MOM -~ (~ 28 09— 0338

APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka
wETEA B SNERS WIEY (e TEw ) Fonad s b

foundation

HAME of APPLICANT | AGE-YEARS 30§-o% | gex

e Bayg P 45 =

FATHER 'S/SPOUSE'S NAME ;

fomegs W AMran nkg o fVS
b mmwunmmwzg - i-.—-il_ill'-_‘" !
h )18y Hado tla - a0t W Pﬁ&!’r

*
-

[T

SN MOy n dldts MARRIED (Fitn) | UNMARRIED (o)
TOTAL ANNUAL INCOME : [Aftach Proaf of incoms)
o e e %'Eﬂ—lﬂ o (5% %) s o)
i e |
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicatlel: Yes | No
N MM sen W oow b (W T W oTe W e s B e o+
FAMILY DETALS ofam fasm
Sz No. Name of Family Mambar Age [ Tears) Gender Relation with Apphicant
w9 A e & wEE W A W (7)) fism HETE & | wEy
ERASY
| _.--'—“'"
pra—
BASIS for REQUESTING ASSISTANGE (Tick whichever s appicable)
wpram % T Ml s
BPL Card EWS Certificata Ration Card Any Other
(artach Card Copy) [Attsch Certificate Copy) |Attach Copy) BasksProol
witdl T & R W T W A W g IUHT e s o wy

“PURPOSE " for REQGUESTING ASSISTANCE:
e e feelt = et

Sr. Atached

it ¥ — %W}E@m

¢ | 2 Y S ) 5 T RAY NG

fi -
| LY
SUCATRG I
o

ASSISTANCE BEING AVAILED for SAME -PURPOSE " from OTHER SOURCES
i Tgtvn ¥ o W s weren felt s e W@ T e W
No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
T wE o] ) m =t =f wwram ueh

SAWiA S R




DECLARATION by APPLICANT. wies pm siwes T

1] | hamabry conliem that il delalls i thes Form are True 1o the best of my knowlesge Any lalse stubement will render my Application & ongaing asslstance, If sy,
liabi for rajecton/cancaiation

2) | solemnly confirm that assistence, i recesved from Koshia Foundaiion, will be used only for the "puipose”. as staled in this Foim_ lof which such assistance

was raquectnd by ma

3) 1 ety condem that | havie nob & will fot i future, avilil of relmblesemant. |n part of o full, from any oiher sourcalsmployerinursnce comgany, ol he amount

for which this assistance 15 requesied.

1) & s wre f T w wee % e w wd fewen &0 wee W s e o et bowi e fen v e s o owm o S e feoe o o omeh

1) g w ween o “wifroe st @ ol w oR B, s e ok vt #) g o Sl fem o, @ e §oam oo

1) ¥ gfe e { f fors e & o ke S ow T o e wosen oo el s el e 2 3 A B d ke ) i |

AGREEMENT by APPLICANT | sqaes g %77

1) By affixing my signatire of thumb impression on his Form, | (Applcant) horeby agroo & authorss Koshike Foundation and i's Trusioes 1o
use/publish/put-upineproguce my hame, sddress, photo & details of ihe “purpose”, for which such assisiance is requestedigranted, through any
i, encludirg bl not imied o werbal, print, slectronkc, lor soliciing donations for Koshika Foundation andior disseminaling infermation abeul s
nethvities achisvaments. Such une of my pholo & details can be made by Koshika Foundation befiore of afer my ireatment or fuliiment of the “purpose”
for which assistance s being requested.

2) | (Appscani) hurthes agree that any such use of my name, addross, photo & details of the ‘purpose” for whith such assistance is requestod/granied,
will ot autormaticatly entifie me for recaiving of continuing the said assistance. The decision for granting andlor continumg the assistance will rest solely
wilh the Trusiess of Koshika Foundabon. and thair dacision is this regard will ba final and acoeptatde 1o me

13 T e arrd wEIN W s Wy semer, A (s sreR st wd g won f 0w widges ol o amind * w wfean s B Go e
W, W s = T e owe 4 e f, 78 Sl ues S on, wesew gt e @ aE el S v @ & fesh o wen o

# vaim wrd % fw s &1 5 v m e 6w ¥ T W e § wE ¥ T S wiee wEde e w o s b

2) & (omivew) 0w A e e 90 wm, v, o ol feem W P oo ¥ vl O wiide § g e wee W v W) W e o

"o mmm-nﬁﬂwﬂw}n\\

AGREEMENT by HOGPITAL (wemms gm wut)

By affining hereunder, sigralire of our Authonsed Sigralary for recommending this casalpalient for Snancial ssaistsnce from Koshika Foundation, we
{Hospitsl) nerey affrm & accept lollowing:

1) tral we neilhor are presently nor will in futuse avall of Snancial assimance from ancthe: NGO or sny ofher sourca, for the seme patienticase. as we o
reguesting io get from Koshika Foundation, 1o the exten! thal such astistance s granted by Koeshiki Foundation. If the requested assistnce i$ nol granted
by Koshika Foundstion, in gart ar in full, Ben e Hosplial resarvs iV right 1o make up e shortfall from anothar NGO of any olher source. This
gonfrrnation essantially states that the Hospitsl will net avall any duplicate assstunce fof the same pallentcase from any other NGO or any other source.
2) Tha ansistance from Moshikas Foundation is only Sinancial in nature. The cholca of the teatmantEocedure sdvisediconducted by the Hospital on the
patsinit, b based on the srangamenl between the patienl & the Hospital, snd s in no way influsnced by Koshia Foundation, Hence, the Hospital wil
nEsume sole & complels responsibility of the freaimant & s culooma & 3atety of the patient. and Koshika Foundaton will hawe no rale or responsibslity
(1 thee mathar

ret sifen, pemed @) s sl o e srabe @ ffee woen iy feef @ el 8, Gl e Orme) e wEn @ r o wiee e

1) = f5 5 @ whes ol 5 8 witne F falm s fedt e weedt smm = el o o A e Tiler d R w A 0 4 T o s e
A fpimtraly 7 % w4 “wifen s g0 o 6] e b ol Cwitne s ou e fedh s B T fem e | oot s
ford wen fr wowdt wen W fedt wm wmey @ weew @ oW e e e o qfe F e e | e s i e ver Sk iy el
e wowll som o B s owee R )

L “witw wrwe” @ o wes wn fafm w91 b o W e po 9 1l wEw W RS T ToeRTEE W O o e
W wn fame & ol " e wresba T po el v w Wi oem i o pofed wesee A Ol o peea o ol e wrd ol i) Pl o v e
w w s Yefre” o o siee w Tl e et F e

RECOMMENDED FOR ACCEPTENCE
T = fom sl

Date of Surgery
wintes w) witm i Dr.

1 M. 3
gc,\w(w e ot . SWe B NS Bl
e LR L R A

) FOR INTERNAL USE of NOSHIKA FOUNDATION 5= 2% 77

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
s T | | T 2

vl o

16-08-2024




