4 003y
. w
APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshtka
Te ”Ih i (3 J foundation
m‘l"lﬂ" No. : APPLICATION DATE i Mustlsting et of lin
] ﬂ}azlr / o382 e ) S £ e
MAME of APPLICANT | AGE-YEARS 515-74 | sex fon L
AR Fpﬂ-‘mi#‘\'ﬂ' e E . ‘
FATHER 9SPOUSES NAME :
frmmcgns W Samialam
PRESENT RESIDENGE ADDRESS
YIIEY RSN LN . P ) S I PN % T 2. i
¢ N9 Than - HﬂL____n‘,ﬁﬂiﬁf“—P o)kP
PERMANENT RESIDENCE ADDRESS o
b qhoVe
OOCUPATION - - —
occup - Home makex MARRIEES TR | UNMARRIED (Pvafiz)
TOTAL ANNUAL INCOME - (Aftach Proof of Income]
e s s sisro 7 fmi 4 ) (om0 /0
PAN No. =t &I w1 oA - =3 ==
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicsble): No
W o uw w e # (W o 0 In W ef W B e ‘;i‘{m
. FAMILY DETAILS <ieat fare!
S No. Name of Member Age (Years) Gendar Retation with Applicant
N W it & 1 =W () fit | FFTE W T wE
- Sombem T 0] HUSEUNA
L ZOTRYTIT o ) 4 ¢ I =4 )
- ‘;-l_'
BASIS for REQUESTING ASSISTANCE (Tick whichevar 1t appiicabin]
e & ford fifi s
- DR 2ard EWS Certificate Raton Card Any Othes
{Atach Card Copy) |Attach Certificate Copyl {Artach Copy) BasivFroof
i ten & 9 vom T ey A wt e S
(g W e W e W (wm = % v o dee W (W w6 v wf sy Wl
“PURPOSE" for REQUESTING ASSISTANCE:
wema ¥ et ™ fah = agdem:
S¢ No Medical Reports/Prescriptions Attached
¥ W semmreetere / wit ) nf gfvde gt s
L - | S i F o
T OOYROSIS Rl = — Sewile (SFYVATT
- [E = <enle  [afeSscF
= DY = RE-__SJICC  oun Pmme
{ Sl
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T I ¥ ¥y W = wer T s el @ g T W2
S¢. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w0 wE = W W W wft = wgmm it
il
Nill




DECLARATION by APPLICANT: TS Zm wey we:

HmmhnIMItmlnthmnTmmmMﬂdmym Any faisa etatement will render my Application & ongoing assistance, il any,

211 solemnly confirm that ssssiance, | received rom Koshika Foundation. will be used only for fhe "purpose”, as staled in this Form, for which such assistancs
s raquesind by me

3) 1 merety confirm ta) | nEve nol & will mot in feure. avall of rembursement, in pan of in ull, from any other sourcel/smployeringnance company, of the amount
Tor which this assitance = rogoesied

NimmsmdFmrmifmredfmdosidsmgr bk ass s mmtddftam st h

1) 9 g W aper ol Cetre e, 4 o owm ol b, T aven v vtvs ot % Bl fem o win, d ey oo

11 & fe wom § f fam swrew o W ke w8 of &, T oofn oW affew @ e e e s o et st @ 3 @ e @ ol 3 R wive d o
AGREEMENT by APPLICANT ( swiew 3 winT)

1) By affaung my sgnature of thumb Impression on this Form, | | Applicant) hereby agree & authorise Koshika Foundation and £'s Trustees to

usa/pubdish/pul-upfreproduce my name, sddtess. phato & details of the “purpose”, lor which such assistance b requested/granted, thmough any

migsdium, including Sut rol limfed 1o verbad, print, slactronsc, for soliciling donations for Koshika Foundation andior dessaminating information aboul it's

actrvitawnchevemenls. Such use of my photo & details can e mada by Koshika Fourdation balors or altar my treatmaent or fulfiiment of the “purpose”
Tt which passstance 8 baing requested

