NR A/~ €-23-69 - BUF

Y .
Koshika
foundation
g boch ol s,

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETAAT B STEET WEq { Yy S )
Arvucanonke: Mo 322/ 1056 arecnon owrk: 3 {fa 8] 22
R I
muim - M-I. V M
|

PRESENT RESIDENCE ADDRESS awi1 Si[ar o

_EG#’MJII L

—EdalhUn [ Adalbwn

gt ﬂﬂﬁ:&ﬂﬂt H.Et- %éﬁni
PERMANENT RESIDENCE ADDRESS . = g

Yagme N by =

P:nemfo

“.EE..,?""‘““"‘ H s e v ALK e Mﬁmprmim:
TOTAL ANNUAL INCOME - ' {Atiach Proof of Incom)
¥ v 4o v/~ QF::W Care w1 e w) . AL
PAN No. T wm wad
Yas | No

L T

ARE YOU AN INGOME TAX ASSESSEE (Tich whichewer s apphicable):
® (9w BT o = P o

Hﬂ'\_,r’/

‘!“ i

FAMILY DETMILS oftam famy

Sr. Mo Mame of Fanilly Member Age [Years) Gender 1
W v % e W A 2q (&) = sETs ¥ HY gy
B —ohulayy LA fA Huhtamd ]
K Teak Iz A S
i C hamehal i d| [ 'ﬂn.AIE_J | % IZal TR A
BASIS for REQUESTING ASSISTANCE (Tick whichaver |s appiicabla)
wEmn % i faaths ame
BPL Card EWS Cariificats Ratign Cord Any Other
{Attach Card Copy) {Attach Certificate Copy! {Attach Copy) Basle/Prool
wirdt tam o A g W w os ot T T Foviren w oy S .
(e T W (v w8 W W T T 8 (e F o e Wl

“PURPOSE" for REQUESTING ASBISTANCE:

s i fed mt ferd W aghm:

Modical Heporta/Prescripions Attached
srerERT | Wit ¥ v T we

AE -

Codanatt

LE -

Cafanar

S5 ey N 2 R W (V)
i b

ot

ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES

& TV ® i e s e fed s owm o e mn w

NAME of OTHER SOURCE
= T WA

AMDUNT of ASSISTANCE BEING AVAILED

ol wgree ol

D BT

PELLY San




& = prmne PR s

DECLARATION by APPLICANT. SIPEw (511 W
1) | horety confitm thal all details in this Fonm ado True 1o the best ol my knowiedge. Any faise siolemeant will render my Application & ongoing assistance, ¥ any,

imbie for regeclionicancelianon Sy :
2) | soleminly confirm that assstance, i recetved from Koshika Foundation, wil be used enly for the "purpose’. as stated inthis Form, for which such assistance

Wil reguesled by me
3) | hereby confirm that | fave ot & will not in liture, avai of remBursamant. = part of In Jull, from any othar sourcelampiayerfinrsurance company, of the amount

for which ihis asshtance s requested,

1) 4 e wom € % T e A e ot et Feo 9wt o s e o wd b o i fr o e s T oA S e fem e wm wed h

A T sw e i et s T i e R s e dmwsmdm e h

3) A g wan  f fum wwnen g vy sl W i 8, w0 ofe W ol W e fre el o s Sredesoln wed @ 3 W e ool 3o e o o
AGREEMENT by APPLICANT [amihs gm wm)

1) By afiing my signature or thuma impression on this Form, | {Applicant] heroby sgree & authidise Koshika Foundation and s Trusteos to

usaipublishiput-upireproduce my name. address, pholo & detalls of the "purpose”, for which such Bssistance is requestedigranied, through any

medium, including bul nol limited 18 virbal, print, elecironic, for sehcitng donalions Tor Koshika Foundation and/or disseminating information about '

activites/achisvements: Such use of my phoio & delads can be mado By Keshika Foundation before of afler my treatment or fulfiment of Ihe “purpose”

for which assisiance |8 being requesied,

2) | (Applicant) further agrea that eny such use of my name, address, photo & detalls of fhe "purpose”. for which such sssistance is requested/granted.

will not automaticslly entile me for receiving or continsng the sald nssstance. The deciaion for granting andlor continuing the assistance will rest soledy

with Iha Trustees of Koshika Fourdation, and thes decision is this regesd will be final and accepiadie io me

1) T W Ay W W e e, § (st wed owewe st e f o Cwife e s vl s T o afee v | ' S o
w, W s W e ves o wE §, R et e e, o, e g gt @ a ot s aveierd & e el ol e s
#mmimwhmwmmumthmmd:ﬂ*m,'mwﬂm'nmwh

2) 8 (amiew) v we # wre o fie o om w, wR o feen o e owrmen & agind o ofiée SR e wemm W wen o v W wEi A

“wifirw" wan awe i w feiw s ol o

APPLICANT'S SIGNATURE OR LEFT THUME MPRESEION :
s F pEman w S 3 o

AGREEMENT by HOSPITAL (wWirie gt %m0} |

By affoirig Fereunder, signature of our Authorised Signatory for recommending this cesedpatien| for icancial assstance from Koshika Foundation, we
(Hospital] herelry alfirm & accap! fallowing:

1) that wa meither ara presently nor will in futurs svall of finenoisl assistance fiom another NGO of gny olher souroe, for the same patienticase, Bs we are
requesting to get from Kostva Foundation, to the extent that such assistance (s granted by Koshika Foundation. If the requested assistance is nol granted
by Koshiks Foundation, in part or [ full, then the Hospial reserves IUs right 1o maka up the shortfall from another NGO or any other source. This
confirmation esssntially stakes (hat the Hosptal will not avas any duplicate assistance for the same pafienticase from any oiher NGO or any other source

7) The assstance from Koshika Foundation s only finsncial in nature. The cholca of the treatment/procedure advised/conductod by the Hospital on The |
patient, Is based on the arrangemen| betwesn the patien] & the Hoapdal, snd |5 in no way influenced by Koshiks Foundation. Hence. the Hosphal wil
pssume soie & complete respansiBility of tha freatment & 's outcome & safety of the patier], and Koshike Founcation will hove no role or respansibisty
i the matier

=i s, reel @) oA ol W) Cwiee sree T § T e i e W) W f, B o (reme) B a8 s e wee e f

1) w8 B8 7 = whar =it 3 & e o S e fesl T aoenh wee e s =i @ T iR d W w R o 8 WS o At s
# frreftaufiesf e o sy o Cwlfien st g e iy i ) ol Ve st o wmee felh e by o 9 e e § o e
ot o Ty wrelt wem w Sl e @ o S oW e gie e b o g  we owe o f e s fide T aw Ao i et
7 wwr wew W T EE R TR we

1 “wifre wEwns” @ A of mewn eam fef s @ 8ol wowem g oo e o fed v TveouiEn W g

® e w fewn # sl i s g Sl e e oo @ gl g o0 8 e gon shr s __,-_ﬁ'i-# et
W Wi sl “wifrm " ¥ ¥ gfew w Feciod ok F W e Y f'—‘\\‘*.,_:

Date of Surgery
S w1 At e
2768[22 | 79 rame ol eRaga Mo, St
AT W W T T T

FOR INTERNAL USE of KOSHIKA FOUNDATION  s1fts wm i
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

e e | I TR 2
¥ LANE

A

15-06-2023



