©_(-33-06l- 6Q19

APPLICATION FORM FOR ASSISTANCE (Healthcare) ' K{]Sh [kd
HETgMm Eyg =JEET WiEY ( ¥y T ) m
APPLIHTHJH Me. l IP_P'U-‘.‘.‘L‘!'{I:IH DATE
mmwss: () |a123] Jogs sien o) R o~ 2023
HAME of APPLICANT AGE-YEARS ST-md | sEX fin
HTHEE ¥ 3 - - = )
“Fodat Prased  Shoyim é'? N
FATHER S/SPOUSE'S NAME ;
fam/mwges w1 W Hasy Jicpmay  Sharcma _
- "PRESENT RESIDENCE ADDRESS mawe #Fmeg o ; L&
) 7. /7016 n Ve , Teh - The ﬂ 2. DIt
J111m.‘11 E:’H ;K1 ko ﬁht”‘lﬁw y nel eI 4P1t=a+" thp
ﬂj’wn r . n::mr—‘r}mh ol61 qu
i FERMANENT RESIENCE ADDRESS - 747 9@ o Jos)
£1S o goye - Jqd
Shavrma
DCCUPATION : — )
i Farytre~y MARRIED (i) | UNMARRIED ( ,
TOTAL ANNUAL INCOME {Aftach Proof of Income)
wa witw =W SCou6 (3 W W W) pg )
PAN Mo. T W W (2
ARE YOU AN INCOME TAX ASSESSEE (Tick whichevar s applicable): Teu rtﬂsﬁ
A A@ o £ OR g w In 9w W e i /b
FAMILY DETAILS wfiaq fimm
&r. Ne, Harme of Famity Member Age [Years) Gende Relatlon with Applicant
& HE sftrt & I %1 AW 7™ (=) fem L e L
r Palaioa B T alle
p 1 e 1h M Yo
3! She ki vam [ Sen
BASIS for REQUESTING ASSISTANGE [Tick whichevar is appiicabls)
wmm W ford fimf smw
BPL Card
(Attach Card Copy) ;mfﬁﬁ%ﬂ"ﬁfﬁw [mgﬂg;gd mﬁ:h,-;;;
ol & A yum vy W AW T W _ s Wi W
(o e 81w o e (A 7Y W e i S w6 (v T Wt Wl e
"BURPOSE" lor REGUESTING ASSISTANCE:
wo ¥ fEd m e w0 gk
Sr, No. Medice! Reporte/Prescriptions Attachad
w1 = sremE Rty A A W) v wieEs R e
L] &
1 BT Ko =P | — CENTIE FATAAACT
[ - AENILE CATRRACT
o, "-"“’-‘1 Ce = RAE - STcs Wr7H PPnf
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W I w B A W e w= wmm W frn e
Br. No, NAME of OTHER SOURCE BAMOUNT of ASSISTANGE BEING AVAILED
w4 HE T W T =t wEEr
, ;i




]nﬁcummu by APPLICANT, sTwe o Wi wa:

1) | hereby confirm thal afl delails in this Form are True o the best ol my knowledne. Any lalse slalement will rdéader my Apphication & angong assislance, if aoy
liatda for rejechordcancaltation

2) ) soleminly confirm thet sssistance. (| recabved from Kostika Foundation, will bo used only for fhe “purpesa”. 3¢ stated in this Form for which such sssistance
wild requaested by ma

)| hareby confiom that | have not & will ot in future, avall of resmibursement, in pan ocn full, from any other source/smglovarfinsiurancs company, of the smaouni
fior which thue assistance b reguesiad

..ﬂmmimmwrnr:nnuwﬁhmriﬂmmﬂmmnmwwﬂmﬁtﬁmq&mmwmlﬁﬂrmﬁmmrmt

.1|1I-!mriwmwﬁ"'n-ﬁm.lzm.:—agm*.rtrfrmnﬁlmamﬂmﬂwﬁw#ihﬂﬁmmﬂm = ey o b

-,:,qu.-.q_m{‘trqnﬂt:?ln"qlrl%mhhll'.‘rT!t'l.a'n'rlmmﬂﬂkmmfmmﬁrﬁmﬁrﬁﬁhﬁ-ﬂmw}ﬂ?mﬁmf st % W1 Wi o oim
AGREEMENT by APPLICANT (st g =)

