MR NV~ C- M-I~ 2433 >,

APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshtka
. ﬁ Y WY ( ) foundation
e/ 102Y[ oS0 o tel13(2Y
MAME of APPLICANT . AGE-YEARS S | sEx fiin
FATHEH'I-':TPH:.“WE'SM M q ' - H} :
. . PRESENT RESIDENCE ADDRESS wifers s ol PASTE PHOTD HERE
. 4 — firnegp  foXto}
PERMANENT RESIDENCE ADDRESS - Y
Same Ly abhdve
OCCUPATION - Eaniom en \MARNIED (Feufbn) | UnMARRIED (siifon)
TOTAL ANNLAL INCOME {AHach Proat of Income
WA W an S200e]— (3 1 e o) ANA
PAN Mo urf BT e
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicablo
wmm:nmtmwmmﬂnhmmlr YIT::‘!"! -
FAMILY DETARLS wftam fivem
5N Name of Family Member } Gender Relation with Applicant
i o % T W R () e i g gt
I- Ertlavedy gL — AL e
{- ud_—,-;fﬂﬂsf-’f o /45 S Uh
3 ~ IRk, pTv = =),
BASIS for REQUESTING ABSIRTAMCE (Tick whichavor is applicabie)
o % fol fefo snam
BPL Card EWS Cartificats Ration Card Ary Other
{Antach Card Copy) {Attach Certificate Copy) (Attach Copy) Hasis/Proal
it # 9N oo v wFG A T o m I T w1 w¥ A
e R gty N | (W T R e R W (W o W wm afh W
“PURPOSE" for REQUESTING ASSISTANCE
e ¥ ey faelt W gt
5. No Madical Reports/Prescriptions Attac
Ll mmam-ndmwm
FBE — Caternoo
LE — Codamof
N W;@M_a& TP
ummu&m:«msnrwww E from OTHER GOURCES
= TgRvn % i o a mem P sy w0 e oW
™ NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
A w0 = T W = i s
(r aﬁ_ﬂ adee] —




DECLARATION by APPLICANT: S09% W W wa;

111 penaby confiem hat o detads in Tis Form are True (o the best of my knowledge. Any fakie statement will render my Application & ongoing assistance, I any,
bl lof regeciion/cancelahon

21 | sctemnky confim thal assistance, if recenved rom Kosheka Foundation, will be used only for the “purpose’, as stated in this Fom, for which such sssistunce
W requesiad by me

) | haretry confirmm treat | have not & will nat in futre, avall of remburssment. in gart or in full, from any other sourcelemplayerfinsurance comgany, ol ihe amaunt
tof wihich Bl gssiiance & reguistied

1) & e wre  frogm e 2 ) m wd faee 38wl € s we v wf oot fewm o v s v e A S e fren W) w W
1) @ g we o “wifne s @ ok oo £ s s T st o of o Sl few i, @ pn oy o anoe B

1) & fe wow § T o s d e andm v of § o e m s B falt s aifencdm w8 3 o frw @ o3 ) e 9
AGREEMENT by APPLICANT | ses g %11)

1} By affung my signature of thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees o
use'publish/put-up/regroduce my name, address, pholo & detais of the “purposs”, for which such assistance is requestedigranted, Brough any
miediem, meluding but net imited (o verbal, print. electronic, for soliciing donations for Koshika Foundation andior dissemnaling information sbout It's

attretles/achiewsments Sech use of my phote & details can be made by Moshika Foundalion bafore o afier my treatmant of luifiiment of the “purpose”
for which masntsnce = bang reguesiod

2] 1 [Appicant) lurther agres thal any such use of my name, address, photo & detalls of ihe “purpose”, for which such assslance |s requesied/granied,
will mal automatically eniite me for receiving of continuing the said assisiance The decksion lor granting and/or continuing the assistance will rest solaly
wilh the Trustess of Koshika Foundation, and their decision is this regard will be linal and acceplabie 1o me

1) s e u sl wd o ey, § Csmbew) sl e W e s o o e st ol vk i © oo sfeen s f f e e,
wm, Wi i faen o d oifen # s sl we el o, wem gt agtre @ ot ofifled s pefeed & i fedt o o o

A wefte wl % fo afirgy 1 wer W e e 8 R w o W f < wife sl W il i

1) & (owtew) e @ wwn € f 0 3m, w2 sl feae o e e € ol @ wfifs # g e oo W weR W v W

“wifewn ™ wae T il W Frein sl sl wreeed g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
WY % T q@- foms

-

AGREEMENT by HOSPITAL (wams 0 &00)
By afong hereunder, sonatins of out Auhonsed Sagnatory lor recommanding this casa/patient for financial assistance from Koshika Foundation, we
(Hospital) hersby afrm & accept following:
1) that wa nsthar are presently nor will in futuse avall of financial aesistancs from ancther NGO or sny other source, for the same patientcase. us we are
risgquesting 1o gal from Koshika Foundation, o the extant tha! such assistance is granied by Koshika Foundation. If the requasied assistanco is nol granied
by Kok Foundstion, m part of In full, then the Hospiial reserves it's right 1o make up the shortfall from anciher NGO o any other source. This
corfirmation essantially siates thal the Hospiial will not avall any duplicate assistance Yor the same palienticase from any other NGO or any other source
2) Tt paslytance from Koshika Foundation i only financial in nature. The choice of ihe treatmentprocedure advised/conducied by e Hospital on thae
patiani, is based on the srrangemen! between the paBient & the Hospilal, snd i in no way influenced by Koshika Foundation Hence, the Hospital will

pssume sole & complete responsibility of the treatment & it's cutoome & salety of the pabient, snd Moshiks Foundation will have no role or responsibiity
In B rrather

el s, e W) s A wEEAlT e et @ fain s vy fawdm o) i 8, fes o (o) B pen @ e o wEen e b

1) me P o wte o v o ofive o fafve werem et b wnlt s w el se e W s e F o om o o §, e e T
# frrfm i Ta ® waw § “wifew s o o iy T b R Cwfme et g wwom fer sieeoes ¥ e W few e o s
faslt srn f woeT e W fed = HREE @ WS WA W sfeen grien v b e g d we e o e s i e e o iy el
by sl s m el s e 0w s

 “wiftm st @ & o swn e fafie g 9t o o e o @ of e o e venaien w ol oo
% o = fewn & wifve " ga et ven W il o o ol e 4 ¥ e o oo -
i wd ol “wifrm” Wt owi often w fashohl oo o el

RECOMMENDED FOR ACCEPTENCE
N wivat ® forg s

Date of Surgery
stute 3 Wiy

nlmlay

FOR INTERNAL USE of KOSHIKA FOUNDATION  5=iit% Zwaim 7

SIGNATURE of TRUSTEE 1 SIGMATURE of TRUSTEE 2
i v | i T 2

&gy’

- S

18-08-2024



