. MoMm-— ( — §5—o08—p3 (2~
APPLICATION FORM FOR ASSISTANCE (Healthcare) Ko‘r’.;htka
qETaal €9 HE=S WEY (e T foundation
e VI N S Y o AL =
el W i a” N )
i s(lﬁ’llﬂ:ﬂll 51 ‘
. hh

marrnsmzm iilnmm

}rmti an abiAy
QOCCUPATION W
=y e roval<en— I UMMARRIED (Hvali)
TOTAL ANNUAL INCOME (Amach Proof of Income)
o witw amm m-k;ﬁ-rur;" ﬂntﬁ: (9w T T
[PAN No_ ¥ s e Al
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is spplicsble): Yes ! Mo
W =Y =N % 5w (F W @ 96 W W W B L
FAMILY DETAILS ofram faam
Be. Mo, Masm of Family Member Age [Years) Gunder Hetatien with Applicant
#4 T mwwﬂlmﬂ w () .ﬁh T WY
b ¥ }
L
BASIS for REQUESTING ASSISTANCE (Tick whichewer is applicable)
wmer W o faefi s
BPL Card EWS Cartificate Ration Card Any Other
(Anmch Card Cogry) (Astach Certificaty Copy) [Atinch Copy) BasisProol
Wit ® 9w ™ e o T gEm T T W ) = W e

“PURPOSE" for REQUESTING ASSISTANCE:
mﬂmﬂﬁwm

Sr. No

Fh TEm L ¢

Altsched

al Repors/Prescriptions
wmm i w1 o wfe g9 w9 _
[ %Ew
l L

FE.F: 4&,;,‘,4; Zadariacy

il

By

ASSISTANCE Hlllﬂ AVAILED tor SAME
™

SAME "PURPOSE" from OTHER SOURCES

ﬁﬂmmﬁﬁﬂﬂﬂﬁmmﬂ?

5r. No
e

MAME of OTHER SOURCE
W W W

AMOUNT of ASSISTANCE BEING AVAILED

=it =f weren ot

-

o

-




DECLARATION by APPLICANT: snées pm wimw v

1} | hetety conliern that all detals in ihis Form are T 1o the bes! of my knowledge Any false stelomint will render rmy Applioption & ongolng ssaisiance, If any,
skl fior res

2} | solamaly confitm thei sseistance. If recelved from Koshika Foundation, will be used only for i “purpose”, o8 steted |5 this Form, lof which such asaistance

WEE requasiod Dy me

3) 1 heraityy conbiern Sal | have sot & will not in futue, avad of rembursement, in part o 7 Wl from anry other sourcalsmployerinsurance company, ol e amant

for which this assistence = requesiad

1) v e of feogm owen S fod wd andh fewrn S wreed) o v wes o Eft &) oft € e o ww s o aen b ol 4l e feee W) w el B
20 8 g oW wmen of S wifee watve”, @ @ ow ool §, T ovees 6 vt o g F B o et W @ owes f wn o b
3) 2 gfe wor { fs fam wemm g W T W v €, 36 O W wieE w TEE s el S e s B 9 # B d shes o ofes o Sy

AGREEMENT by APPLICANT (s g #7)

1) By affiong my signalute or thumb impiession on this Form, | (Applicam) heraby agree & suhorisa Koshika anﬂ it's Trustoas 1o I
wse plblish pui-upfreproduce my name, address, pholo & details of the “purpose’, lor which such asslstance s fequested!granied, through any

medum, nclusing pul nod linded o verbal, pont, slacironic, for soliciting denations o Koshikes Foundation snd/of disseminating information aboul it's
acttties/achievaments. Such use of my phalo & detalls can be made by Koshika Foundation bafore or after my treatment or fulfilment of the “pupose”
for which assstance s baang requesied

2) ) [Apphcant) furiher agree Bl ary such use af my name, sddresas, phala & datalls of the “purpose”, lor whach such assistancs i eguested/grantad.
will not automsticaly antithe me fof receiving o continuing the saic assistance. The decisian for granting and/or continuing (he asssiance wil rest solely
with tha Trustess of Koshika Foundation, and their decision i this regard will ba final and accoplabhe 1o ma

1) v wo T v o s wR e e, @ (o) et mamfy b i wes o o i wrtve oy et il " W) afiege wom o e dmoam,
w, w8 sl fewn e e d wiie B, il wey e, o, e i agde @ o offefed stoaefess < 5 e v oaes

® vaiE v & fAy sfewy b 8w W e 6 e % T 1 oEn ® we % T s et amd st b

2) & (sviewr) o owem W mewn o fie o o, wm, oge sl fien o fie memm o agoel @ mfile & g e T W oeeor W v §E T o

e "y T e W) sfm sk wamerdt Wi

APPLICANT'S SIGNATURE OR THUME IMPRESSION |

s % weve W S W R
R

AGREEMENT by HOBPITAL (wesam gm W)

By affixing hetaunder, W our Authorsad Signatary for recommaning this casa/patant for linancist sssistance from Koshika Foundation, we
{Hespital | herety afirm & acoepl fallowing:

1) thint we nithar an prasenily nurwln in future avall of finpncisl asslstanos from another NGO or any other sourcs, for (he same palisnl case, a8 we e
requisting to ge| from Koshika Foundalion, 1o the extent hat such assstancs |8 granied by Koshika Foundabon, If the requested assistance 18 not granted
by Koshika Foundation, o part or in full, then e Hospital resecves i1 fighl to make up the shortfall rom ancther NGO or any other sourcs. This
confirmaton essentally sates that the Hospital will not avall any duplicate ssststance for the same patlenticase from ary other NGO or any other source.
2) The asuistance from Koshiea Foundabon is only finaacial in neture. The choice of [he trastment/procedurs advisediconductad by Ihe Hospita! on (he
patent, s based on the arangemient betwean the patlent & the Hospial, ard s In no way influenced by Koshika Foundation, Hence, the Hospitad will
amlii:mmmmﬂlﬂ!nmlnimim of tha pationt, and Koshikes Foundation will have no role or responsibility

]3] ikl

r s, remed S s & weeal W et st 0 il s iy feedtn o sl B, Pl e Q) Fre aw @ we s e §

1) T wies sl 3 A oive o fif s fedl oweh vem W el s we A e o F @ ow A o BB e e vt T
# femiwfrds vm ¥ s 4 Vi s om owee dy e B ol Cwife oty g weren Tt sfmmeem b vep o fem e | A s
fork srs e wowl st o fedt e Tt @ s O W e geen Ten &) v e F e s o b s Tt e e delvar iy ek
e =t wem W e W= W W W SEEn

L Wi W=t € o v ween ws fafen g @ b 09 W vEem pm @ of wEW W RS T ITEROTET W W 0w

o v w fieww & ol sifre st ™ g Bt s e wd oo ol b ol oo F o o g goen sl st ol o el Peshod G v e

T el s e 5 o w faeh o § AR e

RECOMMENDED FOR ACCEPTENCE
P ) B

Date of Surgery L ol
SR % wita Dr. AXS2
F:'J..I'I-.i.“

oAV | Wk

T W TR
FOR INTERNAL USE of KOSHIKA FOUNDATION &=t 3wam ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=t e | et A 2

%J &‘c/l/E:

18-08-2024




