’ Mem-— (-9y-—c2 - ©393
APPLICATION FORM FOR ASSISTANCE (Healthcare) K%tha
HETgAl By SEE 9rEy (Faren Fwm) L Nue) etV
foundation
APPLICATION Na. - APPLICATION DA S
move 400224 [12.33  [SeenoF oo 20 LT
WAME of APPLICANT : Q AGE-YEARS Wr-=4 | sex fim
STHSH W1 AW
am r&v{! 59 ™M
FATHER'S/SPOUSE'S NAME : -
oz W Qhum/ﬁ s Deen i
PREEENT RESIDENCE ADDRESS, Sur smgimra o A AN T YO
i i £ = i1 + . ’ J hm_‘" PO T YT W
— I = b
Zawak O& abhove
o J a‘}m 1 MABSIED (i) | UNMARRIED (sfrsier)
TOTAL ANNUAL INCOIRE - {Attach Proof of Incoma)
ﬁﬂ'ﬂmm qlwbel- { = W EEE R
PAN No. 07l e Ham B )
ARE YOU AN INCOME TAX ASSESSEE (Tick whichevar b appheabie). Yos | Mo
WS AT e oW £ (F I R oTm owoud e e s e |
FAMILY DETAILS virsm Taam
Sr. No. Name of Family Membar Age {Years) Gander Rolation with Applicamt
L] L 75 (i) fem Y Ty
BASIS lor REQUESTING ASSISTANCE (Tick whichaver |3 spplicabia)
s S ford P s
BPL Card EWS Certificy Card
{Attach Card Copy) {Attach c-n‘im-taum —Thitach Capy) E*"""“hm"’mﬂ
e E R CR TR WF ST T W oA FE see ot
(7 T @ ww wa sE wh Lumrm o oy oy S e i) Ly oy o ww o s o s
“PURPOSE" for REDUESTING ASSISTANCE:
anrom ¥q fee m fiet ® gt
5r. Mo, Medical Reports/Prescriptions Affached
] ol ‘ iR & gl &1 i g gen .
1 vug_?nw,a Kl - &LI—G&IIH"H?
d
U & il i i
e fenile rdwiald
- 4 = 1 R
N i
[
\ /
Nt
ASSISTANCE semmu&umsnut “PURPOSE" from OTHER SOURCES
19 70T ¥ B W0 == aoad e 5 = 8 e e 6t
Sr. No. NAME of OTHER SOURGE AMOUNT of ASSISTANCE BEING AVAILED
wn TEn ¥ TR W A #f mf mwrem o
F = 1
I BT 2000 1T




3
\

DECLARATION by AFPLICANT: Sifcs Tm Wiwm i
1) | hetoty confiim thil all dotads in this Form o Trod 19 e el of my nowiedge. Any Gilse statimant will rendad myy Application & sngoing assistance, if any,
liable lor rejecticn/oancedlation.

2) | solemnly confirm thal sssistance. If recaived from Koshika Faundation, will be used ohly for ths “purpose”, as stated in thia Form, for which such assistancs
raquented by me "

;ﬁinmm m-ﬂ?nynmnlmunnnt!.wmmlm future. avad of reimbarsemant, i gat ar in full, frem any other sourcelemployerinsurance company, of the amount

for which this asaisiance & reguested

13- ~iww wom € o = w8 T om et fow S wEe W s e o A b ot e B v oW e o o @ o 98 wem T o e |

20 W m v ofy et soetve S, 8 oo o o b e v et e ol i w fer feem amdo, o v ey o wn e

3) & yfe wom o fe Faw oo 1) ux wdn W o @ am ofn e e w e free Tead e o feiwnalto: word 6 3o fen & sl 3R o o

AGREEMENT by APPLICANT {smrs o =71)