11 (Appioant) furher agres thal any such use of my name, address, photo & detads of the “purpase”, for which such assistance s requested/granied.

will nol sutomaticaly entitle me for recelving or continuing the sald essistance. The decision for granting sndlior continuing the assistance will rest sotely
with ihe Trustess of Koshi Foundation, and iheir dectsion is this regard will be final and acceptabie (o ma

1) 0 v e e w s W wre e, ) (smisw) sl wenfl o e won o o i st obe s i * o) st e f e 4
um, o ale o feern v omen o il B i e e, o e ot st 9 apd ofidfiedd sy ovedieed o Bed faadl @ g mem

7wt wed @ fow afem 9w W faae @ opm 8 et w o 2wl f “sifon sl v Sl afiep b

2) A (owimw) 12w @ upm s do o, v, o o feem W B e & ot @ it & 9@ e ween W e e o e

" it~ ey e sfd W fady sif sl e v

APPLICANT'S SIGNATURE OfR IMPRESSION :
FETE ¥ FRRT 9 ST W

\d 4

AGREEMENT by HOSPITAL (yswem gn wan)

By aflixng haraundar, wﬂmul'nu
{Hospdal) hereby affirn & acoept
1}Mmmﬂm1mnumlhhnmwnldinml-ﬂmmmmum]mmm for the samo pationycoee, &N we Bre
requeshing 1o gt from Koshiks Foundation, 1o the extent that such assistarics is grantod by Koshika Foundabion. I the requested assistance is nol granted
by Koshilka Foundation, in part or i full, then the Hospital ressrves it right 1o make up the shortfall from ancther NGO o avy other source. This
confirmstion essentlally siales that the Hospital w#l not avall any duplicaie sesistance for the same patientcase from any other NGO or #ny olher soulca.
2) The sssintance from Koshia Foundatkon i only fSinancial in nature, The chaice of the Inatmentiprocedure advised/conducied by the Hospitsl on the
patient. = based on the arangament between the patient & he Hosplial, and is n no way influenced by Koshika Foeundation. Hence. the Hospital witl
assums sole & complole rosponuibility of the reatmant & it's outcomo & salely of the pationt, and Koshile Foundaton will have no mobe of responsibiity

in thiy matier

et e, wemed wl st @ ol ) “eifien arrste” A Pl e oy foafon o al § fed e (o) freowen @ o o sl e

1) B 1 @ i s 1 ufiee o fafi s Sl ol e el e wi ) T vl F W w R o § 9 e o Cwifre et
% fredm/fief 7 & ==w 4 ‘e v oo v i I b ot Ceifee s o wees el afewen B TR T few w3 e
o = A wrwh sfem W fesl e T A P 0w s g e b oW e F e we e e Sl s e ot iy e
tn wowt v m Tl W= e @ R St

1 “wifm wEEE ¥ & of wnes e @ w2 b O W owem oo @ of e w e T e W T R e

% e = e & o sl st g el v W w e ot b vl weee 00 o pe e sl and ad 9wl fesolt a0 o e
o Wl ahy *wifre™ ot winl wfiew m P f g sl d o ei

Signatory for recommending ihis case’'patient for inancial ssaislance from Koahika Foundelion, we

=
RECOMMENDED FOR ACCEPTENCE
vl w ey s %‘
mﬂm Or. Mohd. Hz‘nep:*‘ L E '-a'..':."'uF
\ \ M "-&B-s- “s l'.}phihﬂ.:nqluw AAkAr
°)led (N of D, Rogn, NEVBOOKG
e Wo-MCRNTS4e
FOR INTERNAL USE of KOSHIKA FOUNDATION 3=t 7wiim iy
" SIGNATURE of TRUSTEE 1 SORATURE ol TRUSTEE T
TR | il ki 3
. ‘1’ =—.__
30-11-2024



