qRe-(C~- 2502~ 175!

APPLICATION FORM FOR ASSISTANCE (Healthcare) Ko‘s’htka
wETaE B HEETA WEY (= T ) ST T
T S l0aoy 0919 e |
MAME of APPLICANT / ; mmﬂ’ “‘“ SEX fri '

SETE™ |k Mo Ram Sin

PRESENT RESIDENCE ADDRESS 59T
THRHE r!ﬁg ULEE, <A TS AR '“'E“'“’“"““
. B2TeT; (AT AL MR W Fuce ;I
PERMANENT RESIDENCE ADDRESS : =ayi smaram wm 0915

AT OX ahpUE
e Hamt  Makih MARKTED (ReTi) | UNMARRIED ()

TOTAL ANNUAL INCOME - {Attach Proof of Income)
7 e 0, 000( tarally Lnemmg) Gmse s MA
PANNo. i A Wl A} 000 ) -
ARE TOU AN INCOME TAX ASSESSEE (Tich whichever is applicable) Yes | No
uE S S % o f (@ 9 W IR Ow w W e il
FAMILY DETAILS wimam fammm
Sr, Mo Wame ol Family Membuas Age (Years) Gendar
e g & s W A W (71 fin
A O MT _%
1. Lf; =
o) -
J.f:_f
J L5 =¥

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable)
wem W e fawfn s

BPL Card EWS Certificate Ration Card Any Other
{Attach Curd Copy) {Anach Certificate Copy) (Attach Copy) BastafProof
nidf T ® 2 oy T W W T b s
(wen gy =2 ww o ST e (g W =W e [y = W wfn wE wh
"PURPOSE" for REQUESTING ASSISTANCE:
wram wy e e fedt @ e
Sr. No Madical Reporta/Preacriptions Attached
w1 HE senmEier # Wi 51 vl wieie g gem
3 & o a L] -
| = = 7 £+
= e |
: [F— Zrmilz patacar¥
i [ TR
ol x L Ll
/]
|}

BASSISTANCE B!'IHG_ AVAILED for SAME “PURPOSE" M_UTHER SOURCES
W IEEE ¥ ¥ *1 = wa fedl s w9 e o we

Ar. Na NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w9 W = T %] AW +f v v ol




DECLARATION by APPLICANT: STRTw W Wy wa:

111 herepy confirm inat all details in/ihis Form am True fo fhe best of my knowledge. Any falve statement will render my Apglication & ongoing assistance, | any
gkl feur oyt L cliation

23 | wolemrdy confrm it astistance, (1 received from Koshike Foundation, will be usad only for the “purpose’, as sisted in s Form, far which such assistance
s requesipd by s

3) | heeeshy confirm that | have not & will nol i future, avan of rembursement, in gan ol in full, from any other sourcaiamployarinsurance company, of the amount
for wiich thin astisiance 5 regleshsd

1) A siwm s f B o owen 9 e o sl fee 36w § semr we ol i b i Wi fem o e s o @ A S0 e fiee W owm el b

) 9 pm o s i CwTee e, # S oW o &, awe e w v ot gf & et fem i, o oy 4 aoom b

1) # fe wor f Bt ame i e selestood &, oot v wifee mowsee s fest e win Pl sl oA m few # Ao o s d i
AGREEMENT by APPLIGANT { sotes gi #uit)

1) By iMlaing my sighalure of (hamb impression on this Form, | (Applicant] harety agree & authorise Koshika Foundation and fi's Trugtees 1o

use/pubishipul-upiteproduce my name, addrens, photo & dotalls of the "purpose’; for which such assistance Is requesiedigranted, through any

erveei oy, Ericdlicing bt nod miled 1o verbal, prind, electronic, for soliciting donitions o Koshika Foundation andior disssminating information about its

setyiubsischiovemants Suck use of my photo & detalls can be made by Koshika Folindalion befors or atief my treaiment or fullliment of the "putpose”
for whith assHtinee is Hitng requestod

21| (hpphcant) further sgroe that any soch use of my name. address, photo & details of the “purpose”, for which such amitstance i (alestedigranied
weilt nod automatically sntile me for receiving of conlinuing the sak assstance The decislon Lo granting andior confinuing the assistance will res) aolely
with the Trustess of Keghilica Fadndiation, and theic decktlon lis this fegatd will bo linal snd aodeptable 1o me

()W T s remer m s o s w8 (sodew) s e W g w o il weeges sl g it ¢ o sheg s B oA o,
wit g o B oy d S | o st ey Sl g, arenon et g o S il sinomefeiw B R o aes

# i wod W for afirsg & 90w e 9w F e w o R we o fiw S sifere wte” 8 e afieg

2) A (s o wm d wem f 6 Fn o, v, Wi ol fow W e ween # aoe W wfdn & g s e s gen 9w o o §

“aitire oy e =il = Bl Wi s Sy S

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
AT ¥ Fre g S W e

AGREEMENT by HOSPTAL (rssmes g wart)

By affixdhiy pereundse sighatube ol our Auhorsad Signatory for recommending Mis casafpatient for fimancial asssiance from Koshika Foundation, we
{Hosptal] harakny aftibm & accapt Jollaw)hg

1) that we osthor are pregently noewill in future avall of linenckal assistance rom gnothes NGO o any olhes source, or the sorme palisnliCoses, oy we s
requasting (o got from Koshike Foundatian, to the extent (hat such assistance is granted by Koshika Foundalion, Il e requesied assistance s nol granied
by Koshlkn Foundsation, ih part of in full, then this Honpltal ressrves i's right bo maki up the shorfall from another NGO of any olber lourca. This
confirmnbinn essentialy stites that the Hospral will not aveil any duplicate assistance for the same patient/case from any olher NGO ar any olter source
21 The assigtance from Koshike Feunagation bs enly linancial in naturs, The choics of the ireatmentiprocediire advised/conducted by the Hoepital dn the
patierd, is basad on B arrangement betwien the patient & the Hospial, and & in ng way influenced by Koshia Foundation: Hence, the Hospital will
pseumi uale & complete reaponsibilty of the reatment & It's outcome & sataty of the patient, and Koshlio Foundation will have no role or responsibliity

try i (rEtiee '

wit Wi, W R e a0 el s 0 Tawdm et e 8, e e (o) frey men i e s s

1) u o wdn ol A et o fefre e faslt A wowd wee @ feslt s 3w oo F W w A o E, A T ovR S wife o
3 frrfmdse T & w4 iy wream " g e iy e b o s s po o fe s B e ot S o koot somes
fert s=n f1 spowt em w s wEne § e 9w s i e & owogfe F we s ow # B s Tl T e alamn iy e
By v div w1 R A A A S

3wttt wEvET # w ol e Sl wgi W F S w0 weme oo @ o e w T TR W SO e

¥ =t & ol il st g Bl o o e st b peiR e iR ol e s ol a s wE i) (o o e
w1l s Cwifew” ) W ofew m Fedodt o o S e

RECOMMENDED FOR ACCEPTENGE J’b
T w ey wEi &ﬂ M”[]az

Date of Surgery . I gﬁl‘ﬁtm ADMINISTRA

Httm ¥ A : No-9208 SCEH TE%
_ a‘ C {Wame, Designation & Stamp Signatory
2 2008 (Name of Dr, & Regn, No. with Stamp] on behalf of Hospital)
e W AN § we a1 A 9 T e s s
FOR INTERNAL USE of KOSHIKA FOUNDATION  s=iff® 3w #1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T |

7 J B

o/

18-08-2024