1) By affing my sgnatuoy of ek impressaon on this Forem | {Applicant) nersby-agree & authonss Koshika Foundation and it's Trustess to
unefpublsh/put-uplreproduce my namae, address, pholo & detalls of the “purpats”, for which such usestance |8 requested/granted, through any
i, includging bul not lmdesd lo vertal, prinl, siechonic, for soliciling donalions for Koshika Foundation and/or disseminating informatlon about Its
octviestachievementn, Such use of my photo & detalis can B8 made by Koshike Foundation before or allor my treatment or fulfiment of the "purpose”
for which assistence fi being requesied

2) 1 (Applioant) furthor agres thal Bay such use of my nama. sddress, photo & details of the “purposs”, foi which such assistance is requestedigranted,
will not sutomatically ontitle me for recoiing or continweg the soid ausistance. The decision for granting andlor conlinuing he assistance will rest golaly
with the Trusiess of Koshika Foundation, and thelr decsmon i this regard will be fimal and scoepiable to me

1) s e s w0 s o e wema, F (s sl wovd ) i e f o “wifes wrtbe ol el i o) afie s R g am,
w, WA ol e g e o il B, s Calfen” e s, o, wenw g s o ) offied s aeferd @ fed faadt ot wm e

% wfr wrd % fowm afiegr b St v W o S F o w oo @ w6 S Csifiee sl w sl s b

2) 2 (memw) W owm A wrm { R T wm, e s e 9 oo W el @ wiile # u@ s T W veRn = e o vl o

“Sifivw" oy Tow e W fie e s woesd d

APPLICANT'S SIGRATURE OF LEFT THUMB IMPRESSION :
sETw ® weaw o sepE W T

AGREEMENT by HOSPITAL (¥==9 ©0 %01)
By-affiung hereundar, signature of aur Authortsed Signatory for recommending Ihis case/patient for financial assstance from Koshika Foundation, we
(Hospital} horaty aftinm & accapt followng:
1) thal we nedhet a= presenily nor will i fulure svail of finsncial assistance from another NGO or any other source, for the same patient'casa, a5 we are
raqueiting 1o get from Koshika Foundation, fo the extent ihat such assistance is gronted by Kostika Foundation, If the requested assistance ie not granted
by Koshika Foundation, in pirt o i lull, then the Hospital reserves it's right to maka up the shortfali from anather NGO or any other source. This
confirmation essantially states that the Hospital will not mvail any duplicate assiutance for the some patientcase from ony other NGO or eny other gowrca.
2) The assisianca from Koshika Foundation ks only fnancial in nature, The choice of the trestmentprecedurs advised/conducted by tha Hospital on the
patent, s baved on the amangament betwesn (ho patient & the Hospital, snd ia in no way influenced by Koshika Foundntion. [4ence, the Hospitsl will

aesuime gole & complate responsibiity of the reatment & it's oulcoma & safaty of the patient, and Koshiks Foundation will have no role or responsibility
i il mattor

v ey, wenwd W1 W @ SR W St w9l wm o st % w3, T e O e vee @ wsn w sl s b

1) w8 f& 3 o whr ol 3 0 sfrw F ol s T fowenl woes w Sel s v R T o F S w oA ok, R T e aiee wmatw”
W it Twn o o & “wfiw st o wee iy e b ol wfes st oo weon fed sfeceen o ol fee e § 8 s
fasl srm fr Wt o w fewt o wmnm W e #3w i e e b omo e d me e o § e s e wee Te il i et
W wE T T RRl S w E a)

L S ey @ W w mme v e owih @ b9 ow e oo 9o s oo RS W swniEe w g TR O v

% it w fwe o Ceiim et g et e ui gee ) ol e d a0 e g ol e wd o wlt ettt TR T
o ot i “aifre” ot Wy o Pl oot F oo

RECOMMENDED FOR ACCEPTENCE
i % fo e

Date of Swgery
wlyter Y mite

gblﬂl'l 14

EFPIRC "REY Nt oL 1l

FOR INTERNAL USE of KOSHIKA FOUNDATION  @=ifts vam #3 )

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
st T | AR TR 2
l AT
.'! —

15-08-2023



