Coy-12- 0MSC

(Healthcare)
( Ty YErare )

APPLICATION FORM FOR ASSISTANCE
TETTAT B SUHATH urey

K& hika

foundation
e e

APPLICATION No. | AppPLICATION DATE : |0 | 11
b R ¢ Ilmq [ogys | (134
HAME of APPLICANT : AGE-YEARS 5- | sex fam
iy Pheli ey 13 £
FATHER S/BPOUSE'S NAME
s W “Bradionth

. PRESENT RESIDENCE ADDRESS 95T
MG-'wmmr Teh - Puboys . O .- Jhdhinum .

Riasiem - 53500

PERMANENT RESIDENCE ADDRESS : =1 =9s[ame o

Pse op

Pas} op

= Jkoue
m‘m TIOM : Mha ke mﬁh’ﬁuﬂ UNMARRIED [aterfivs)
TOTAL ANNUAL | : . {Attach Proof of Income)
¥ afils s ?'#‘H'D‘@l— ( tary) (s w wm ve) A
(PAM No. T W Hwa . =
ARE YOU AN WCOME TAX ABSESSEE [Tick whichever |s applicabilo). Yos /
AT 5w W § (9 w9 I e W fem W/
FAMILY DETAILS it firem
- No. Name of Family Membe (Years) Gender Rulation with Applicant
rfrr:':ll ﬁ:imm% Agmtrj‘ fem iCE % T e
1 edin UAL 4 95 &l Ton
Q. AT =R Y 1
i I ™
" Heyhant A 4ear & [Aiand Sen
Q-
BASIS for REQUESTING ASSISTANCE (Tick whichever s appilcabie)
e & o ff amm
BPL Card
{Attach Card Copy) Mﬁ%i mg:;l m‘ﬂr WI‘
it e % 94 yom Ty sp e A g T auviE H 7 o e
(v o wh orm uf s vl (s vy W wr wf W W) {wsm T W o i sEe W

“PURPOSE" for REQUESTING ASSISTANCE:
wergm ¥y fed mi frl W e
Medical Reports/Prescriptions Aftached
seprevsie # wi ) o v gl g

RE—<Fnle (alavuri
[ <en¥ _ 7zlavalE

r::%e;}L_. PF- SICC LI PmmA

L)

Sr. No.
N HE

‘r:}il{{f}-.,n.m.

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™I W ¥ W s e fedll s e R e w2
NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
= @ w v TR Tl

Sr, Na.
w1 TE

NIL1




DECLARATION by APPLICANT: st Tm wiwm ws:

1) | herehy confirm et &l detads in fis Form are Trua o Bre best of my knowlodge. Any taise stalament will render my Application & ongoing assistance, If any,
limtile for repmctionicancellnton. y " 2

ﬂlﬂmwﬂrMMrm inat assistance, il reoaived from Koshika Foundation, will be used onfy for the "purpoze”, a= stated In this Forn. for which such assistanis
W TR By ma

J) I herety condirm that | have not & will not in fulure. avad of rembursement, in pari or in full, from any oher souroeiempioyerinsurance company, of the smount
o whilch thin sasistenco 8 rogussted

1) #www wox f i w5 w0 9 R wh e 5wl ® s e ud w0 b it w1 fove o o s e ww £ 0 49 o P o w owsdt

1) & e W s ofn “sifos wstm, @ S W ol §, Twe s s e ) o 9 Bl few o, A m e d wm om b

1) & giw won {6 fam wem dg e b o) ol b, ool e osfew w e free fed s dmtrimein werd @ a4 ke T @ sfee 2 oy
AGREEMENT by APPLICANT (subow g wor)

1} By affung my signature or Inumb impression on this Farm, | (Applicant) heraby agree & authorise Koshika Foundation and it's Trustess 1o

usepublshipu-upirepreduce my name, sddiess, pholo & detalls of the "purpose”, lor which such assistance i requested/granted, thiough ey

midium, including but not iimited to verbal, print, electronis, for schciling donations for Koshiks Foundation and/or disseminating information about it's

activitleslschievaments. Such use ol my phato & detalls can be made by Koshika Foundation before or afier my treatmant o fulfiimant of the *purpose”
for which sssistance s being requesied.

