SRE - C-2¢ - 02 -o07FoY

K¥hika

APPLICATION FORM FOR ASSISTANCE {Healthcare)
HErmal § SEET 99 (FTE SR rSindstion
ARPLICATION DATEL 7 () 2 D¢ JLf g bleck of Mo,
w e (10201157 s e ___
NAME of APPLICANT ¢ AGE-YEARS STH-W1 | sex foin
o o N9y & KO £5 F
FATHER S/BPOUSE'S NAME
fmgmwm  Ayey (7ol e
= AUDRERS _ k.| PASTE PHOTO HERE
T T 7 - )

ﬂ#ﬂ’ﬂ. A f{lﬂﬂ 2. i ri i ,)HE C P Pﬂ,gi‘f

PERMANENT RESIDENCE ADDRESS . vl 5 o kKala (!2'5‘5’)

{25 (1 Rl e

GCCUPATION ; =
asen R Y MATRIED (FeifF) / UNMARRIED (sverfio)
TOTAL ANMUAL INCOME ; {Attach Proof of income)
W s s s, oo LEcuogiley Lntome) (s w1 v sy ) A
PAN No. 7R =0 wee \J
ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver ls applicable]: YesiNa -
wmmnwt{#mmnmnﬁwwﬁmm WL
FAMILY DETAILS witam fisam
St N Name of Family Mamier Age (Tears) Gender Relution with Applicant
'ﬂ#;! wﬁmgi:;mgnﬁnm n(m fm SEiTE % e g
{J fv;’fz}zz‘;_‘a%h . VAT 4 I AT
E? eVl = cz,w a7 A Wl s _
; o7 — A - —
=i Ve ) i V- s
{5 arz i [71v] E_-f )
Liry ber (7l gs (28T by (FrC T
BABIE for REQGUESTING ASSISTANCE (Tick whichewer is appbcatie)
s % o fisl smn
BPxGand EWS Cortificata Ration Cand Any Oihae
{Attach Card Copy] {Attach Cortificate Copy) [Atiach Copy| BasisiPool
i T W AN e vy w9 W W g e W s W T
(e Ty W R = W (e o W wv TR e et (W gy W W
“PURPOSE" for REGUESTING ASSISTANCE:
mtgfﬂnihﬂﬁmm:
e No. Medical Reporta/Frescriptions Atached
T wew st W i W om wee g s
7] : E =
WAL ALl IR L5 A — SERreas (TN
| — - —— I - f_ f

,Zw_icgz&.t{:(%r- 7Z T 77 DIGINEE
AGSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ I ¥ 4 W o weew fedt ov w @ fe w7
&r, Mo, HAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVMLED
il i i w i v i




DECLARATION by APPLICANT: spiss g s 5%; [

1} | ereby confirm el all detals in i Form e Tiue o he best of my knowledge Any bilse staloment will render my Applicalion & onguing ausistance, If any,
lintile for mjsction/cancallition,

2} | solemndy confirm thal assmtunces, I mesived from Keshilis Foundition, will be used only foe the “porpese’, e staked in s Form, for which such assistince
ws reguesiad by me.

3) | horeby confirm tat | have nof & will not in future, evall of embursamant, m pan or n W, from oy other sourckiemploysrfimurancs company, of the amount]
for which this nesistance ks Feguenled '

1) & sivem wom f fop wwy d 3 0l wd e 40 sl € s we o o booR i e o e e ww w8 90 s Tos st = wel
)% on W e o st smETm il wm Wil i sl st S A R s wm A mam S b

1) ¥ e w5 fam e fy o odw 9 nf 4w o W wfew @ s B fiell o st werd @2 W T bk s o ofte o
AGREEMENT by APPLICANT ( suiew g %)

1) By affoung my mgniature of thumb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundation and ir's Trusdess to
useiputiishipul-upireproduce my name, addross, photo & dellls of the "purpose”, for which such assistance ls requestedigrantad, through any

rmedium, including but not bmited 1o verbal, print, eldctronic, for soliciting donalions for Koshlis Foundation andior disssminating information about it's

scliviieslnohirvemenis. Such use of my photo & detaits con bo made by Koshika Foundation before or affer my ireatment or fulliment of the *purpose”™
for which sasistance is being requesied

2} | (Applicant} furthar agree that any such use of my name, sddress, photo & dalalis of the “purpose”, for which such assistance ks requesiadigranied,
will nol putomatizally ontitle me for retelving or continuing this said assidancs. Thi declalon for granting and/cr continuing the assistance will rest solaly
with this Trustees of Koshiks Foundalion, and their decision ks this regaerd will be final and accepiabile o me.

1) 8 W W 9 v W s WY e e, W (seew) ael s St e w o Soirw et i T swind < w1 sfem wm R oo,
v, o sl W fov 1@ v O st 4, 22 e v i, e, weww g s O i widded sl oeferd @ o fed) o e

# suim e % P siewn b A o w fee 4 o € oA w4 e ¥ fg twifrn wine ™ w =l afegn

1) A (sriew) W o % v { e g0 aw, oW ol e o e oo W i @ wfv & R wm w0 oweon T v v v

tsif® ey Tee i g Pl e by el w)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPREESION :

TR W WA W S 'p Jis

AGREEMENT by HOSPITAL (woms g0 St
By affixing hareundsr, signature of our Authorised Signatory for recommanding this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby alfim & accep! lallowing
1) that we nelthor are prasantly nor will in future avail of financiel pesistence from another KGO or any other source, for the sama pallent/case, ns we nie
reaUasting to gel fram Keshls Foundation, to the sdant ihat such assistance i graniad by Koshiks Foundation, If the requesing sesistanca is nol granted
by Koshika Foundation, in part of in full, then the Hospital reserves ifs right to make up the sharttall fram anolber NGO of any olfer scures. Thia
confirmation essantiady states thal thi Hosphtal will not avall any duplicate ssststance for the sams patienticane from sny other NGO o any olher source
2] Tho assistence from Koshiki Foundation is only finencial in nature. The choice ol the resimentprocedure advised/tonduciod by the Haspiml on the
patiant, in bassd on the arangemant betwean th patient & the Hospital, snd i in no way Infusnced by Koahlka Foundation. Hancs, tha Hoapital will

pasurme sole & complotes responaibility of the treatmant & I's outcoms & safaty of iha patient. snd Koshika Feundation will have no role or responsibility
in tha matisr,

TR ST, Ve e v wif s W fad e o Rt o w8 Rl oo (e B e @ we el e

1) 5x fw 3 o e sy v o wfve A fifm e fiest v e W e s i A T e F O w o £, 4R e e S sie st
# ol ws % e d iR s gm e gy e b o st st g sy Sl sofrsonees dy v e e § o s
foslt s A wrwr wes v P e w9 e W3 w0 sfawn e e o g 9 we s w b B s Bl wor s ek by e
 wowrdl wom W fal s e 6 S

2 “wiftrsr et S o) of o e B wl # & O T oveEE e of S o e TR w0 of e

w e wa famn & ol =aitfos st g Rt v w wil v o &) i v F Sl % e sl s SE S T eaed 0w s
wi Wit sy Feifee W wd e w feshod woa o el

RECOMMENDED FOR ACCEFTENCE
. e ® fog g
Date of Surgery [ A
/302 popy 0% P mh"wfk
) ) s
(Namb&6rDe ¥ )
TR W T G A q W FEE
FOR: INTERNAL USE of KOSHIKA FOUNDATION  uits 3wim ¥
SIGHATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
TR | i P 2

7

ok /A

/__!.204/5_,

25-11-2023




g

e




