. SRE -C- 29~/ /- 0988

APPLICATION FORM FOR ASSISTANCE (Healthcare) th [ka
HEA ¥, sUHET WEd (e RurvieT) foundation
APPLICATION Mo - ARPLICATION DATECLS =/ / - 2) Bubng bach ef e
e . (///23/092 7 wasa it =
NAME of APPLICANT : AGE-YEARS HI-wi | sex feim

ST o
VW g Yoltr a3 A7 E 2 'a
FATHER'SISPOUSE'S MAME :

e ™ s 9 Fe Ay ﬁmé:ffm L mrj?m
PHES_EHT RESIDE ElE] d!'! T
__ PAEOP Foctof
PERMANENT RESIDENCE ADDRESS -t SIamm T ﬁfg&}ff (C‘*ﬁ?:’f)

(2212 (IC 2B

OCCUPATION ;
%mm ; LANIIIC AT IR Chp m#ﬁ@n (fratien) | UMMARRIED (sifaria)
AL ANNUAL INCOME | (Attach Proof of Income)
wavs s A0 000 (L 00, TFH L ) (Snwmawwwm) p )L
PAN No. % | 5wl /U /7 =
ARE YOU AN INCOME TAX ASSESSEE [Tick whichevor la applicabls): Yes | No
¥ A A aw (W W ) EE W w0 W e s L e
FAMILY DETAILE wftar fism
Sr No Narme of Family Member Age {Years) Gandar Retation with Applicant
9 W T W w W W () Gl SETE § WY TEY
{77 Fw) Vel = S0 Fisra {3
) 2D Ll A LTI /s
(rJ flrrrdis L& 7 {2ls
(] ,‘;ﬁ%’/ﬁ 77 = L e84 0R ) Il
Ly = [ ] L2 Fasd £ ;
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
e 0 R S
BPL Card : .

WL Lo waliEton, R Sy o Lok
it F T om0y W s T TN P
(99 % %1 2 uw Eee (W oW Wl e W (T YR W] W WA W

"PURPOSE" for REGUESTING ASSISTANGE:
v %7 g Sl w ot
81 No. Mudical Reports/Prescriplions Attached
Y F sEmEvERT 7 i w1 o s W T

7L
J,qf"éf&‘i?ﬁkﬁ?- T AR (IR F
7=~ DIerdiaiits

o
U/JW- T L777A Pril7h

ASSISTANCE BEING AVAILED for SAME “FURPOSE" rom OTHER SOURCES
W T W w w0 W @ e s = 6 oo we

&r. No. NAME of OTHER SQURCE AMOUNT of ASSISTANCE BEING AVAILED
5 e W TR W g & ™ W W




DECLARATION by APPLICANT: s5iT® F/0 Siwen w9; d
1) heraby confirm that all detalls in this Form are True to the bast of my knowledge Ang false statemont will render my Application & ohgoing assistance, If any,
liable for rejectionitanoeliation.

21| =olemnly confirm tha! swistence, if recelved from Koshike Foundation, will te used only loe the "purpose”. &5 staled In this Form, for which such assistance
wad requsnied by mo.

3} | Heraby confirm thal | hive nol & will nel in future, avall of remiblursatient. m oan o m ull, from amy olher surcetsmgloyeninrurance compary, of he o
for which thib assistancs is requestsd

i ﬂ'q‘:mtmthmwﬂﬁfﬂﬂﬁﬁmﬂ&ﬂmﬁisﬁmmﬂ:qﬁhﬂ:nﬁﬁmmmmwmtﬁﬂmﬂﬂﬂl&tmm

2) # s W wwA v cAtme e, f M aw mm o S Al s A w e dwmom b

30 # 5w wom o fe Tom s o o0 et 1 om b oaw oo oW wiw W s e el e s e vl W AW T & o T o oftes F m)
AGREEMENT by APPLICANT | siew g0 =71

