QRE- (- A5 -04-12%2

APPLICATION FORM FOR ASSISTANCE (Healthcare) v H
HETHM B9 HE=T WiEd { Ty e ) g%l}ﬁan ‘
APPLICATION No APPLICATION DATE il - Sl biack of We.
s s ¢ 08251 0940 e R i
WAME of APPLICANT l ' N AGE-YEARS HF_HT" SEx fEm

HEE W AW _MH_A_. QHM{ f;c! p

FATHER'S/SFOUSE'S NAME

Wmf mmn&m%’ﬁ%w AETE FOS NERE ‘
R R BT Py op Fostop

= FEWTREWEHEEAUTREE:;:TEMW S:U.io"i r036®
 SAlMX [IX abaUC
wrm: HE D] I:P WARRED (fiEm) | UNMARRIED (simiem)
wawn YR, 000 [ Fanls :ifhﬂﬁﬂ,,&w.mw* MA

PAN No. w1 i s T\ ]

b

ARE YOU AN INCOME TAX ASSESSEE (Tick whichover Is applicable): You /No |
S I W B (W W 2w o W e e LT
FAMILY DETAILS Witam. faey
Sr. Na. HMame of Family Membaer Age [Years) Gandor
, 5 oftan % el w1 AW } gjh
l S
K - R ) :
L7 + - >
BASIS for REQUESTING ASSISTANCE (Tick whichaever is sppiicable)
wae % ferd faafi snm
BPL Card EWS Centificate Ratlan Card Any Other
{Atach Card Copy) {Attach Cortificate Copy) (Attach Copy) Basis/Proal
it & AN T T S A W e BN wTE f = i W
(U9 TF W OB WA A Wi [Wﬁ'ﬁﬂﬂﬁmmi lm“ﬂ“ﬁm“l
“PURPOSE" for REQUESTING ASSISTANCE:
weEm ¥y f&e i ® o
Sr. No Medical Reports/Prescriptions Attached
wY wH seevETRe | Wi W o sfiee qE dee

lﬂ — PUN . i F_1
SwEgEr = TE= SIC Wi B PEIISTA
/
!
ABSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
A TETU % § W S wwwm G se e @ e oma e

5. No NAME of DTHER SOURCE AMDUNT of ASEISTANCE BEING AVAILED
W W s W % T =it wwe ot




DECLARATION by APPLICANT: STRF g1 s s

1] | hereby condirm fhat all detalls in thes Form are Troe to the best of my knowledge, Any tilse statement will render my Applicalion & ongoing assistance. if any,
linbile for rejectionicanceintion

2] | solemnly confirm et assmtance, it receved from Koahika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
was requested by me.

3] | haraby confirm Ihat | Fave not & will nat in fulume, avail of reimburssmant, in part o in lull, from any other source/employeriinguance company, of the: amount
fon which this assistance s requested

1) Fam s B or= wen R T o et e S s # own v ol i oo o e ol W s v s & o S8 e B oW w a B)
2 W g = e i Cwte wastve § o m ot R, e e sl i &) o # fed fem e, o o o s o b
1) A i wem f f s s g uw wvds oW omi &, 3 o ow sTow W o fren T s sl wed @ 3 W e & ook 9 o ofes @ dm

AGREEMENT by APPLICANT (s@=s gml 1)

1) By affing my signature of thumb impressien on this Form, | (Applcant) hareby agree & suthorise Koshika Foundation and if's Trusieas fo
usspublighlipulpireproduce my name, sddiess, photo & details of Ihe “purpose”. for which such Bssislance I8 teguested/grantad, through any
mad|um, including bul aat miled 1o verbal, print, electranic, for soliching donations for Koshika Foundation and/or disseminating Information about it's
petiviliesfacHievermanty, Such usa of my phola & details can be made by Koshika Foundalion before o after my reatment or fulimenl of the “purposs”
for which assmstance 1s being reguesied

2) | Appticant ) Ieher agres hal any such wie of my name, address, photo & detalls of the “purpase”. for which such assistance s requestndigranied,
will nel gutomatically entitle me for receiving or conlinuing the said assistance The decision for granting andlor continuing the sssistancn will rest sclely
wilh tha Trustaes of Koshiks Foundation, and |hele dacigion s this regard will be final and acceptable o me

[} TH WP S R W S W e v, (s aelt s W) gfe s f e “wifee wte sl o =mi W st s f B Ao,
s, e afeeow T grow A s & we “wfen ™ o =l ) wmn R o W wE et s awete] 5 fed el o e

= ymim w74 % sy #1 A wm W fee A pea W wE W e 9 w6 w f wiiew weder” o sl s #

23 A (omiew) TR AW ® e R T o e, T e o fea & e e w el @ wfida b @ v wm W PR TR W W asw o
“sifr" v TeE SpfEad w0 v i o e dmi

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

T & T @ aE W e (9:5(
' __5

AGREEMENT by HOSPITAL (weome gm &)

By alfang hereurdar, sgratare of our Authonsad Signatory for recommaending this case/patient for ingncial assistance from Koshika Foundation, we
|Hospital] eraby aftm & acoepl following:

1) thot we nsither are presently o will in futyre avail of inancial sssiatance fram another NGO or any ofmer source, or ihe same patient'case, as we @e
reeguesting to gel from Koshika Foundalion, to the eatent thal such assislance s granied by Koshika Foundation, I the requesied assistancs |s nol granied
by Koshika Foundstian, in part or in full, then the Hospilal reserves [Fs right to make up ihe shortfall from anotter NGO or any other source, This
confirmatiot ewsantialy states that tha Hospital will nol avall any duplicale assistance for the same patlentcase from any other NGO o any othet source
2 The assivtarica lrom Koshiks Foundation i= only financial in nature. The choice of the treaiment/procediire advised/tonducted by the Hospilal on the
patient, is based an the arengement betwesn the patient & the Hospital, and Is In no way Influsncad by Koshika Foundation. Hence, the Hospital wil

agume solo & complots regponsibliity of the reatmant & 118 outcoms & sofely of the potienl. ond Kershike Foundation will have no role or reaponsibllity
| the maliar

oyt sifgn, pEml # s E AEEAr @ e e i s o fedfm o w8 Bl e (s P e @ e wien s b

1) e T W Wi s T W aTe 9 fafen wee fel o wed wee W el = om0 s T d d@ o A o 8, A8 e sl et
8 fawimfes sm % s | “wive s o e by fe oo “wifrn st gm ween fef aifreees 8 TR 90 S koo W
falt = by sl wen W fiRdll o wene @ e 89w sfioer e T & mogfie F s swowm # R s Sl e T i B e
y sl e w Tl o= ) A

2. “wiferR wEREE" @ A T wew waw fafve gt W & A0 o rews m S ool e o fed T st s e i O e

3 9w w fow § oo Csifew westee” g S wmn s @ o b referd e A 0 g v ol I wE 9w el O e
& wit b s W W sfve @ Pl v e 9 ol wd

RECOMMENDED FOR ACCEPTENCE
g & fery, st el
Date af Surgery
ot oo, ARNAB M(:}qDAK
{le Ruthorised Signatory
Ll-2-26 08 % Regn. No. with Stamp) SCE Sﬂumnﬂm
T R M o T T R 3 T A W
FOR INTERNAL USE of KOSHIKA FOUNDATION  Sift& 3w #7
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
) FET | = w2
27 %4/94__
= J —
18-08-2024