2} | [Apptcant) further sgres thal any such use of my name, address; photo & detalls of the “purposs”, for which such assisiance is requesiedigranied,
will nol aulomatically entitle me for recebving or conlinuing the sakd asaistance. The declsion for granting andior continuing the assistance will rest solaly
wilh Ihe Trusiees of Koshika Foundation, and their decision is this regard will ba Tinal and accepiable to me.

1) w v w s e s o o e, 8 (sbew) sl wefe o g w o o Csifven st s aee sl W) st s TR g
i, Wi by W fawe o v o sifen 8, ) “wifewn” v sl g, W gat wpte @ g e sin avoteed o fit S o wen e

o smfen wrd 2 ey sfiegn §1 St e e e 0 o 8w w w8 wrd o e sl wimle w sl arfion

2) & (weEw) W oW W W e e, R ol faa o e e ® e @ oafie § S8 v weem W vem o w ae

Wil v 3 st W Fvle s i e W

APPLICANT'S SIGNATURE OR LEFT THURME IMPRESSION :
s & me m M W e

AGHEEMENT by HOSPITAL (Fr@E 7 %70)

By afliming hereunder, signature of our Authorised Signatory for recommending inis casa/patient for financial assistance from Kostrkn Foundation, we
(Hospital) hereby efinm & accapl lollowing:

1) thaat we nilther ane presantly nor will in future svall of financlsl asklstance from another NGO o any other source, for the same palient/case, ns we ore
raguesting o gel frem Koshika Foundastan, 1o the exient (hal such sssistance s granted by Koshika Foundation. If the requaested sssistance is nol grantod
by Foshika Foundation, n part or in full, then the Hospital ressives its right to make up thie shortfail from another NGO or any other sowrce. This
confirmation essentially sintas thal the Hospital will nol avall any duplicate assistanco for the same patenticasa from ey othor NGO of any other source
2} The ssslsance from Moshika Foundation is only financlal i nalure, The choloe of the treatmentprocedure advisediconducted by the Hospital on the
patient, i bassd on the ansngement betwesn the patient & the Hoapital, and i in no way influenced by Koshike Foundation. Hance, tha Hoapltal will

pasume solo & complels responaibiiity of the treatmant & IU's oulcome & safety of the patient, and Koshika Foundation will have no role or responsibility
Ir ke miatier.

wart arfin, wems W s W wewad o) witfee werae” @ el womn gy foeafn o o 8, P we (o) Fre o oo w e sl

1) me fue o o eimer oty v W) aftres of fafirg serom S e wowrlt stee W et e sl A o Tekamot F oF wm vt ot de e e el e
W ferwony it Tem o W F “wifen ST gm wer oy i ooR " s e oo eoen el sfieee 8 v w0 e e b s
foit o= e wowTh Wew W S T R e AW Sfyew e e oW re o e e o 4 e s fipim T aee iy fed
oo wfeem m fac s weE W o) Eueith

L “wifrs wrrve” @ o of werm e fefim wgfr 9 ) 0 w s o A ol T w AR e = g il ol v

& ¥ w fipes & o “wilEw wede” ow e wen w8 S o ot o v 4 O 2 o g dh s o S e el 9 o e
w1 it sl = wifiw” 9 ot s m vt | =t Wil

RECOMMENDED FOR ACCEFTENCE
il BT Py
Date of Surgery of - Ramee
il B8, .S, Ophinaimoogy ?UGV

et FICO (UK) : or &
Hha\mg b,

FOR INTERNAL USE of KOSHIKA FOUNDATION =i il i '

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
Ll Ty 2

vl .

11-04-2024




