Mom- C-22.11- 0433

APPLICATION FORM FOR ASSISTANCE (Healthcara) w "
TETH e EE uTEy ( FErvaa A KﬂShlk&

I T e L
foundation
:m;

mobe M 1192109238 SR Rl
Name 4 APPLICANT J AGE-YEARS 59" | sEX frin
(iimﬂﬂg -
FATH SE'S NAME - )3 ’{‘
Fomefee e Raghuog
N ESENT RESJDENCE ADDRESS wimr smrais wa i

Rt fraciegh= A9

PERMANENT RESIDENCE ADDRESS - =7 smmeim g

P S\ VA | ) )T

OCCURATION

s nm 0 l'II\'PJ mﬂw' I UNMARRIED (ariwiie)
TOT LIAL INCOME - {Attach Proof of Incoms)

b (i e M ﬂlﬁﬁn{' r%mlh 1 (#1910 Ser)

L T

ARE YU AN INCOME TAX ASSESSEE (Tick whichever Is applicable). Yes | No

W Wy S T o O w8 T ad v B ae R

FAMILY DETAILS <ftem fiprms

S Ne. Nzme of Family Member Aga {Yoars) Gendor Relation with Applicant
W WS W g =0 (w) fiam %tmm
o N9 h
[ ]

7%
G T e e e :
)% TEI NS 7 P Ginalidd —Szh

HASIS for REQUESTING ASSISTANCE [Tich whicheve: is applicablel
wmreE & e el aam

BPL Caid EWS Cenificals _,_-'R':l;n Card
{Attach Cord Cogyj (Attach Cortificate Copy) (Attach Cupy) ﬂm
w9 T o W =1 g e TouiE Y ¥ o
(v o oy ofy Wy W) (wem o W) e v wes wh (T W T T wE W o

“PURPOSE™ lor REQUESTING ASSISTANCE:
wew 8 T m el e

& No Medicol Reporis/Prescriptions Attached
w4 Hm sHTER 8w W il e e ¢ )
/ i )]g?‘hﬂ:gj_ A ﬁ]ﬁ - : lalanard

It Xewile Cohonalf

o . (]
p m%mm Mhd (W5 c&'n{;
ey 7] -
A /!
ASSISTANCE aemu AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ TR % ¥ w sen v e m= == A W o e
¢ No. NAME of OTHER SOURCE AMDLUNT of ASSISTANCE BEING AVAILED
W HET i i =it =i s it

: Y J
1_ DTS S




DECLARATION by APPLICANT: #es® £ siws -

1) | heteby confirm that il details in this Form are Truo 1o the begt of my knowledge Any talse statement wil rendor my Application & ongoing ausistance, if any.
liable for mpection'canceliation . i

zilwmmrnuﬁnnmamﬂmne,ﬁmmMnFanwlnwmw for the “purpose”, as stated In this Form, for which such assistance

:rrr:fuhym-i{.gnm1muznmﬁw|liMm future. ovad of resmbursgment, I8 pan o in Mr.m:wﬂwwuﬂumhyimmuummﬂﬂ amount

for witlch this assistanon = raguesiad

13 & v v R o7E Ty 5§ R uq:muﬁﬁmm:mmnmiuﬂﬂmnmmwwliﬂmﬁmﬁnnﬂh

1) & g o mw afn “efe wegnet A R = ol 8 s R o wites W) ol @ e S i, e oures o v o

3y & ot wm o i P e oy we b W o B, T A W afew @ e T e e s Aot wurh o 5 e § s 3R e § wm

AGREEMENT by APPLICANT ( 3w 50 )

1) By affixing my signature of thurmib impressicn on this Form. | (Applicant) heraby agres & authoriss Koshika Foundation and iU's Trusiees io
usalpublishipul-uplieproducs my nme, addeess, pholo & details of the “purpase’ for which such assistance ia requostad/granted, through any
mrigglium, Inchading but nol iimied 1o vertal, print, electronia, for schiciting domations for Koshiks Foundation andior disseminating information about il's
activities‘achievaments: Such use of my phols & detalls can be made by Koshike Foundalion balore of allor ey waatment or fulliment of the “purpose”
for which asslsiance s being réguestad