1) By affising my signature of thumb impression on this Foam, | (Applicant) hereby agree & authorse Koshika Foundation and I1's Trustees 1o

usalpublishiput-upreproducs my mama, address, pholo & detalls of the “purpesa”. lnr which such sssistance |§ requested/granted, through any

madium, Including but not limited to verbal, print. slectronic. for soliciting donations for Koshllka Foundation andfor disseminating Information aboul it's

activities/achievemonts. Such uss of my pholo & detoiis can ba made by Keshiks Foundation before or afles my tneatman) of fulffiment of the “purpose”

Tor which nssistance is being reguested

24 | {Apglicant} furthar agree hat any such uss of my namsa. address, photo & detalls of ihe “puipose”, fos which such assistance (s requested/granted,

will not automotically entitle me for receiving or conlining the sakd assistance The decislon for granting andlor continuing the sssistance will res! sokaly

with the Trustees of Koshika Foundation, and e dacislon is fng regard will be final and nocaptable to me.

1) wR e T ST v o g w or e, 8 () st el o) g won o o S wifee kv sl e = " w0 sl wo § TR 9o 9w,

o, Wi s o e gaowen o i &, TR “wTme " T S, e, wEE e SRR @ 0 iy s seeed o ferd e o e

% v w7 & oy sfuse 1 57 v W T 5 wem 0l @ we § R e Ceifee wedet v sl shep b

1) A (swiew) v wm ¥ wew f e g A, v, we o fam W@ e own € axoed @ wivds § o s w0 ore R e o owa

*wifyrer " e wd fed = Feln s o s A

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

’"’“‘W (!
AGHEEMENT by HOSPITAL (w=ive gm Wi

By affixing harmundar, sgnatura of our Authoneed Smgnaory for recommanding 1his casa/pationt for financal sssistanca from Koshius Fayundation, we
{Hospital) heraby affinm & accept lollowing

1] that we raithet are presently nor will b lutore-svall of firanclal atsistance from snothor NGO or any olher sourcs, Tor the samse palenlicaso, a5 wo e
toquesting o get irem Koshika Foundation, to the extent thal such assstance is granted by Koshika Foundation. If the requesied assisiance is nol granted
by Koghlka Foundation, in part or in full, thien the Hospital resarves it's right to make up the shortall from anothar NGO or any other source, This
confirmation essentially, states that the Hospital will not avall any duplicate asslstance for the samo patlenticase from any olhar NGO or Bny other source.
2) The assistance from Koshika Foundallon |s only financial in nalure. The cholce of the treatmenl/procedurs advisadiconducted by the Hosplial on the
patient, is based on the arangement belween the patiant & tha Hospital, and ts in no way mfuenced by Koshika Foundation. Hence, the Hosgpital will
asuurme sole & complete respongibllity of the. treatment & il's cutcomu & safaty of the patieit, and Koshika Foundation will have no role or responsiblity
in the maftar.

Wt sifen, v w1 s @ s W e s @ i w iy e o) el 8, e e ormee) T e @ owe @ sl s
13w T o th miwre sy ot uftee | ffan s SRR A s e w S e e 8 o e | 8w o 4, 9 oed i st
# frri i w0 ® waw 4 Cwie st g T B i b ok Cwifie s g aeren T sivess o et o few wm § o e
it W T weEn W TR S S R s o W aieen s e b W e § we o o @ R swee ol e e driemd iy fedt
. wwt wWem w fe = e @ o A

2 “wifew wEsde” ¥ o of vosm W fafm e W b o oW oremE g G of seer W el o ITeaiem W oA T e e

# iy w e st “wifem STed R go fed ger e W o of B gt yomme o il 8 g e s S w3 S o feadad ol o weE

=t it she “wifow” W oY wfow @ el m oo F S8 e

RECOMMENDED FOR ACCEFTENCE
i ® fem A
Date of Surgery
e & i %
4. [ 1- 2025 %Pﬂharmen s (
= 1

FOR INTERNAL USE of KOSHIKA FOUNDATION %

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=y | = TR 2

Y J N

S

15-08-2023






