SRE -C-24-02-07%2
APPLICATION FORM FOR ASSISTANCE (Healthcare) thtka
i S st ‘ e g -
— OATE{ S -2 Builing biuch of by,
swavwwm:  (/n290/7 76D st fond |
T Firen AGE-YEARS SI-wd | sex fify
WM g C Lo lerr Bl T £
FATHER'S/SPOUSE'S HAME :
fanwsgs w = 7] Ja

PASTE PHOTO HERE

P"“‘ﬁ of PostoP

Pruakashy {'.2',{6,{;)

e Vs slile Eale N =TV e

uﬁm{huﬂa}rmntm

OCCUPATION

ikl HOmEe s ke Crr "
TOTAL ANHUAL INCOME : TAttnch Proof of Income

e w2y 4S5, ot Cz’}czm;d&; Zratops £ {mnmm)N

PAN Mo, 71l =l =l A\ )

SN S ST T

ARE YOU AN INCOME

ASSESSEE [Tick whichever is applicabie):
9 men W O w W e e

Yeu /Mo

L 1

FAMILY DETAILE wfian Faam

Hame of F Membar Age (Years) Gendur Aelation with Applicant
W v 1 W () il HTE # WA
riés‘} ¥ . *%_’f ‘;“f
i Y 4
L ¢ V= wid =t W o A s >
LLsd ) ol 2 i d [ 7 %
5 ) RIS i = [T ETw) -~
a p.f?JfH: 7 - A= I  =le s,

BASIS for REQUESTING ASSISTANCE (Tick whichaver Is applicable)

v % ferd Tl s
BPL Card EWS Certificata
[Attach Card Copy) (Attach Certificate Copy) mac;'ﬂ !WWF
i o % 4w T sy 3w Ty WE o
(v W W e v Wee wh (v T W ww ol e (v T % ww A e W b
“PURPOSE™ for REQUESTING ASSISTANCE:
o ¥y e it el . gt
5e. No. Medical ReportaPracriptions Altached
w9 v weprEraheEr # il ) o s i e
M -
Wi T‘L!f}.rif?hf‘;._@‘f? = AL - ECELr AR,
: 7= = ChilP (T RIt7507
J'ﬂ :
{ P = [~ CLC U s 708 LrIr7e
ASSISTANCE BEING AVAILED for SAME *PURPDSE” from OTHER SOURCES
™ e w o W &= ww felt e i d fm oo
51 No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wH S 5 Vi w1 T # ol wyam ovh




DECLARATION by APPLICANT. SIes G S wi:

1] | hareby confirm that &# delails in thig Form are True 1o fe best of my knowledge. Any aise statament will render my Apglication & ongoing mesistance; I any,
lizstele for rapoction/cancellation

2) t solsrnnly oonfirm that assistance, if recorved from Koahika Foundathon; wil be ysed only for the "purposa’; se stated in this Form, ot which such assistance
was moguested by me

3 1 vty confiom fhat | e ol S will nat o futre, avad of reimurssmignt, in park of il from any offer sourcefemplayesinsurancs company, of the smaount
fior wehicth thin assiEtincs s roguesied

1) A e won § T v oy @i o sl e & oweit ® s o wh ool s e o e e s b @ 80 wew foe o W o b

T) &t gm % wwen of “wifn skt 0 W w ol §, v avem I wem gl o il fem o, o wowen F sy

1) A qfe wom o e fom s gy ur unde w of # wm ofn o e o e feen S s dnfedwsalin weelt 8 oo fee § sleow o wfrer o ofm
AGREEMENT by APPLICANT ( sv#%s gm w1}

1] By affixitg my signature or thumb impression on this Form, | [Applicant) keroby agres & oulhorisa Koshika Foundation and I's Trusibes to

ust/pubiishipul-upireproduce my name; address, photo & detads of the “purpose”, Tor which such assittance is requestadigranted, through any

mvalum, inchuding but not imited to verbal, print, alectronic, for soliclting donations for Koshika Foundation andior dissaminating information sbout il's

actlyitieg/actiovements. Such use of my photo & detslls can be made by Koshlka Foundallion before or afler my treatment of ulfiment of the *purpose”
for which assistoncs is being requesiod.

