MNem- C-2Y-02 -

T

APPLICATION FORM FOR ASSISTANCE
HETHWl B9 TEE grey

K¥hika

foundation
=

(Healthcare)
{ TETY A )

Buitilag Bak of lite

1 . TARBNT A ot

o
TEues

APPLICATION Mo. - ICATH
v 410224 142 1L it 53162 ] 74
m: nl“m;mmr; AGE-YEARS 575-%4 | sex i
— i E{Eﬁﬂ*hi _:'-Iﬁ -F
ERS/SPOUSE'S NAME - Lt &
frmrages w7 T gnlf}hﬁh L8
0 : =

% mcudu"“‘vm“‘*ﬁ“

IR

2 —_— T
‘ Pae st

PER E!.ﬂ' H.EBIIEN gﬂ - SN AT
Kawme st above
E.‘:ﬂ:;l r-’ln"rhﬁ Ty J{f’}" Wﬁgu (Prwrfn) + UNMARRIED (sdeis)
vk 3950k (family ) o oy

PAN No. TUT W WEA

b T

ARE YOU BN INCOME TAX ASSESSEE {Tiek whichewer Is lﬂplli:ahhi-
£ (3 w0 oot W e e

Yes ! No
LT

FANMILY DETAILS nfims Tepare)

Sr. No. Name of Family Mem&er Age (Years) Gender Ralation with Applicant
i‘l; % Wiwd W T ffn T % me e
] ha :IF_E /o h o f‘ﬂ YN
BAS5IS for REQUESTING ASHSTANCE (Tick whichaver i npplicable)
wEmm o fad el s
BFL Cara EWS Certificals fon Card

wt-d-.}:-d_ Copy) {Attach Cenificats Copy) Attach Copy) aﬁmm

Wi T W i ymw 0 ses wre u e wy FediE wE s i T
(Ern o 9w wf e et Cuim WY e ol s W (o o W g oy s wd

PURPOSE™ for HEIM!:I-‘I'IHG ASSISTANCE:
wmm ¥ o e . T

Er. Nou
TN A

Medical Reports/Prasoriptions Attached

Mnmyiw§ HE .

i :
Liad Resig
4

Senle _adumcd—]

[I%-

7 1

ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES

WIS ¥ ¥ W 5 5oy el s oim @ fem onm W
&1, No NAME of OTHER SOURGE AMDUNT of ASSISTANCE BEING AVAILED
U = = = W i WErwm T

o) o1

LooE_|—




DECLARATION by APPLICANT. #/aes §m v 7% W

1) | herey conliem thal ol delals in this Form are True lo the best ol my knowlodge, Any falée sintement wil rander my Apgdcation & ongoing assistance, I any,
litile for rejactiondcanceilation . _ -

2} | solemnly confirm that assistance, If recelved from Hoshisa Foundation. will be used only tor the "purpose , 4 stabisd i this Formn, for which such assiniance

wis redusnind by ms
1) | hereby confirm that | have rol 8 will not i future, avil of resnbusssment. in par of in ull, fro any other souwrcalsmployarinsurance company, ol the amoul
for wiich (ks ssaintancn s requestec

l}iﬂnmiﬁtmmnmmnﬁlmurmwﬁmmﬂ-mmmnﬂtrﬂ:mihqwmmmmliﬂmmﬂtﬂin
33 # g o e ofn e st ” W e o o &, e rou e vt ol gl o S fen e, @ ge wee F m o
1) & e wem o fm wwone i e w1 o B e e e @ e fee el o a/rad w8 @ 10 fm @ b i wfes 7 o)

AGREEMENT by APPLICANT | sries @0 w07)

1) By affixing my signalure or thumb impression on this Fasm. | (Applicant) heseby agres & oulhoriss Koshika Foudation and it's Trustees to
usedpubishiput-upireproduce my namo, address, phalo & detailts of ha “purpose”, for which such asslstance is reguested/granied, through any
madium, ncluding but net limifed 1o verbal, pint, ekectronic, for soficiting donations for Keshika Foundation apdior disseminating information about it's
Hethitisalachievemnents. Such use of my shote & detaliv can bo made by Koshika Foundation befora or afinr my treatment or julfilment of ihe “purposs”
for which assistance is being reguesied

23 | (Applicaint) turther Bgren that any such use of my nams, sddress, photo & delalls of the "purpose’, for which such assistance is tequestedigranted,
will net sutceatically uetitle e [or moeiving or contingng the sald assistance. Tha docision for granting sndior continuing the assistance will reat solely
with the Trustees of Koshika Founcalion, and Their dec.son 15 this regerd will be firal ang sccepioble 1o ma

|) T T s wRmE W S W ue e, § (nkew) s mesl o) gfe s of “wie gaiee ol sus i T W) afen wm f fodr am,
v, witd b w feern g v sifen B, w Cwifoe” o s, o9, s gt Etrn @ ol il st et o Sed fidl o et e

W wafon wed # foy g &) &t v w e 9w F v W owe @ wed F T i Tt w b wfiogn

1) & {sims) v we o wrm f T G0 =m, e w5 b fe o T owem = e A wfil b o e v s yey i v o way

“we uE T e W Bte sl s st e

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
smiTw ¥ THmWE W oA E e

AGREEMENT by HOSPITAL (weem mm W)

By affixing heveunder, signatuwe of our Authonsad Signatory foe recommending this case/patient lor financial sssistance from Hoshika Foundation. we
(Hospilal) hemby affirm & aocepl following

1) tnal we nelibar e presenily nos will in future avall of financial assistance from ancther NGO orany other source, for the same patlenticase, as we are
reguanting Lo gel from Koshika Foundaton, 1o tho extent that such sssistance is granted by Koahiks Foundatan. If the requesiod assistanon is not gronied
by Keoishika Foundation, in part or in fll, then the Hospital reserves s nght to make up tha shorifall from anather NGO or any other source, This
confirmation ssaondially states that the Hospital will nol eail sny duplicale nssistznce for the same patient/case from any other NGO or any other source.
2) Tha assstance from Koshiks Foundafion is only financial in natuny, The chaice of the eatmentiprocedure advised/conducted by the Hospital on the
patmnl, is based on o srrangament betwesn he pationt & the FHospital, nnd is In no way influanced by Koshika Foundation. Hence, the Hospilal will
assume sole & complets responsibiity of the reatment & it's culceme & safety of the patent. and Koshika Foundation will have no role or responsitility

in the matier,

¥t wfen, e A7 A S Al = s e @ i wemw w98 i & T e (s B e @ oo o wien e b

1) e e o whes ol s ofrs 2 fal me fat ow s W e e Ee A we e A @ w R O 8, W v wiee et
W fefonfiede g o s F Cwite st g wer fn fe b oofe wifie woete g Sl s iy v o fiem s § m aem
fwst s A oewi wem @ el I wENT W wowe W W sfoee g e b oee e O e own e § e anme e wee v deitne iy e
e sl e w fael s ENE @ S

2. “wifrs ryE” o o nf mpew e fufen vl W) 8 0% o eem g A o T @ RS S TqeTiEn = Y Ol O e

o w T & o e ol g Tt s e o e o) B red e o Gl o seme e abe snd wrd o e Pachodt B w e
wi et ol Veifem = s e m el moaes o o e

Data of Surgery
sfves Wi Wit

oo 14

FOR INTERNAL USE of KOSHIKA FOUNDATION

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=i e | ) w2

vl o

15-00-2023



