—

SRE-C-2¢-03 -pbes2

APPLICATION FORM FOR ASSISTANCE
HETIW B STHEA WiEY

(Healthcare)
(A e )

k¥hika

foundation
Budldireg blegh ol liks.

m{rﬂm oATE {5 -0 LOL L
sex il

AGE-YEARS Wrg-ud

PASTE PHOTO HERE
e of Past pp
Bstab me oudt

COn . it TIE07 ('1?13)
w L Qhold mM}:mrm{m
TOTAL ANNUAL INCOME : Proet of Ineome
e Tomw e wny 0/
PAN No, Ty wm wien [V A
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is appiicable Yes | No
AT MR WO {iml‘rmﬂmnﬁmm\h LS
FAMILY DETAILE witait famm
&r. Mo Haime of Family Momber Age (Yearn) Gender Rmﬂhlpﬂml
W iAW & W W 3 (=) il % T
BASIS for REQUESTING ASSISTANCE [Tick whichaver s applicable)
% il fefa s
BPL Card
[Attach Card Copy) lﬁua“cm“li m%] aﬂﬂmm
Wit ® i e e E LR FoeEn WiE wpr
(e w w wen iy s (v N e v A (W T W W i wae W e

“PURPOSE" for REQUESTING ASSISTANCE:
weram ¥y fed o el w aghe:

S, No.

Modical Reporta/Prescriptions Attached
E LR sEmE AR ¥ Wil w el e

o i T [
L2 c}}?hﬁxm - KF - IXE00 Bhal/c
LE - (Ll (F P F

L
az@%.zpﬂqﬁg = _ZF - J2¢C Crallits

ASBISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
 Tevn W o Wi s mwan P s i @ o W2
NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
57 TR W1 3 = mf swram i

77T

5 W
WH A




DECLARATION by APPLICANT: #I9%% o0 Wmmm Wi; i
11 | nerety confirm tnat ail details in ihis Form are True to the best of my nowledge. Any tsise statoment will ronder my Application & ongoing assistance, i ay,
bl for rejactionicanceliation.

2) | sotemnly confirm that assistance. if 1eceived from Koshiks Foundation, will be used only for the *purposs”; as stated in His Fam, lor which iuch peskstance
was requesiod by me L

3) | Fereby confirm Ihal | have nol & will nod in futur, sval of resmiuessmant, it par of in-holl, from any offer sourcsfemplnyoritsurance company, of the smdunt
bar which [hes pasistance o requested

1) & s wem o 7 W owen 0 T om wh fewr 90wl 8 s am ol wh ) ol ol e o e s ww e b 8 50w B o @ w4
2) W wm W i e W, & o oft b, v o wR ot oW ol o el few e, o o F v oma
Jﬂgnam{f:mmewrWﬂdi.wu'MNMwMMMHMMiaihtmnﬂmimn ‘

AGREEMENT by APPLICANT (smies on =10

1] By offixing my sighoiure of thumb impeession on this Form, | (Apglicant) hereby agrea & aithorise Koshika Foundation and IUs Trisiess (o
usg|pubiahpul-upireproduce My name, address, photo & delalls of the “purpose”, for which such assistance in reguestadigranied, through any
miadium, inciuding but not limited 1o versal, prinl, slectronie, for soliciting donations for Koshika Foundation andior disseminating informadion about Il's

aciivilios/achisvements. Such use of my phelo & detalls can be made by Koshika Foundallon before or after my ireatment of fulfliment of the "purpogs”
Tor which assfstance ix being requested.

211 (Appticant) turther agres that any such use of my name, address, phots & detalls of the "purpose”, for which such sesistance s requestad/granted,

will ot sutnmatically entitle me for receiving o continuing the said assistance. The decislon for granting andior continuing the sssistance will reul solely
with 1ha Trustenes of Koshika Foundation, and iheir decision ta this regard will be final and acceptabie o me

1} 78 WY WA e W A W e e, & (s s e WY e e o Cwifien oftes sl we sl * w afoe v o fe g e
o, Wi s faven oo wife #, = e e S, R weErE e Tt o ol il s sl 4 Bl el o e

A wurtn e % f sfiegs 1 &y w fe St W ot w w2 v W g Vi sl o el e b

1) & (siew) v wm  wew { T do s, w9 ol e W e seom o acind @ wiils § 59 e v e veor i v oo o

“witem" w Tee =l 9 Foig i o e B

APHLICANT'S SIGHA
TR W

LEFT THUME IMPRESSION :

) p-S LF
H"‘-’-—-‘-
AGREEMENT by HOSPITAL (vema T w0}

By afllxing hersundor, signature of our Authorized Signatory Tor resommending this case'patient lor inancial susistance from Koshika Founidation, wo
(Hospitsl) herety affinm & socepl fellowing:

1) thaat wa nedibor are preesntly. oot will o futues svail of fingnclal asakstance from ancther NGO of any other source, for the same patisnlicone, os we o
requesling to get from Koshika Foundation, to the sxtent that such assistance ls grantad by Koeshika Foundation. If the nequesied azsistance i nol granted
by Koshika Foundation, in part or in full, iheri the Hosplial reserves IU's right to make up the shorifall from anothar NGO or any other sourcs. This
confimmation soseniially states thal the Hospital will not avall any duplicale assistiince for the sama patienticass from sny olhar NGO or any other source
2) Tha assistance from Koshika Faundalion s only financial in nalure. The cholce of the treatmentiprocedurs ndvissdiconduaied by the Hosplial an the
patiant; In baswd on the amapgement betwsan the patispt & the Hosplial, snd is in no way influsnced by Koshika Foundation, Henes, the Hospinl will
assumme sole & complele renponaibilily of the trestment & I's culcome & safaty of the patiant, nnd Koshika Foundalion will have no role or responsibility
in the mattor

ot i, vl W st S W sl et A fefs e oy feeton 8 o &, fel v Oreeen) B wer @ e sl e )

1) =% e 3w e e @ o fies o ffe s el e oeelt e st s wim s oo it 3 R w8 §, 3 e o “wifes vt
4 fewionfif 39 € s § “sifrs srrne” oo e e b oi Cwiee e oo wpen fiele sfrswee 6 = 9 e = E A e
it = i it v w el 5= aeee 2 o o w afien gl e b o g e ww o R s i e ee ol i el
 wowrdt den w fasht o= s R ol St

. “wifern st 6w of Teem wbem Thdies e w8 Bl o e o 0 ond e w Bed vl rraueiien woge Ot o e

% e wr g § ol “wifoe s oo Tl e w oW vee W boped v 9 00 ¥ pee g e st wd < owil Redol B o v
ot o S W e Pl v e

Date of Surgery
;gmﬂm
0g-2
3 GEL{ {Name of Dr. & Regn. No, with Stamp)
IR AN T AR O A I A W S S s
FOR INTERNAL USE of KOSHIKA FOUNDATION  &r=ifts Twam 1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T | =l e 2

7 BAE

L /4

25-11-2023



oy

! SiTa
- SrosgrippTein iy i A

ST N
gl S
O iy, s

e

=y

J958 8093 8653

 sypay amEdY @ STOER

i >
. e e

= Y

D T e
=ln 1——..-...
—h . L mE a1 &3 e s = L]
= e e R g, gy Lo WA
1 g LS Sted Tt

| v W MHE
|

ol BORS 8653

e
e agr—




