NPA—C - 23 - o[ -0058

“APPLICATION FORM FOR ASSISTANCE
HETAN WY STEEE WrEy

(Healthcare)
(T FEam)

K®hika

foundation

APPLICATION Ne

V/o3[naz

;;;mmuuuma;!”fag

Basilding hiloen of lile

PAN Mo, waIf B wE

HREA WE P
APPLICANT AcEvEsrs wrp-wd | sex fuin
e T ovmami 7 £
b B T
FH!IEHTHEE:DERCEHDHEEI W AR YA A
e fon e
oS 2 . B o F "?"“ﬁ’
PERMANENT RESIDENCE ADDRESS - =
Jalme Aax  alare
S Heme Makben M{m::mm{m
TOTAL ANNUAL INCOME =P {Attach Proof of Income)
. e 88D [- (Fayuld)  Gwwwawen N/4

ARE YOU AN |NCOME TAX ASSESSEE (Tick whichever is appiicatie):

Yoeu / No

WA N W (W s o W uE W P e L L/""/
FAMILY DETAILS i T
§r. Na, Mamie of Family Mombses Ags (Yean) Gender Ralstion with Appllcant
w1 Hem e T s M ) 20 (i) fem i i
|- an a;fa’h . AA H st anad
< daidey e FLEN = 101
2 Shoelag SR j = Javoddcen (2 Ll
Y- Bl dhi & 2 Urisiond  aéil
BASIS for REQUESTING A3SISTANCE [Tick whicheves s appiicadiv)
spm % (g fealy s
BPL Card EWS Certificate
{Attach Cord Copy) {Artach Cersficnte Copy) lrmggﬁ n:!mwm'
witd) T e wEew W= = ook T Ty Wi v
(W T W W v e W (W T W e R W (e g3 57 @ W g = et B

“PURPOSE" for REQUESTING ASSISTANCE:
wre ¥ et e Wt

B Mo
*0 T

Meiical ReponsiPrescriptions Attached
FERETIRT WOW W g i T e

RE- Cafanack

Cadanact

EY <=

o
£ u.rr?,-.f*-:ﬂ-r-—fﬂg) SIS F P np
= :

ASSISTANCE BEING AVAILED for SAME “PURPOSE" trom OTHER SOURGCES

Tt % 9w s me fied e o B fem W

51 Na
F9 W

NAME of GTHER SOURCE
AR W

LIS

AMOUNT of ASSISTANCE BEING AVAILED
ot =erom

AR f——




DECLARATION by APPLICANT. sies om0 s wu:

1) I hereby confirm that =8 details i Shis Form are Tres o the best of my knowledge. Any faise statement will render my Application & ongoing
Lastiie for refection/canceslation

21Immﬁmmm,rmmmmﬂhmwhhw.nmnﬁhm,hmm
wiss roquatiod by mea.

31|nmmmn=wnu;ﬂlnuInm.wﬂdrmhnammmwhﬂ.mmmmﬂﬁwﬂmwmﬁh
for which this sssistance & requasied

|}ﬁmw{ipmiﬁiﬂﬁmﬂmﬂimnﬁ-ﬁlluﬁﬂhﬁﬁmm—-lﬂﬂmm&wnﬂlh
z}ﬂwﬂm#‘ﬂhmﬂﬂﬂimtmwmhﬂmmiiﬁhm,immi!nlnh

3) & v wom f fe fm woow by o wede dlﬂ,wmwm-mhﬁmm-ﬂinimttnﬁﬂ-i*!
AGREEMENT by APPLICANT { ites @ o)

1) By affising my sgnature or thumb impressicn on ihis Form, | (Applicant) hereby agree & authorise Koshike Foundation snd it's Trustees o
usa/publishfput-upireproduce my namae, -ddru_u. pheolo & detalls of e “purposs”, for which such assistance is requosiodigranted, hrough any

fot which assistance i being roguesied

<} {Appicant) further ageee at amy such use of my name, address, photo & detadls of the "purpose”, for which such assistance is requestedigranted,
will nol sulomatically antithe mat for recelving of confinuing the said sssistonce, m-mw;wnmmmmmwm
wilh thi Tmmumm;mmm#mumm&mllmﬂm“ﬂmmm.

1 mmwmmq-ﬂdﬂmm.hm;Mmﬂwmtﬂ'mmaﬁn&ﬂi'imwmthhﬁ
m,mdtiIi-n-lrnmiﬁi.n‘M'mﬂ,mmﬂmigﬂthﬂﬂﬂimm
ﬂmmemm‘-whitm-nmmaimnmm-i-ﬂiﬂm*mmw-mmh
z;hm:unﬁm{fwﬂuw.mmﬂwhhnﬂftmtmiiﬂuhﬁm:m—mmirM|nmi

“oifern " v T =il W ol o sl see W

APPLICANT'S SIGNATURE GR LEFT THUMB IMPRESSION -
T T N W W W e

AGREEMENT by HOSPITAL (wrmm gt w1)
By aflixing hetounder, signatisre of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Faundaton, we
(Hospitat) heretby #%m & accept
1) thal we neither are presantly nor will i futuree avall of Bnancial issistance from ancther NGO or sny other source, for the same pafienticase. &5 we are
mmwgaimmﬁm,wmmmmmmwmimwmw.um requosiod assistance is nol granted
hyMFmMn.anmhul.mnmwmmn right to maske up the shortfall from another NGO or any olher sousce. This
confmnation essenlially states thil the Hospital will rntuvilmrdwﬁbmmhhmnﬂuﬂmm:wm NGO or any other ource
2) The atsistance rom Mostika Foundaton |s anly financial In nalure. Tha choice of ihe teaimentprocedure advissdiconducted by the Hospital on the
patsenil, = based on the amangement mmmamﬁmmummmmwmrm. Hance, the Hospital will

ummnmulmmmmwmﬂydmmmuu'lnmu&mryﬂmpmmmdltmhh Foundation will have no role or respongibiity
i the matier.

vt s, wemah W st e W "t s A fufie wee g fewtn o Wl €, el ve (ree) e e @ e e b

1) = s 3 7 wine st 3 ) e F ffier e fed & wowt e w e o wi @ e Sl o LR B R R R
W Trefmdasia 78 € w it wt o ue b e o e SRR o s el sifirraws 3 w0 few ww @
nntrm#«rmm-Mmmnmﬁmmmmhnwimwmiﬁmﬁhmmﬂiﬁhm
e wow W el e e A W e

2 ‘Eﬂwmm"ﬂﬂ#mmmmﬂhﬁﬂmwﬂﬂmiHﬂMﬁm]‘ﬂﬁm
¥ i w1 v § ol wifee et oo fed ven o o o o b i see 4 o % e g ol s = Sland-fagiod
i il sl "wifen” WY b gfte w sl v ot o W o

ANUI GABA RECOMMENDED FOR ACCEPTENCE
Df-rmﬂﬂgs..l’)ﬁ“ iR % o vy
Date of Surgery OMC-
| e
ﬁj}ﬂffa_"’) {Mame of Dr. & Regn. No. with Stainp] e
T W T w1

FOR INTERNAL USE of KOSHIKA FOUNDATION  atafes: awai 7

SIGNATURE of TRUSTEE 1 SIGMATURE of TRUSTEE 2
TR | g T 2

S JAF

23.09.2022



