NRAN- C —qM-lo - sbbe

K®hika

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HEEA B HAEEA WiEY (e Sam) foundation
v Vlloa4 [oguy = 13/ tel 24 LTI
NAME of APPLICANT | N AGE-YEARS -1 | sEX fifn
“ anda Pevy SF | F \ :
anﬁrﬂ:u::ﬂm: Kc}u_u‘ 1. CL{ ;‘
i . PRESENT RESIDENCE ADDRESS ®HwT A

ez glsd Hathaak, UP—ZsqTs]
PERMANENT RESIDENCE ADDRESS : =xf spmers 5

Nanwipul , M

o~

'Pme@pﬁ. F

Xaome g abfpre

ek
D (i) ¢ UNMARRIED §siiits)

OCCUPATION :
TOTAL ANNUAL INCOME : ‘ {Attach Proaf of Incema)
o it o YRAUVD [~ (Fagnddd  muwawm A/
PAN No. Wi WT wom i
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable):
vu 2 Y O § (3 T 930 N oV 5 e e e L
FAMILY DETAILS wftam fammm
& No. Hame of Member Age (Years) Gendar Rolation with Applicant
w9 Hem . i W N 9 () i T ¥ TN gay
(- RYY F Al LN
- SO el A b LAY I
3 Sl g g5 = &JA&&E‘E\M
BASIS for REQUESTING ASSISTANCE (Tick whichever s applicable)
worem % i fdn sman
BPL Card EWS Cartificate Ration Card Any Other
{Attach Card Copy) {Attach Certificate Copy) {Attach Copy) Basis/Proof
it T W S e Ty =99 aw Wil Fovien Wi s it we
(v v Wt wem o g W (e v ¥ wr i Ue == (W w1 wen Wi W w0
“PURPOSE” for REQUESTING ASSISTANCE:
T iy fd o ferht ® gt
Sr. Mo, Medical RepontsPrescriptions Attached
W HE mﬂﬂﬂ#:ﬁ!&q@ﬁm
PE_- Codomal 1
LE — U ndanag L
= P _ =
o W7 — (LE/S - oJCN F FPMME
L 5 Yo
ASSISTANCE BEING AVAILED for SAME -PURPOSE- from OTHER SOURCES
W TR W A Wi a0 wwwm e e v # fEw orw w7
S, No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
9w - SFE TR W AN o wif wwram Tl




DECLARATION by APPLICANT: si¥T® 5 S To:

1) | beeraty el that all detaits in this Form are Tree to ihe best of my knowledge, Any Taise sislement will render my Application & ongoing assistance, if any,
limbie for rejection/canceiation.
2 | solmaly confirm that sssistance, if received from Koshika Foundation, will be used only for the "purpone’, as stated bn this Foim, for which such nesistance
mequestad by me.

‘;ﬁmmmm thak | P el & will ot i future, avall of reimBursement. in pan o in ful, from any ether scurcalsmployesfinasrenos campany, of the amount
for which this assstance s requested
1y e o o T wn et & frd g el e S8 wped o anE e o v b ool b feon o e s ann s & W S0 e S w o oaped §)
1) & g o e ol st wesdva, 0 ok ow oo @ oo oy ol sty & i ® Bl e anim, @ s o oo @

11 & e = f s fam me i v ol R o 2, 3w o oW wiee W ow oo el w wafees s w2 9 @ G b a3 o o d
AGREEMENT by APPLICANT (sies @1 %11

1) By aMixing my signalure or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and (U's Trustees 1o
usa'putiishipul-upireproduce my neme, address, photo & details of the “purpose”, Tor which such assistance is requested’granted, through any
midum, including but not limied (o verbal, prink, elecironic, for soliciting denations for Koshika Foundation andfor dissaminaling Informaton aboul IU's
activties/achiovements, Such use of my pholo & delalls can be made by Koahika Feundation before or afier my treatment of fulfiiment of the “purpose”
for which assistance is being requesied.

2) | (Appscant) lurther agrea that any such use of my nama, address, pholo & detalls of the *purpose”, for which such assisiance s requastadigranied,
will rol automafivally antile me for recelving of continuing the said assietance. The decision lor granting andlor continuing the assistance will rest salely
with ther Trustess of Koshica Fourdaton, and their decision |s this regard will ba final and scceplable o me.

1) e ot el wema w sbvd o wry e, 4 (smiew) o weaf €t qfe won o o “wifre st ol mel s s ey won o B g e
W, v e # fe e v | aife §, w0 e o Al om, e T i @ W oo s w2 f e o e wem

o i wed % o s §1 9 w W e 4t w8 oo ow owe 0w o f C el e w el e

1) & (owdew) w0 w9 wenn f i 90w, v, ol sl ey o e wose o axied @ wikde @ R omw wee W wenr ol e g e |

“wif ™ w vk =wfeed w fare sl ol el fom

APPLICANT'S SIGNATURE OR LEFT THUMD IMPRESSION :
waTE & g m S W e

AGREEMENT by HOSPITAL (wisms @0 W)
By aMixing hereunder, signalure of our Authorsed Signatory for recommanding this cansdpatient for financial assistance from Hoghika Foundalion, we
[Hospital) heretry affirm & accepl folowing:
1) thal wa neliher are presenily nor will in filuse avall of fnancial nesistance fiom another NGO or any other scurce, for the same patienl'case, as we arne
pequesting 10 gel from Koshika Foundation, o he extent that such assistance is granted by Koshika Foundation. If the requasied assistance s not granied
by Koshika Foundation, i part or in full, then the Hospital reserves 1 right 1o make up e shorifall from another NGO or 2ny other source. Ths
confirmation essantially states thot the Hospital will not svail eny duplicate assistance for the same patienticass from any other NGO or any other source
7} Tha assistance from Hoshika Foundation is anly financial in natute. The chaios of the treatment/procedurs advised/oonductisd by the Haspital on thi
paient, is based on the amangement between the patient & the Hosgial, and is in no way influenced by Koshika Foundation, Hence, thie Hospaal will
assums sale & complele responsibility of tha treatmant & it's cutcomas & safety of tha patient, and Koshika Foundation will have no role or respongitality
i he matker,
Tt wfe, pEwl ®) w @ s ® s s A el e oy e o a8, T oo (e e een @ ae o s s
1) w T T @ whum o 2 o F fefim e fll vl v v fel o w4 e iR F oo A o R i e v e e
o firafieyfiva o ¥ way o v et g0 oo by T b oft st wEstR " g we el sfrswes f s 0 few w8 e

fa ar i Wl wom = fedt = v § wen A oW s s Tew &) e e F e e o § T s ol e e Ao et
s wew W e s e o S sl

2 “wifiws wirshim™ 0 W vl megm waw fafm weR ST W e oo 8 v we W e o areyiee

o e s § oy i wsbm” g fesl swn e ot oo ol b mafled geven 4 ) @ g e ; s e
w1 ot o “wfreT WS g ow fedd o wet F oo

Date of Surgery
sty ) wita
M)l 2w
™ 8 9w s s
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ #=ts Zwam 77
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
yE| R |

7 Al

/4

11-D4-2024



