Mgy = (—Lr-0%- 4 342
- ~ .
APPLICATION FORM FOR ASSISTANCE {Healthca
HEEd g9 3EET WEY (= iu:r-.t: Komu———-—nshliﬁ
mrm M[021G] )1 3 [ B¥ g 19 ¢ |
mumw- . g AGE-YEARS 5T9.md | Isex fom
%5 | 1%

T _f-hn.nun_.-- MARRSS-(RRTI) | UNMARRIED (W)
TOTAL ANNUAL INCOME - {Attach Proaf of Income)
¥ affis s 4'0 ortp I~ (ST w1 e HE)
PAN No. Tanf s e
ARE YOU AN INCOME TAX ASSESSEE (Tich whichever is Yes /Mo
A S w W (0 W W T W w0 W e e W ¢
FAMILY DETAILS wftam fammm
5¢. No. Name of Family Member Years Gender Relation with Appiicant
st e % e ?i[{uilj il SETE W T w
i
BASIS for REQUESTING AS. ASTANCE (Tick is applicable}
mﬁmmﬂ;ﬁm
BPL Card EWS Cortificate Ration Card Any Other
(Attach Card Copy) [Attach Certificate Copy) (Attach Copy) BasisProof
i T % N T T W um wl g ot W st W e
(o o3 w8 o mEE e (W VR W W He ) (wmm v Ew WE W i)
“PURPOSE" for REQUESTING ASSISTANCE:
wm ¥ fst AR W gt
St No. Medical Reports/Prescriptions Aftached
WA R 4 ) sepvEten ® Wi ® i sfeaEe s
T ARTELA 4/ 3 N N7 V- VT T —
‘ﬂh’ ra . ot
7 DE 2% pdn . afasagck
o= 5 A -
-ﬁlﬂﬂ}gﬁ-} D S LS T
ASHISTANCE BEING AVAILED for SAME ~PURPOSE" from OTHER SOURCES
¥ IO W ¥ W A wew fed s wm | frm o W
S¢ Mo NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
G HE i W = ot vf wwrem ovht
1 3 .,




DECLARATION by APPLICANT. Mes 5 Wy 9u:

1) | horaby confirm that all detuilts in this Form are True 1 the best ol my knowtedge, Any false statement will render my Applicstion & ongeing assistance. f any,
llabis for rejection/canceiation

I“mﬂﬂ;mmmm,immanFm.ﬂumunwh fhie “plarposs’. &5 staind bn ihis Farm, jor which such assistance
wis raquesiad by me

3) | hereby confiern thal | have nol & well no in fullers, avall of mimbuisemant. in pat or o (ull, from any offier seurcalemploperfinsumancs company, of the smount
for which thés essistance is requested.
1) & wrew wrm f T o ww ® ol g wl fame o wrveatt F seper ww ow w osle it o e mmniﬂﬂﬂmmitﬂhr
1) W g W eeen ofn e st @ o owow &, T am wh st o o et few wen, ® e F v o

1) & ofe won f B Fen w6 or wdw 81 of . w ofe o sfes w o fen el s enfends st @ 3 @ S § ool 3 0 o 3
AGREEMENT by APPLICANT (sss o 317

1] By affwing my signaiune or Humb impression on thes Form, | (Appicant) hereby agree & authorse Koshika Foundation and if's Trusiees in
usepublishiput-upireproduce my name, address, photo & detads of the “purpose”, tor which such assigtance | raquestedigranted, through any
madiim, wchuding but not limied 1o verbal, prink. elecironie. for saliciting donations b Koshika Foundalion andior disseminating information about It's
sctiviting/achirvamants. Such uss of my photo & details con be made by Moshiks Foundasion before or afier my iroatmant or fulfiment of the “purpose”
for mhich assuiance s beng reguested

2) | (Applicant] hurthor agres that ary such use of my name, sddress, photo & detnils of {he "purpose”. lod which such ABESIANCS I8 reqUEsHT/QranTng,
will nat automatically entille me for tecelving of confinuing the said assistance The decision for granting andior confinuing the sssistance will nesl solgly
with the Truntees of Koshika Foundation, and their deciion is this regard will be final and scceptable to me

I) T W W AT we W AR W e e, @ (smiow) W vt wd e wom o C et wedke sl ek sl ¢ 9 afieg won o s gn v
. F & % e o e A it # 78 e TR e TR Tee T g ani @ e o s seferd o B Rl @ v oaem

# v vt % o sl §1 5 v ow e O pa % we w we A wE W P Cwifeer waEwt w s whew

2) 8 (ww) = owr 4w 5 90 s, v, W2 ol fe W fE w5 wgewd 0wt b g9 v werem W ERR 96w T wa

= oy wendt Syfied wr Pele s s el Wi

APPLICANT 'S SIGNATURE OR LEFT THUME IMPRESSION -

AGREEMENT by HOSPITAL (wegms @il win)
By affixing hereunder. gignalure of our Authariued Signalory Tor recomrmending this casedpatiand lor inancial sssistancs (rom Koshika Foundabon, we
{Hosgilal) hecetvy afioni & scospt
1) Bl we nither are presently nos will in Siture ovail of Snoncial pssigiancn Irom pndther NGO ar any ofher source, Tof the same pelient'cose, o3 wo are
raguesiing lo get from Kosniks Foundation, (0 the extent ihat such assistance = granted by Koshika Foundation, |f the requasied assistance (s nol granted
by Koshiia Foundation, in part of in full, then the Hospital raserves if's right 1o make up the shorfall from anotber NGO or any other source. This
confirmation essantially stales thal the Hospital will ol avsll any dupficsts assistance for ihe same palienticase from any othes NGO or any oiher source
) Tha assistance trom Koshike Foundotion is only financial in natura. The cholce of the teatmentiprocedure advisediconducted by the Hospital on the
patent. i hased on the amangemsnt batween the pafient & the Hospial, and & in no way influsnced by Koshita Foundation. Hence. the Hospital wil

aEsump adle & compiete responsibility of the treatment & it's outcome & safoty of the patent, and Koshike Foundation will have no fole or reeponsibility
in e mattar

wont s, wenard ol e @ ekl o “wifeen e @ fife soen by fuonfn o wt B fad v (e B e @ wree w e wrh b

1) w57 9 o sie 3 f o F il s Bt A el s w R e e R e T F W ow A o 2, W B o S eife et
# e 70 % v 4 “ww wEEw” o g T b oR Csife et oo mw el sfeses 8 o 9 e o € @ e
fyt v wrerlt s w faedt s e @ e o W st e T bW e s ww o e sme i e Te il i et
b wrait s falt s e W Ao

1 “wie e ¥ = o e u0 G w60 W o g € o e 9 T sy W T e ree

W W W fees @ ol e wrrdea oo feal ven ow Wi e i ) ot g § Ol e g ol s o W el et O o o
W eef b " wifre™ o i wfi w Tt gw omee F wh e

RECOMMENDED FOR ACCEPTENCE
wieE w fon def

Date of Surgery

shitvA w1 win Dr.i'y - To0p

Q\M\ .GE-MM
X\ TR W e v 3 a8 e e s sfee

FOR INTERNAL USE of KOSHIKA FOUNDATION  w=sfve Zwan| 1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=] PE | A A 2

ol A

18-08-2024




