VAN - €~ A3 - 8- oy3|

APPLICATION FORM FOR ASSISTANCE
HETGA B STHEA WTEY

{Healthcare)
( ZEren SEWTE )

k¥hika

foundation
f———= T —_ _ ]

mmmm: Vﬁﬂ a3 f‘uu mﬂmﬁgmmm:;ahoh?’ Suiiding biock of M
- ¥ - fom

e Raomhal e

el

PRESENT RESIDENCE ADDRESS TAUR AW w4

— PalAd  Palygm, Pallev,

PASTE PHOTO HERE

L

Foneop Fostsly

t U.F- 221562

s

RESIDENCE ADDRESS - wuif st o1

XAt W Gbeve

OGCUPATION : & f'ct \MaRarED (Twfen) | UNMARRIED (itn)
TOTAL ANNUAL IMCOME - N [Astach P'fﬂﬂ'l'ﬂl'lr_rl:ﬂnﬂi
0 s e Segop /- (Fap %) (s e wey A/
PAN Mo, 7T} & B
ARE YOU AN INCOME TAX ABSESSEE (Tick whichever 1§ Appicasie) Yes | No =
w1 W U A (6 W W W e W e o i |
FAMILY DETAILS wfram fismm
Sr. No. W of e Age (Yoars) Gaender Relation with Appicam
w6 TE T EOE W 5 =3 (mi) fiem TS ¥ W HE
], Fairzon & 5 [ Whi4 ©
3 U ik 7Y FA on
Z R (VT Il E AUGRTETTh TaW
BAGIS for REQUESTING ABSIGTANCE (Tich whichever is applicatite)
= open ¥ FE R o
BPL Card EWS Certificate Ration Card Anvy Other
|Attach Card Copy) (Artach Centficats Copy) iAttach Capy) BasieProol
T T W AT W T S TR S
(W T W wr A W (wmr w1 o ww v ¥es wh (grn w3 W) W wih e W

“PURPOSE" for REQUESTING ASSISTANCE:
wow i fed ™ foddt w T

8¢ No. Madkcal Reports/Prescriptions Attached
w9 sETEr 2w w8 v g g
BE - Coaranal-f
LE-_ Codand
- - , -~
L.fum(q,-ErTH- JVE/ - ST J P mMf
(] -
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
™ 0T ¥ ¥ W v mpvw fedl e e A feen owo wn
St No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wR T W W # wi Tmem o

DETS




DECLARATION by APPLICANT =etw O &hm w3,
7} | Pagresry conliem e & 22t o the Fors ane Teikis I thé past of iy nowhedge Any folse stotemont will render my Application & ongoing agsmtancy, f ay,

it o7 R aoeahon
2} | soswrey conbes Bt assstance. # secaved bom Koshika Fourdation will b Lisid oniy e the “purpose” B niabed in This Fomm, lor which such esisiascs
- e Gy e
3 | Seewty confies St | urew not & il 8t IUlue, avall of reimtrsemant. o pan gr i hull, from any offer seurcaismpElaynrinturance company, of tha
o st T EEEES U )ROSR

1) wwe wan % w4 Tl E P G ot F s e g b o v fere v e e B 90 moee faoe o el
I-i“t*ﬂ.tﬁ-mtmmﬁrmtfﬁnwmm.wnmﬂﬂmh
3 8 e e % P wmm B W Wi w0 £, 30 ofn W afee @ we fre e w1 sl ol a3 6 fem § a3 @ e 4 @

AGREEMENT by APPLICANT (soise @7 ()

1) By affixing my signsture of thumb impriession on this Form, | {Applicant) rereby agroe & sulhorise Koshika Foundsion and if's Trusteon to
enpubietipul-upreproduse My nime, address. sholo & detalls of the “purpose” for which such assigtance s requestedigrantad. through sy
e inchiding bot not lmilad t verbal, print. sisctronic, for soliciing donations Tor Kostika Foundaban and/or digsaminating nformation aboul Ls
scivmesischicvernenis. Such use of my phato & datads can tie made By Keshila Foundation belore of glter my tealnenl or lulEment of the “punposs”
fior which ansistance is being requested.