1) By @flixing my sigrature or iumb imoression on this Form, | (Apphicant) hereby agree & dulthorlse Koshika Foundation and 15 Trusiees 1o
useipUishipil-upreproduce my name, addiess, photo & detaiis of Ihe“purpasa”, lor which such asgistance 1a requestadigraniod, through any
rdiuin), Inciuding bul not limited fo verbal, print, electronic, for soliciting donations for Koahika Foundation and/or disseminating informaiion aboul i's
aolivillestachievements. Such use ol my pholo & delails csn be mads by Koshika Foundation belors or afler my tremtment ar lutfibment of the “purpose”
for which asaistance (s being requesied

2) | [Applican|) hitthes aghes thal any such use of my name, addrass, phate & detalls of the “purpose”, for which swuch assistance is regudstedigranisd
will not auiomatically entiie me for receiving o atlinutmg the sald Bssistance. The decision for granting andior coniinulng the aosistance will rast solaly
will e Trustoms of Koshika Foundation, and ther decision i this regard will be fingl and sccaptatie 1o ma

1) Wowe W m—immrmaﬁ:aﬁmm,ﬂnnﬁﬁmwwﬁmim“ﬁﬁmmmmw*mﬁﬁ-ﬂm(ftﬁnm_
m.mﬁ:hﬁﬁmwmﬂnr'!rﬁi,ﬁ“iﬁm'mw.m.m{mmngﬂwmmmtmﬁmmﬁmumu
ﬂmﬁ-.:nfqifmm:fiﬁilnfmmmﬂtmﬁm“HﬂMGM"ﬁﬁmmﬁ'uwm‘rﬁfmh

SR LR CR R R R R LA e R R T R R R R g p—————

"t e e =afl 5 Pt sl sl s wm

AFPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
=TS W Rt 9 S W

AGREEMENT by HOSPITAL (wemmm o =00
By affiing hareunder, signature of our Authorised Signatery lor recommanding this case/patient for financial sesistance from Koshika Foundation. we
{Hospial) heraby-affitm & accopt following
1) that we nedher are presently nor will in fulure avail of financial assistance from another NGO or any other source, for (e sama paliantichss, ns we are
raguasting la gol fram Keshike Foundation, to the extent thal such sesistance |s granted by Koshiks Faundatian. 11 the requested assistancy i nol granted
by Maoshika Foundallon, in part o 1 fll, thin the Hospital reserves It's nght to make up the shorttall trom snothar NGO or arvy other ource. Thie
confirmation sssentially swtes thut the Hospital will not avall any duplicats assistsnce for (he same patisnl/casa from any other NGO or any ofher source
2) The assistance fram Koshika Foundation |s anly Ainancial In nature. The choles of the treatment/procedure advised/conducted by the Hospital an the
patignt, in based on the arrangemenl betwesn the poliant & the Hospital, and is inna way influanced by Koshika Foundation Henes, the Hospltal wil
asaurms 5ole & complate respensiblisty of the treatment & Il's cutcome & gafety of ihe patient, end Koshlka Foundation will have no role or responsibiimy
in the maiter
Wi s, w91 s § A W s e W Sl e dy et ol 8, oo () B wen A s a when s
1) oW B 5 wie ol 3 e o fadi sttt A aoed s w e seo i @ T v F W w R o 3 I o e s
W Temftfeey me o v S “sifw s e d B8 oR sl st T e Tl sferwmme @y v ) Pem aom) & & s
el s i e vem W P W T HOEe o W s e e o gfe f o sw e # T seee e aw aw dieme i e
i ot T m i e e o Sl Smed)
1. Yfirsr s A ol o e s fafm v @) R O e e Eo 8 o v @ B R e T T W
% w w few & S i wEes” g Pl e w s o T & r v A O o Tere wow sl o w6 s Sl 06w e
W gl st “wifmm W e i W T w oA T o el

RECOMMENDED FOR ACCEPTENCE \
- wiwd @ e defr L
Date of Surgary ~— CHARIA TIASSEY

st = im AFl ANSARI ~“dministrator

3 AMNAT P B
\,'f':"\b‘-.\f:"r?’ ﬂﬁwﬁ% ﬁ:mm IWEEE Wﬁﬁ Signatory

([Rag.Ho T 8§ T FEE A At

FOR INTERNAL USE of KOSHIKA FOUNDATION ~ s1=ifts 3

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

[ T | =t T 2
7 /?:304/6’
) o

1411212022




