pACM—~ € 28 12— 03234

: APPLICATION FORM FOR ASSISTANCE (Healthcare) ' Kﬁ)‘s’hlka
¢ e ¥ & Wy (T TEwE) P T T
s MJ1paafeq2) [Semetipjag ) e

AGE-YEARS sn-m || sex

1S

NAME of APPLICANT :
FETE W AN

Hont ) s40 s

TOTAL ANNUAL INCOME : '] - |Attach Proef of Income
WA s 5 N amamiy - (319 1 W )
PAN No. T wmal Wem e
ARE YOI AN INCOME TAX ASSESSEE (Tick whichevar |s applicable): Yeu | Mo
wa s owm W oon § (o s 0 T w e W e e l?:il
FAMILY DETALS wftam fimam
5. Ne. Name of Member Age (Tears) Gonder Relation with Applicant
tﬁrl%n mimwn ™ (m) fom apies % T W

BASIS for REQUESTING ASSISTANCE (Tick whichevar is applicabis)

weem % fod el s
BPL Card EWS Certificats Ration Card
(Attach Card Copy) (Attach Cortificain Gopy) (Autach Copy) Lo b
il e % N o = 5w o yam v FusieEn = SN
(e v o we ofr W wy S R RoR CR R R (o v wh wowm wf W wt)
“PURPOSE" for REQUESTING ASSISTANCE:
e ¥y fed vl fed et
st No. Medical Reports/Pruscriptions Altached
w9 vE \

4 : Mimﬂdﬁw
HAGTIA N A E Afn L, Codanull |
o= n{f. E ] E :: Ii o I

e
i
-
- - —

i
L

Tz FE STCC WK Piimg  tny ke

_—

ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
T TR % i S s are w5 s e W faw e
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSES TANCE BEING AVAILED
Ll f il - vt v ot
s SN E AN U =




DECLARATION by APPLICANT. =37 g sy ==

1) | hereby confirm that ail detail = this Form are True to he best ol my knowieage. Any false statement will render my Application & angaing assistance ¥ any,
linbi for rojection/cancelation. .

2} | solemnly canfirm thet asssiance, If received from Koshika Foundation, wil b used only for the *purpose”, a5 stated in this Form, for which such sssiy ance

wits requastod by mo.

%) | hereby confirm that | have not & will not in lutues, avad of reimibursemsnt, in pant or a B, from any ather scurce/smployet/insurence compeny, of (he

for which this assstance s requasied,

1) % s e § 66w wen B TS wd) e 0 e ¥ S wR W w0 B SR W e o s e v = b 5 v fom @ w o B

1) ¥ o @ W ofe wifen wem . 2 ol w o T T = aw GRESCTR R T B SR R R

3) A v e { e fam v by e weke o of B, vin W sde w e o feet s vt woed A o e § obeoy @ e d ofm
AGREEMENT by APPLICANT (spies on ¥l

1} By affixing my signature or thumb imgression on this Form, | (Applicant) heceby agree & suthorse Koshika Foundstion and i's Trustees ic

wsa/publishipul-upiroproduce my naome, nddress. photo & details of the *purpose’. for which such assistance |s requesiedigranied, thiough any -~

medium, inguding but nol imited o verbal, prinl, electonic, for soliciting dorations for Hoshia Foundation andfor dizseminating information about it's

sctivities/uchlovements. Such use of my photo & detalls con b made by Koshlia Foundalion beforo of afler my treatment of fulfiimeant of the “purpose”

for which assistance is being roguesied.

2) | {Applicant) harther agree that any such use of my name. address. photo & detalls of me “purpose” for which such assistance is requested/granted,

will not autematically entile me for receiving of continuing the seid sesstance. The dectilon for graditng andlar continulng he essistance will rest solely

with the Tnastees of Koshike Foundation, and their decision i this rogard will be final and sccepishie o me.

1) ¥ ET W S TR W A W e, A (i) SR e W) e e @ Csies ween o e =i © W siep s s dow,

wm, ol abt W Seww yw e o i @, o wthew® e s, o, T Rt It B gl il mmewmamm

% yurfie wrd o firg i &) 4 e ) feen oy ¥ ol @ W R w R B etfew it T e e b

2) 8 (wrw) W % wew R BT W, W, Wi o feem W T o W Tl w owie b o e wem W pem i v e i

'dﬂm“mﬂlﬁ:ﬂtﬂﬁlﬂﬂlﬁ T

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :

s W TR o st W ferm
[ ;N :}#; -
w”\ -
( g
] = \‘x AGREEMENT by HOSPITAL (v=m= g0 =07}
By affiuing hereunder, mmMWMnmhw“mmmnmhm“

, Bignature of
[Hulphl}hqubyﬂmlmmhm;:
1) that we nailhor are presently nor will in future evaill of financlad assistance from another NGO or any olher source, for the some paGient/case; as we arme
requesting 1o get from Koshika Foundation, io the exient that such assistance |s granied by Koshia m, If the requesied assistance s not granted
by Koshilke Foundation, in par or in full, then Ihe Hospilal reserves [1's right to meke up the shortisll from snather NGO or any other souros. This
confirmation resentialy sistes that the Hospital will not avell any duplicale sssistance for (he sams patlent/cane from any other NGO o any olhaer source
Z) The aasistonca rom Koshiks Foundation is only inancisi in nature. The choico of Ike restment/procedure sdvised/cangucied by ihe Hospital on the
patlant, is based cn the arrangemant betwesn the pationt & the Hospital, and is In no way influenced by Koshika Foundation Hence, ihe Hosplial wiil

TﬂﬁmmmﬂhmmmﬁnumimummmmmﬁumﬂmﬂIMEmrﬂmmﬁﬂ
in the ma

vt sy, weeet o sit @ sl W Cwifee wrete” @ e aevs b Sl o) =D 4 B o (e e e @ e e e b

1) WK 75 3 0w ol 3 f o A B mwen Tt i amn dee w R o wa @ T onvee § @ w A o 1, & v Cwiee s
2 fewfnfiedn e & e o “wifme et g wee By M § ok s st oo wee el sfw by v o e e A wemm
fasit = v e e w fd e wER A EE o W e g T b g o e e o B e e fibe e e Sl By el
& vl wiap = Pl g om0 S

2 “wiftm s B e S e g b P e g § W e T R R avoEn w e T e

% i W e al Cwifin st oo el s e e v i b sl v W e g sl e W) i fesiol o o v
ol o “wifrw” W o e o fedod we ot 7w o

RECOMMENDED FOR ACCEPTENCE =
il & o deah X2

Date of Surgery Gro f';*‘
#StA ¥ i l}% Deep =l N Fhanty BYT .
W/ M. .E.S.Ms mﬁmlﬂplmmm

A\
‘} “II“ "'-r"‘"...'.'i
E\ \ ) MO s e g st
. FOR INTERNAL USE of KOSHIKA FOUNDATION ~ swafts 3weim 17
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A | S T 2

%7‘" /_j!_,—:o’l/EJ,

41272022