23| [Applicant) turthar agies thit any such use of my name, addrews, pholo & detalln of the “purpose”, for whith such sssistance i reguomhed/grarted
will ot putsrnatically entithe me for receiving or continuing thie sk assistancs. The decision for granting and/or continiing ne assistance Wil rest sl
i B Trostess of Koshika Foundation, and Lhelt discialon is [his tegard will ba inal and sccaplabio o me

1) T T T e pee @ W e & ante ) e w0t e won o Cwifee wrt s ow i Y W sfep e e e e
- w2 2 fere oo F e R = e o =L e wraw T T & ) el Tead ¥ S A o
i*ﬁihufmphmmmﬁm&fm:mumﬂn&tm'ﬁmm"luﬂ-ﬁmh

23 & (i) 15 we @ wwer 4 g0 g, o, wE s e fe s % agtedl o sl § o e s W v S wen o S

“afow” oy T afiod w ety aflm sk e W)

APPLUCAKT'S IGMATURE OR LEFT THUME IMPRESSION
=R ¥ TN W S W e

i

A

AGREEMENT by HOSPITAL (verss g0 w1i)

By afxing hereunder. signiure of cur Auhorised Signatony for recommanding thin case/patient far firancial assatpnce lom Mosthg Foundalen. e
{Hospetal) by affirm & scicep! following:

1) et we deilher are proserfy nor will in futune ayod of fmancid asesinnce from ahothe! NGO or any other sowme, for the same JellerToass. &5 = P
regaesiing to get from Koshika Foundatipn. i6 the sxent that such assistance is gransed by Koshika Foundation 1f the requesies IIaINc 3 SO SPEeEd
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make upt the shorfall from srigther NGO o any oy sowrce. The
eordematon sssentially sintes thal the will i gumit any duplicate assistance [of the same patientcase from any ofer NGO o any S SR
2) The assatance from Koshika Foundalion I only inancaal in nature. The choics of ihe treatment/procedure advised/concucisd by T Soasisl on e
pabent, is based on the armngement batwaan e potient L the Hospital, snd (s n no way nfieancad by Hoshika Foundelon Hence Te Feaptsl ol
assum sole & complots responsibliity of the treatment & s outcome & salely of the patient, ard Koshike Foundaton wil faes o0 e & Gty
i B it
mm,mﬂﬂndmﬂﬁ*mm'uhﬁnmnhmﬂnﬂmﬂ.h*ﬁwnHJMin*nud--ih
utn:=ﬂ-h-aar=fr-ﬂuihﬁumﬂhmm:mﬂmﬁmmﬂniﬁtﬂtthiuﬁ*ﬁ-“
:ihn&n«lwﬁmimi*mwmhm'wmiqtiml:"mmm"wmmmnwih-li-
e 3 b wewrl wen w Pl v e @ W o W sfew e v b re e F e e e e e b w e SR Wy et

A wewitt wem w Tesli o w0 FEEEh

3 “wifmm wrR” @ A ol wwE v futy Tt W b O o wemm oo 8 v w e o e
w m w ol Cwifeen e o tel e e o ot 4 sulie g A Al F g i w e
ot ol ol Tt W W gfen w fasil o d el ;5. ﬂ‘i
Y- &
RECOMMENDED FOR ACCEPTENCE 3 =
A\ fere, v e
Date of Surgery M
s ) 7t ™ M%?féﬂs P
. MG - of Authorised Signatory
3 l'[ le lﬂ 2 Regn, Mo. Wil Staip) of Hospital)
GEECHER IR W W T S S
FOR INTERNAL USE of KOSHIKA FOUNDATION  #=t% 3w 77
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i v | ] TR 2

15-06-2023




