Ny —C- 3508 ~ 446

APPLICATION FORM FOR ASSISTANCE {Healthcare) Koshika
HET ¥, AR W CEIRRER) foundation
;;r;l;{ln;;?rfuu.: 1;}(53;1_5/{& 43 ﬁcﬁnﬂnma ,{{1{03!‘?5 i Builsing black af lifa

AGE-YEARS #9-19 | sex W

;:é,:; u:;p;;mm‘r : {"ﬁ:f,l jﬂﬁﬂ? aun &% M

Fn..THER'Sr;rqu;qses NAME : R P }" ﬂ”'t’(-f
PRESENT RESIDENCE ADDRESS wnF 9ER™ W ——
%H B _Lwanad Rwid , Jam i mopan , -
ffreep  fesic

duﬂ. Mathune, UP- 38 [3eY

PERMANENT RESIDENCE ADDRESS : &1 =i Tl

Cetlin€ AR  abgyec

GCCUPATION - Labotn WARRIED (FFI#e) | UNMARRIED (stPrmia)
TOTAL ANNUAL INCOME : (Attach Proof of Income)
5 i bocvof — (mwrm g AL
PAN No. T = dE
ARE YOU AN INGOME TAX ASSESSEE (Tick whichever is applicable): Yes | No —
s 3T ST w0 f (R T et e wm ud 5 fem e 1/ T =
FAMILY DETAILS witay fasom
5r. Ne. MName of Family Momber Age (Years) Gander Relation with Applicant
w8 AT ufaR % weEl WA W (=¥) fam T & W
{ I ddroen JFL7y ied @ ~ Uh A
A By Ky Oncen 32 Ih = O
7 X7 i ) E ) .-"-LM{?'M
RASIS for REQUESTING ASSISTANCE (Tick whichevar is applicable)
wErm ® o i smm
BPL Card EWS Cartificate
[Attach Card Cogy) Mnu:' Cerlificate Copy) Immgﬁ} ;ﬁmf
i T A R 3 @ Y Y wE s A
“PURPOSE" for REQUESTING ASSISTANCE:
wema i Y ™ . ag
Sr. Na. Med|cal Reports/Prescriptions Attached
F T TR WA W T e qE W
AE — C adw v -
L E — Coda el
1 —- ¥ \
S 6y - [(REJ - T P MAA
P £r S
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
T TETT T W FE 0 WgmW TEE 5 W w frm g
Sr. Na. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w4 HEn = =i T 9 =i e T
|F‘ l[,'__..yi-" f__,_f' .gﬁl o8 f —




DECLARATION by APPLICANT: FHER 10 WINUE W3:

1) | hawaly condinm thal aft details in this-Form are True to the bast of my knowlsdos: Any fslse stafemsnt wil randar my Agplication & shaning sesistance; I any,
[lable for rejectondcancellation.

21| solemnly confirm thal assistasce, (| receved Inom Rashika Foungalion, will be used anly fof fhe “aurpose”. a6 stated infhis Form, for which such szsistance
Was reglesled by me

3) | hieraby confiem et | have nol & will not In future. avail of remisursement, in partor in full, from any elher sourcelem Hoyerinsurantce company, of the amount
for whish this Rssistance by reguesied

|y # e stm o fE e ey 4 B vl o e S0 wpeed S s e v A B AR S e o om e w4 0 S e T =t o wEA B

) % g S s s e, A T m w#, Tew ave aE ovi S g e few wn, wm e € womm b

1) § g f f Tem we £ T o Wt E owm ol W oo w o Teem el s s fdemdtn wes # 3 8 ot e T 0 v A Sm
LGREEMENT by APPLICANT | sacs ¥t W)

11 By affixing my stgrature of humb impression on this Form, | iApplicant) hereby agree & authorise Hoshika Foundation and it's Trustess 1o

usalpublish/pul-up/reproduce my nams, address, photo & defalls of the "purpess”, lar which slich assistance s requesiedigranted, through any

medium; including bt nol limited to versal, prinl, ebectronc, for soliciling donations for Koshika Foundation and/or disseminaling information abaut it's

achivities'achievemanis. Such use of my phote & detslis can b made by Keshike Foundation before or after my Wreatment or fuiliiment of the “purposs’
for which mssistanoe s being requestad,