94 | (Applcant) lurthar sgrae Tat any such uss of my namw, address, phaio & details of the “purpose”, for which such assistance & requasied/granted,
will not sutomaticaiy entithe me- for recudig or continling the soid ansisinnee, The decslon for granling and/ar continuing (ha assistance will rest solely
Wit the Trust=es of Koshika Foundation, and inair decrsion s this regaid wiill ba final and proeptable o ma

nwmvnﬁmwmﬂﬂmm,imﬁw:mwuﬁdqﬂam{ﬁ'mmtmm'dlﬂmmtkhﬂ
sn,m‘ra‘drtilﬁumwmiﬂhi.ﬁ‘u‘r&m“mm,m,mm{ﬂmﬂﬁwmnﬁﬂimmﬁmm

# wiin =l % fim Whimumﬁmtuﬂumimﬁﬂq“ﬂﬂmwﬂnﬂ!ﬂwt
1;ﬁ{#ﬁiwn*mtﬁrﬂnﬂw.ﬁ#fmihmimﬁwﬁ&ivm=mwmimrnmi

R SR e e el e T e

APPLICANT'S SIGNATURE OR LEFT THUMBE IMPRESSION :
sETE ¥ sEewt w W W e

AGREEMENT by HOSPITAL (¥R TR =370
By 2iTweng heraundsr. ssgnamrs of our Authonsed Signatory for recommendsng ths cass/patient fiot finanma assistance lrom Hoshika Foundation, we
{Hospital) hotaby afliim & aecepl Mllowing
1) that we neither are presently nor will in future @il of financial assistance from ancther NGO or any other source, for the same pabenticasa, as we are
raquesting 1o gel fraim Kashiks Foundation, ko the xtent that such assstince is granted by Kokhika Foundation If (e reguastod assisinnoe is not granted
by Kashika Foundation, in past or in full, then the Hosptal ressrves (s night to make up the shontall from another NGO or any other source. This
confirmation essentially siates (hat the Houpital will not avall any duplicate sssistance for the same patienticasn from any other NGO or any other source.
2) The assistance fom Koshika Foundation s only financlal in nalure, The chaics of the trestmentprocedure advisadiconducied by the Hospilal on the
patient, s based on the arrangemant betwean the patient & the Hospital, #nd is in no way influenced by Koshika Foundation, Hence, the Hospital will
Bssume sale & complete resgonsiility of the trestmaent & il's oulcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matie:

Fet s, el W s E smE = i s 8 e e i feeim W w8 B v () B v @ we w wEe w

1) wE E x w3 @ i o fafw s fed st e @i e owe B R ol 2 W w A O 83 e e e e
& fredindeds e € mad o Codfiwn aredi " g ser By fn ool “aifen snedw” gn aen fefn sl # veg e e § W s
forft sem v wrwel wies w Tl s wE § wen S afes i o #om e F e e am § fe smee S o T et iy e
i wrwlt wen w Bl e W R T S

1 “wiftw wEn" @ W of e W Tl et o 8 @ w oreen o 8 o e w fed o sl WO O e

& dw w fewy & ol < wsbee” g el we e wi oo oft b ot w4 i o e o ol st ol sl fasill R o e

W A st i W Wit i m Fasion e F a0 e

RECOMMENDED FOR ACCEPTENCE
[ wirgd % e wogiw
Date of Surgery KHAN Mishra
st %) miva ) a rpinistratiorr
23 mtllnp] AT bk ‘ﬁ".
Hﬂh" v A T A \ T.#K;Fﬁi’ i
FOR INTERNAL USE of KOSHIKA FOUNDATION  swifrs 7w .
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
| T |

” AT

15-08-2023