2) | {Applicant) furthar agres that sny such use of my name, address, photo & details of the “porpose’. far which such sssistance is requaestedigrantod,

will not aulomalically entitle me for reoelving or cantinuing the sald assistance. The decislon for granting and/or continuing Ihe mssistance will rest silely
with the Trusizes of Koshika Foundation, onid thir diectsion iy this regard will ba linal and sccoptable to me

1) RN 0 R W S W w wen, & (e A ey ® e s f o Csife srdde ale sk sl < st aflesn v € B do
o, wid b wd e g wee 4 e, w0 e G S, P, S g T W il s sveend @ el fesl @ gam s

# wwfer wed % i s & St v W e @ o ® Wl o S w3 o fe i sl v st sfeg b

21 B (o) vo o 9 e o fie dn o e, o3 i Feem wl feowee E gt @ wide § g8 w e w0 v T e T

*wiw" W i Wt s sl e wm

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

S ' s

AGREEMENT by HOSPITAL {wemm ©0 %)
By aMixing hereunder, signalure of our Autharioed Signalory for recommanding this case/paliant for financial assisiance from Koshlia Foundaticn, we
{Hospital) hereby affirm & socept following:
1) that we neither gre presanlly nor will in fulure avall of ficanclal ssststance from aoother NGO or any other source, lor ihe same patlénl/case. o8 wy ore
raquesting to gat from Konhika Foundation, to the extant that such ass:atance i granted by Koshika Foundation, If the requested asaistance is not granted
by Koshika Foundation. In part of In full, then ihe Hospital resenms I1s right o make up the shortfall from another NGO or any other source. This
conflinmation essentiaily states that the Hoapital will not aveil any duplicate sssistance for the same palienlcase from any othar NGO or any other source:
2 Tha ausisinnce from Koshika Foundation s only financhal in nature. The cholce of ihe treatmentiprocedure advisad/conducted by the Hospital on he
patien, is based on the nrangement batwearn the patiant & the Hospital, snd is in no wiry influsnced by Koshika Foundation. Hence. the Hospital will

assumn sole & complate reaponuibility of the reatmant & Il outcoms & safely of tha patienl, and Koshika Foundation wil have ne rmle of respansibiity
in'thie matter,

vt i, weowl) = SR el et st st @ i wesn fy feafon o w3, et e (eee) e s W e w e wil

1) w i 5 o) iy ofr = o o fidee we fesdl i welt W o fl aee i 0w i F O w @ o 4, 48 B oo C i s
B fimitn/fety 3w % s 4 “wimw wrm” g e i e b ol Csifow et g e Sl stfrecen 17 s few e ) swes
e s Ty wowl W w fit o T o e A w0 seen e e oW g J o s e e o i v o S iy e
e vt e el s mees o ool sl

3 “wifee et § # of soam wwe Talm wgi w0 wemes g b oof e w e ormoefies g ol oy

& e favn @ o~ oifire st g R ven w s o 3 b el v F O S e e s wA ) s ol B ol e
wr ol ot “wifire® o wn ot @ fecialt woae d et

RECOMMENDED FOR ACCEPTENCE
witaht W fog wepf
Date of Surgery . A \
et 31 tm Nr Pars gl W}N_/gj“{.
13-02- 2024 e , (Name Designaton & Stamg of AB
LR R R R EER R R
FOR INTERNAL USE of KOSHIKA FOUNDATION  Siifss 3w 1]
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
0l FE | = W 2

AR

25-11-2023




LIEE IR ol
Govarnmont of Indin
=
Fajmam
M e BRGRRTENRE =
A | )i

9511 9286 3642

|
Uniaue Igentificaton
5 Authortty of Indis
el ot
nm‘fﬂ,e.-. .,—lrt.‘: ﬁlﬁh; WL MR, rltes e L =
W NG Seenol O LR Erariri
2aT1]

9511 9286 3642