291 [Apolioant) urther agree 1hal ary such use of my name, addrass, photo- & detaids of (he “porposs”, lor which such assistanoe is requestedigronted,

will mot aiemalically entitle ma for receiving or continuing [he said assistance, The decizion for granting andlor continuing the assistance will feat solaly
with. the Trustees of Koshika Faundation, and thair decizion |2 Inls regans will be final and acczptable 1 me

1) T8 WS W T TE W SR W we, (s ) A wl g s f o st wietee o T st R sfew o f o
e, s = e vt 8 i, o0 eiEEer g S, T, we et gt A R s vl Tl Beel o wam owmen

7y w0 % T e §) 6w W e G e F ot o w8 v F P st s 0 = sfiem 1

1A (EmTER) T OWE ® R R T U AW, v, e s T W e w it % ouhin b o e s we i s v Ee o

it Y WA nfred W Pl i sl Saeei g

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION -
ETE ¥ pE WS W e

PTAT &

AGREEME NTELHOEPITAL { TS G0
By affixing hersundar, signatune of our Authosised Signatory for rocomimanding this case/pationt for financial assistance from Koshika Fourdation. we
(Hospital) heraby affirm & acoapt follawing
1) that we naifbar ara presently nor will in fulure-avad of firancial Bssiance from-anothar NGO or any other source, Tor the same palipnbicase, og we are
requesting o gat from Kashika Feundabon, (o the extent that such assistanoe is granted by Hoshika Faundation, 1T the requested assistance |5 nol granlod
fy Kashika Foundation, in-part arin full, (hen the Hospital meeerves it's right to make up the shortfall from enothes NGO or eny other source. This
canfirmation essantially states that the Hospital will not avail any deplicats assistance for the same petientidass from any oiher NGO or d@ny other souroe,
2] Tha assigtance from Koshika Foundation is eniy financiat in nelure. The choige of the reatmentprocedure advisadiconducted by the Hospital on the
patlenl, is based on the arongement betwaen tha patient & the Hospilal, and s In no way infuenced by Koshika Foundation, Hence, the Hospital will

2ssume 2ofa & complate respansibility of the meament & i's outcoms & safaiy of 1he patient, and Koshits Foundation will have no role orresponsibifity
It miatior

nminﬁiﬁ,mﬁﬁfﬁ#mﬁlﬂhﬁﬁ“'ﬂﬁmmﬂm"ﬂﬁﬁmmﬂﬁmﬁuﬁﬁi.ﬁﬂmerajﬁ‘:rmﬁmﬁltﬂmmﬁin

|3 g T FuEE S S B i o il sy Pl B ol v o el arn e we it o OF oA o & W9 e o YeiEe e
7 famima 5= %mﬁ"m‘ll’mmm&m"wmﬂhhwﬁ"ﬁﬁmmﬂm“wmfﬁﬁr!ﬁmﬁhﬂnﬂﬁmmia‘rmﬁm
fedt F=1 T Wl wen W fwdt & T=me 8 e w1 W sfiew 5w b om e 9w o b o e om o= e g e
A sreE wvEn W TR e A W S

POl e Il e e e TRl o Rl e e R e e B e s B g e e 1T
W fm o T § ol S TR B B TR T e T f e e O S T S s 9 Gy
o il sin i 9 5 ien o el g wee S w0 e

™

MMENDED FOR ACCEPTENCE
=i 5 e sl

VEEN SEN SHAR

Date of Surgery | MESS, DNB, \Wl
"m:___m...,..u.. hiarssnsnabniad 0, Dﬁ{gﬂﬂuﬂn o
QF]'!GE J 3= (Mam= of Dr. & Regn. No, with Stamp) : fidi

I AN § EEE A e T M T TR TR A S

FOR INTERNAL USE of KOSHIKA FOUNDATION =R 37 #q
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A T | T B 2

a J N

=

30-11-2024



