APPLICATION FORM FOR ASSISTANCE {Healthcare) K{EJ‘S'I’L['Q&
HET ¥, AR W (T 3 (RN
.ﬁFPLIBAﬂDN Mo, : APFLICATION DATE - Bualding block of lile
|.!] Mzr/afi'z A [ty !ﬂﬁ?)Lﬁ' -
HAME of APPLICANT : AGE-VEARS Y- | sEX fein
bl Halledh. 62 | M
FATHER'SISPOUSE'S NAME ©
g = 5&'%
RESIDENCE ADDRESS wWama Swamsi e
: (] T Notd 'METI
MM OHm AT 277 lrs Tridi e r~f ”-'ﬂdﬁ i'{égﬁ
7 FERMANENT RESIDEMCE ADDRESS : o
— Sk ol abhavVe ——
O ¢ con E Y, MARRIED (Faife) ¢ UNMARRIED (e
TOTAL ANNUAL INCONE : {Attach Proof of income)
bk 'z_‘zﬂﬂﬂ /""' (T 1 HRE e )
FAN No. Tl M W ~ d
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicabie): Yes/MNo
=0 3 g =2 @ & (W T R I W wel w P ey o ¢ T
FAMELY DETAILS wfimm fammm
Eir,:% m:&l’m I'!!;rm:;: hg; r;;lﬂ'l";:l B;;i;.er Ralation :H:ﬁ:rp pq:”::; nt
0 giqﬂqri.-nmﬁﬂa, =] E | Giife
|
IE:} U esil: 5 | | - r"‘ﬂ:.-
BAGIS for REQUESTING ASSISTANCE [Tick whichaover is applicabibs)
armm & o fiefa smm
BPL Card i Ration Card - -
(Atach Card Copy) :maiﬁfrﬁ#:;ﬁtéupﬂ (Attach Copy) Wr
wirdh tan % 4 a4 o o v _ S we
{Em T W w {9 T3 7 G 4 wEE R (wEm W W o wE Wi
"PLURPOSE" lor REGLESTING ASSISTANCE:
o werm 2 bl P e
S Na. Medical ReportalPreseriptions Attachec!
T T IEEEER A AR hT T st g Yot
1T e aanaAdd EE 75 ST
L = i
- = e T Wl
TR AT N = Y R W I
ol SN gw% L i < = +
Ly |
for SAME "PURPDSE" from OTHER SOURCES
e o s A v 4 o0
NAME of OTHER SOURCE AMOUNT “*“fr'f“”“ BENG AFRILED
5r. No. o i =t ™ wmEm
w0 T ” ;r
O D C S LT,




DECLARATION by APPLICANT: ¥FT% §@ drm 7T

1} | hereky confirm that all detsils i Ihls Formn aia Treg 19 the besl of my knowadne. Any false statement will render my Applcatlan & angoing assistance. if any,
lizblm Mr rejection‘cancelkatan.

2} | solemnly conilrm Ihat agslstands, if recaived from Keoshika Foundation, will be used onty for the “purpase”, as stated in this Foem, for which such assistence

was requesied by me,

1 1 hiaraby conlirm that § have not & will rot in fulure, Bvail of reimBbursamani, in part ar in fll, from any other sourcefemployerinsurance cempany, of the amount

far which this assistance ks requested.
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AGREEMENT by APPLICANT (s g %)

1) By affixing my skgnalure or bumb impression on this Form, | {Applicant) hereby agres & aulhcoriza Koshika Foundation and iUs Trustees to
usa/pubishipul-upireproduce my name, address, phala & delails of the "purpose”, for which such assistance is requesledigranted, through any
rnadium, including but rot mited to varbal, prink, etectronic, for solicting denations for Koshika Foundation sndéer disseminating infarmation ataul it's
activiliestachievements. Such use of my pholo & delails can be made by Koshike Foundation belore or afied rmy troatment o [filment of the *purpgee’
for which assislancy is balng requestpd.

21 1 iApplicant) lurher agree that any such uge of my name, address, photo & datails of iha “purpose”, for which such assistance is requestedigranted,
will nod aulornalically enlitle me for receiving o canlinuing the sald assistance. The decision for granting andfar continuing the gssistance wilk resl solaly
with the Truglees ol Koshika Foundation, and their decigion is this regard will be final and aceeplable to ma.
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AGREEMENT by HOSPITAL {¥FWE T F0)

By aflixing herounder, signature of gur Auvthodlsed Signatary for recornmonding this casalpatient for flnancal assistanes from Koshika Foundation, we
{Hospital) hareby affirm & accept following:

1} thal we reither ara presently nor will in [uture avail of financiai assistance from enother NGO or any othar source, for the same patienticase, as we are
requashng o gal from Koshika Foundaton, o the eslent 1hat such assistance is granted by Koshika Foundation, If the requesied assislance iz not granied
by Koshika Foundstion, in gan or o tull, then the Hospital reserves it's righl lo meka up the shortfall from anather NGO or any othed sourca. This
confirnetion esgentially states thet the Hospltal will not evail any duplicate sssislance for the same patientfcase rom any other NGO or eny othier source
2] The assistanca from Koshika Foundztion is only financial in natura. The cholge of the treatmentprocedure advisediconducted by Ihe Hospital an 1he
patient, |s baged an Ihe arangement batwean he patlont & the Hospital, and is in na way influenced by Koshika Foundation. Hence, the Heepital will
assume suke & complele responsitllity of the treatment & it's cutcome & safety of Iha patlen, and Koshika Foundalion will have no role or responsibitity

in the matter.

Wit s, sl ) s A AAR W FiTE SR W R T b R w oo #, Bt () FaR W § O A wien we d

1) 7% & 7 9 T s 7 aftrer A fafim e Tt i wet e W fEe o v 2 v it o oA o S I e il weEm
H fawfnfets 70 2 way & Fifrm vRm" om T iy & 4 ok “sifm SRR oo T fah it T W e o # A s
ft s e et Wen w fierft s g @ wEm o W s g v bom g o e ww o § e T oo e e dg Rt
¥ worrl we o fadt e R R A s

¢ Vi Tt @ ot e e fofes wgfr 2l 3 0w revm gm G o v o iR awE w1 w6 o e

% A A frr § ol "wiR Tt g B T e B o w6t b v e i D e g o e s B i T e
ﬁmm"ﬁﬁm“ﬁﬂmmmmmﬁﬂﬂﬁl

C/&;&*ECGMHEN DED FOR ACCEPTENCE

2 whe @ forg_wefr / 0,

Date of Surgery Ur N

sivm 91 wiw Consuttans, Megeer s B N Mi. Caks! ‘?HN

(Name, Deﬁgnatrnn & Slamn nl'ﬂulhnrlsad Slgnalnry
' < on behalf of Hos =

o L TG &, 9%, FE N
FGR INTERNAL USE of K HIKAFQUNDATION st 2w #

zi}tﬂf[z,)

iwl .Irlul"‘

SIGNATURE of TRUSTEE 1

R e | SIGNATURE of TRUSTEE 2

d TAE

= i

24.09.2021



