-YEARS Wrg-wd | sEx fein

H

OCCUPATION - !
i _faymey MARRIED (FRab) | UNMARRIED (st
TOTAL ANNUAL ING 1 (Amnch Proof of incorms|
WA wiew g < lyop |— (Fuw W a4
PAN No. TS W TET ~NA "~
ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver (s applicabio): Yos Mo
T Sy = W gE f (9w I Rl W Fm m‘f&f
FAMILY DETAILS uftay foerm
e, No, Name of Family Mamber Age (Vears) Gunder flwiation with Appicant
wu wE5w ot % % = ™ () i SHE § WY N
e Tl R Yo (i) o
_I'E;ﬁn:}ﬂ Un T Mﬁ&.ﬁhﬁﬂ
Alxemdaa A M @r9me OV1
for Is aprplicatile)
wram % fod fafn s
BPL Card EWS Cectificate Ration Card Any Other
jArsch Card Copy) {Anach Cenificate Copy) iAtimch Copy) Bawin/Prool
i T E N v s W v g T T w0 o N ot
(W W ww s W (o W) wm e e Wl (W T W) e ol weey wh
“PURPOSE" for REQUESTING ASSISTANCE:
wwem ¥y fed vt et W agte:
8 No Medical Reports/Prescriptions Attached
w= gEw sEmevEen | W w) o aivee g S
& &) — i f‘hiefﬂcf‘
L
[ Scal€ ([ fa~all
“‘-:uw}fry — [F- “XCs (SL[H FmmA
ASSISTANCE BEING AVAILED for SAME ~PURPOSE" frem OTHER SOURCES
™ T % ¥ W o= wwew fed s wE W fEm owm W
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W W = W W Y wit mf wyn ot
AT




r__

DECLARATION by APPLICANT: sméts oo |l ¥3:

1) | heretry conliern thal sl detads in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance. Il any
lisdyln for rejectionicancesaton

2] | solemnty confirm fiet sssistsnce. # recelved om Koghia Foundetion, will be used only fior the “purpose”, as stated in this Form, for which such assistance
was requesiod by me

3) | haraby confiem Bl | have not & will rot in fubure, avall of resentiursement, in parl of in ful, from any other sourcelemployerinsurance company, of ihe smount
for which this ssmstence i requesied

1) & s s f e ogm e @ Tl nd wd T o wreelt o st W wd it b ooR st feen e e s v owm & A S0 s e W w0 e §
1) @ g oW v ot wifies wed_ A oo o 8, wos o ol otve o) o o fed S avdn, 9t momen o vo e b
1) 4 gfe wm f fw fim om0 o0 wds W wd &, w0 ofr W sl o s fean feel sy s Prieeeieg welt ® 3 W fve & sbe o o winn o e
AGREEMENT by APPLICANT | smis g %)
1) By afwng my sigrature or (umb iImpression on this Form, | (Applcant) hereby agree & suthorise Koshika Foundation and i's Trustees 1o
usit publishiput-updreproguce my name, sduress, photo & details of the “purpose”, for which such assisiance is requested/granted, thrgugh any
misdium, incluging but ot limiled 1o verbal, print. elsctionic, for soliciting donations lor Koshika Foundalion and/or dissamnating information about it's

actvites/achievementy. Such use of my pholo & detais can be made by Koshika Foundaton bafore or after my treatment or fuliiment of the “purpose”
for which assistance s being requesied,
2) | (Applicant) furthar sgree that any such uses of my name, address. phito & delalls of the "purpose”, for which such assistance |8 requestedigranisd,

will not automatioally entite me for recoiving of continuing e ssid assistance. The decision for granting andior conlinuing the sssistance will rest soiely
with the Trusiees of Koshéa Foundation, and thelr decislon |s ihis regard will be final and scoeptable 1o ma

1) Tm s e wenen W sk wd o e, O (amiew) aneh iy wt qfe wee f v st wptdee ol see it st arfess won o s dm 3,
wm, WA i @ e o d dife @ 58 Csife” o el 9w g agtv @ o il st somfeed o Bl fed @ gae Sra

W wEiE w1 % fom wfmn 9 v W e 4 g ¥ we e d wn ¥ i Csifee wele” @ i afep

2) 4 (spw) TR owm A owew 1% G0 e, v, i ol e o fs weee ® wgtve @ wive 4 g T W we W W we

“wifn” vl il W finde s s weend B

APPLICAMT'S SIGNATURE OR LEFT THUMS IMPRESSION :
smbew ¥ yrme W SH w P

o i

i3 1=

AGREEMENT by HOSPITAL (wemm g7 w11)
By affixing hervunser, sgnaluie of our Autharised Signatory for recommending this case/gationt for linancial assistance iom Koshiks Foundation, we
(Hospital} horoby afiom & acoept
ummnMrmpmummwﬂknhlutmlnlmwmmmmmuﬁ‘ﬂwmymm for the same pationticase, o5 we ore
requesting o pet from Koshika Foundation, io the extant thal such assistance s granted by Koshika Foundation, If the requested assistanon is nol granted
by Kohika Foundation, in par or in full, then the Hosplial reserves s right 1o make up e shodtiall from ancther NGO or any othar source. This
confrmaton essentslly sintes that the Hospital will not avall any duplicate assistance for the same patienticase from any other NGO or any ofher sourcs
2) Tho assistanco from Koahika Foundation is only financial in naiure. The choioa of the teatment/procedule sdvissd/conducted by tho Hospital on the
pat=nl, is based on fhe srangement between the palient & the Hospilal, and is in no way inflbenced by Koshika Foundation, Hencs. the Hobpial will

pssume sols & complolo respongibdity of the treatment & s oulcome & saloty of tha patient. snd Neshile Foundation will have no mie of responubiTy
b 1 rraltor

et afiown, wemn o @ @ s 98 wtiew s @ Sl aeen by fawion € wl B, Pl o () B wen 8w w sl w

1) me P o o mie ol 3 ofire o Fefm oy Selt 0 owme® e @ Rl e win @ e i F W A o 4, e e i T
® fewimfain T & sy 4 W wg” g e wy e ok Sl el g e el sifescase 8 o 1 S e § 8 s
fod srn iy ol wen W el s W W S o W s e e b o e d e e wm e onemn ol ser s o iy fel
#r el s w Tl w e W W Al

1 “wifire weET # = om e wwe e wgiE e b T ow vees g O of wem o el e IvensTER W T T OO T

% @9 = fows | o wfes st " gn T e = Wl s o & i e F 00 € e e i W S W wE TSl R v peEe
ot el sbe “wifime” o o7 wfuw w facol g wee o e

£
RECOMMENDED FOR ACCEPTENCE
wied ® forg sy »
| |
m:ﬁm Be Mokl Ramn »leza Mmmmmmhuﬁﬂm )
; ik ] i
) 12 (e Signatory
A\ -1 mmum;nmhmw W
J REFLR T S S T 4 W e s s
FOR INTERNAL USE of KOSHIKA FOUNDATION 3=t 7waim ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= T il FEm 2

/ JaAE

L / 4

18-08-2024




