Phor-¢-24-0b - 6296

APPLICATION FORM FOR ASSISTANCE

(Healthcars) thika
HETAM ¥ AT WrE (vows twwm) foundation
e W o125 gga. e e L8 L
MAME of APPLICANT - AGE-YEARS S1-m¥ | sex fm
bl qu Quwareod 5 b M
FATHER SVSPOUSE § HAME

oSt o
AT Qhnv precy  festo¥
I.-_.’f
OCCUPATION :
e Lavmer MARRIED (Frfi) | UNMARRIED (sfvnfea)
TR BN, FNDRE £ {Attach Proot of incoma)
W wite s 53000 (v w e ) (A
PAN No_ ull i ma N A
ARE YOU AN INCOME ASSESSEE (Tick whichewer s applicable): Yea
) A WO T § (S T NI W) W e s ﬂ@
FAMILY DETARLS  wftem faamm
5 No Name of Family Member [Yearn) Gender felation with Applicant
5 Twa m:‘r“ = Tﬂ(m fen TS € e Twy
_KHH
BASIS for REQUESTING ABSISTANGE (Tick whichevar is applicable)
s W T ety sma
BFL Card EWS Certificate Ration Card Any Other

[Attach Card Copy) [Attach Centificate Copy) tAmach Copy)

i T F v we o v yum TS wTE mhlﬁlm
[T R A S W (e i A W (v T2 W u s Wt

“PURPOSE™ for REQUESTING ASSISTANCE:

woam 87 el m feht . gt

Br. No
F5 T

Medical Roports/Prascriptions Aftachod

SRR § WA w1 Wi s

=y = A -
- ﬂm'g'mgn RE _——[prisC

[E —<enle (alaodld

T S R Y X 38

L

ASSISTANGE BEING AVAILED for SAME
W T % O] S N v el s i @ fem mm W

“PURPOSE™ rom OTHER SOURCES

No. NAME of OTHER SOURCE
N e g T W AN

AMOUNT of ASSISTANCE BEING AVAILED

ot = weram wi

NI




DECLARATION by APPLICANT: seTe om wivs wi:

1) | heareky condien ®al 52 detalls in this Foem are True 1o the best of my knowledge. Any faise stalemnent wil rendes my Appication & ongoing assistance. If any,
lable for egection/canceiabon

Ellwmymmﬁmnm.ﬂmﬂmm Koshika Foundation. will be used only lor the “purpose”, as stated in thes Form, for which such assstance
wirs requested by me

331 heteby confirm that | have not & will ot in fotune, avell of rembrsement, in pan o in lull, from any other soucefemployesfinsurancs company, of the amount
for which thik assistance & requasied

1 ¥ e o B ommowen A b owt ol fewon 38wl & s we of b ool s T o wer s ww s a3 e fes w) . ol &

1) %t gm A w0 e e A s Wl e T AR i i e s m et b

1) & e ww of e Fow e g e wi W owl & o o e sew w e foem Sl s e fedanedn werll w1 w e # sl 3 o wfoe o ol
“AGREEMENT by APPLICANT | spies g %1

1) By aftang my sgnatore of thumb impresson on this Form, | (Applicant) heratry agree & auhonee Koshika Foundation and &' Trustees to

wsel putibsh/pul-upheproduce my name, addreds_ pholo & detalls of the *purpose”, lor which such assistance is requestedigranted, through any

msdium. inchuding bul not limded 1o verbal, pint, sleciranic, for soliciling donations lor Koehilke Foundation and/or dissaminating information sbaoul ite

achvibesachevements. Such use of my phote & detalls can be made by Koshika Foundation before or after my treatment or fulfliment of the “purpose”
fee which nsssstince s baing requested’

2} 1 iApplican) furiher agrae that any such usa of my nama, address. photo & delails of the “purpose”, for which such assilance is requestadigraniad,
will nol eomatically anfitfie me for reconing of continuing the sald assistance. The decision for granting anddor continuing the susistance will rest sclaly
with Ihe Trustess of Koahika Faundation, and thalr decision s this regard will ba linal and acceplable io ma

1) T W A r W S R o e, § (e s w8 gie v f o Cwifre st o aae sl "o s wn o i g,
w9 i P gm T d i B @ wifee” wes s, o1, wen gt wgtva @ wf nfeiefiod s aveferd & fera fall 6 e e
o wwfen wed o P sfen & 8t e @ fewer O e o et o e A we o e ol senley” w ok ol

1) & (edew) T oW @ e f e o, oW, ol foee o B T ® gt @ o b b v e W v T S T e
“ i " vy ToE sqfted = Fly s ol el o

APPLICANT'S SIGNATURE DR
wiew W gy W g

AGREEMENT by HOSPITAL (vt pm wm)
By affoung hersunder. sgnolure of our Authonsed Signatory for recommending this casefpatani for financial assistance from Kostika Foundation, we
(Hospital) heraby aflirm & accapl followng:
1) thal we nesthes are presently nor will in Tuture avail of finencial asskstance from another NGO or any ofher source, for e same palisnlopse, 08 we i
roquesting 1o get irom Koshika Foundation, to the sxtent that such assistance is granted by Koshika Foundatien, If the requested assistance i nol granied
by Koshiks Foundation, in pan or in full, then the Hospitsl resarves it's nght to make up the shorttall from ancther NGO o any other source. This
confirmation ensentially states that the Hosphinl will not avell sny duplicate sssistance lor thee same patisnt/case from any othsr NGO of any other sourcs
2) The assistance frorm WKoshika Foundation s only financial in nature. Tha choice of the ineatmontiprocedure advisediconductad by the Hospaal on the
patient, ks basnd on the arrangement batwesn the patient & the Hospital. and @ in no wiry influsnced by Koshika Foundation. Honca, the Hospital will

assume sake & compiete responsibdity of the treatment & [l's cutcome & salely of the pabenl and Koshika Foundation will hawve no rols or responmbility
in the matle:

vt sfewn remwdl W1 s @ smEad s et o e epen 0 faedfte o e B, el e (reee) P R @ we w wen W b

1) me B oo ke oy o o afives o S e fire B sl vheory @ fesl) aee e e drfbmet F oW o o o e Tt = wifime wea”
# frpfn iyl ve o maw d “afe wEE” gn wee by B o “sfee wastv” gn e fef afsae By T S e § 8 s
ol = & wowd oee W e = T @ W A W afee g e bW g e e owe e s i o e Bl iy el
&t vral) stem m S s Ene @ o s

2 “wifs st @ o) of weew e fele vl @ 4 ol o e go O of T w el veueew s g drh o e

# raw fen § ol sl wresden g Beh wsnow w5 om i b el weEm d 00 # v g s A W W oW Tl I o e
= wih e “wifeE @ R gl w PR

RECOMMENDED FOR ACCEPTENCE
wraw W forg vy (T\
o s g, Rame=7 522 YOGESP¥ADAV

BBS. 1§ Oprinamoiogy

sl msﬁ%‘w g S g e

T R
FOR INTERNAL USE of KOSHIKA FOUNDATION 31 v ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

= |

o J %

18-08-2024




