: C-20 -of -0} 08 o
APPLICATION FORM FOR ASSISTANCE (Healthcare) Kos hlka
HETHAl B, ST 9T Samaadheivail Toundation
I-P:PLJC-l_u'ﬁDN Mo - ﬁP:F‘UCA'I'IEH DATE Husilfirg block of e
S W A !;!'01‘3./ 132.€ s it 7 5-1ls-2017 -

MAME o APPLICANT | AGEYEARS F-=n | gEx fin

ATEEE ¥

o Mee he uy | F
FATHER'S/SPOUSE'S NAME -
WG W A ”ﬂ!gg m _ _I

(<0 (8
PERMANENT RESIDENCE ADDRESS . =7 syanita om meeno.

e AQhnue J328

QCCUPATION
DusyE Uamo makey MARRIED (FE1iF) | UNMARRIED (sPaiivm)
TOTAL ANNUAL INCOME : - . |Attach Proal of Income)
e WiNE 51 oo b (family ) (3w W AR EETE) A
PAN No. TuH wiel Haw i ~
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes [ No
W AW AW OE W § (S T N TR W it W e e 7 A Am
FAMILY DETAILS Siam [a=7w)
Sr. Mo, Hame of Family Membar Ape (Years} Gonder Relation with Applicant
T fiEW % W W A au (=) fin S & W A
1. i
L HOKAN ab | ‘ﬁ_lfﬂﬁ ﬁd
- i
1 ) Sahil 77 18] K74
a_ i = g -
- mﬁm ﬂLU :: W
1
4. i’ i} anlSh kA .
BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicabla)
mEram % fern Peafa s
BPL Card EWS Cortificate Ration Card Other
(fitieh Card Copy) (Attach Certilicaln Copy) !Aﬂ-:: Copy) Bﬁ&fﬂm
Tt e 2 s oo s w1 T T FE S0 Wi W
(TR T W g HE W (e o 51 e wfy e i T S W Wi e i

"PURPOSE" for FIE_IJU_ESTENG ABSISTANCE:
wow # T i s e
8r. No, Modical Reports/Prescriptions Allached
W someste @t w1 m i e s

I fﬂr'qgh::uw_c K — POSTERIOK ﬁ-UE'*-HFgUI'W CRTARAC]
e = ProTRY

4 - ‘ -
o) E’u}f;?m-;v — Bb— DTCYS LUt PMeG

ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER EDU'R‘EEE
¥R I W 9 e W oy fRE e wm A e o w2

Sr, Na, NAME of OTHER SOURCE AMDUNT of ASSISTANCE BEING AVAILED
wu HE ¥ =i % =it wf wemm i

LI L




DECLARATION by APPLICANT, SER% BN W] 93:

1) I haretyy cohnfirm (hat ell detalls in this Form ars True to the best of my knowkedge. Any faise sitement will render my Application & ongoing assisiance, If any,
liabis for rejectionicanceltation.

Z) | solamnly confirm Ihat sssistance. If mceived from Kashikn Foundation, will Be used only for the "purposs”, 65 stated in this Form, for which such assistance

wis requested by ma.

3) | herahy confirm thal | frave oot & will nol in fulure, @vail of reimbursemant, 0 pael o in . from any other sourcefemploverinsuranes company, of the amournt

for which this assmstance |s requesied

1) ¥ e wew € e e wee o o owdt S o Wt w s e ua e b o s S o we s s wm @ ot S s P w W wedt )

) W g W weram ol e s, @ A oo e e e we W g W e e e, W om wer F s

1) F e wm f s Ty s # kWt ool & 5w oo = afes wowwe fren fel s st weet 6 30 ek ol T @ v d dm

AGREEMENT by APPLICANT (s Tn T

1) By affixing my signature or thumb impression on this Form, | (Applicant) heraby agree & authoties Koshika Foundition and U's Trustees 1o
usa/pubilishput-upreproduce my nama, address, pholt & dotails of the “purpase”, for which such assiatance is requested/granted, through any
medium, including bul not limiked 1 verbal, prinl, slectronic, for soliciling donations for Koshika Foundalion andfor disseminating information about it's
activiies/achievements Such use of my photo & details can be made by Koshika Foundation before o after my Urgatment of fulfilment of the *purpose”
for which assistances & being requestsd.

21 | (Applipant) furthsr agree |hat any such use of my name, address, photo & cstails of the “purpose”, for which such nesiztance is requested /granted,
will not awtomatically entitle me for receiving or continuing the srid asaisiance. The decision for graniing andier continulng the aesistnnce will rast solely
with tha Trustess of Koshika Foundation, and thalr dacision is thlz regard wiil be final and accaptabla to ma.

1) W W WS v W A W) e et § (SR ) s apele W g s ] o el wde sie awd =mid W) sifegs s B S0 m,
o, i ol ot Freer g o o e #, o Yt o sl an amen pE agten o ot il i e o S e o e s

o o S e sfgn &St e At wrs ® wdom oo e o e Vi ol w Sl afiesn &

2) & (swiws) WA W T W W0 T, v, W s e W e wrmm T W wien & SR e s W e T T e §

*aitfyen" Ty o =il 30 Sefn s o e am

APPLICANT'S EIGHA'I'URE OR LEFT THUME IMPRESSION :

AGREEMENT by HOSPITAL (wovms mo +17)

By afiang hersunder, signature of our Authonsed Signatory for recommending this casae/patiant for inancal asssiance from Koshika Foundation, we
{Hospital ) hierety atfrm & acoept lollowing

1) ot we neither are presenily nor will in future svall of financial assistance from anothar NGO or any ather source, for the same patentcass, 83 we are
requesfing 1o get rom Koshika Foundation, fo the gxdent hat such assistanos s granted by Koshika Foundabion, If the requested assisiance (s nol granied
by Koshike Foundation, in parl or in full, then the Hospital resarvas it's pght 1o make up the shortfall from ancther NGO or any other source. This
confltmation essentially siates that the Hospital will nol avall any duplicate ssslistance for tha sama patienticese from any othee NGO or any olher source.
2) The sssistanes from Koshika Foundation is only financhal in nature. The choice of the resiment’procedurs advisediconducted by ihe Hospital on the
patient, s based on (he erangamant btwesn the patlent & the Hoapltal, and |s in no way influsnced by Koshika Foundatlon. Hancs, tha Haspital wil
aEsume 20l & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundatian will have no robe or responsibility
Iry the mimttar.

wt afiegn, weE @ sk @ omRd ) st s 3 Rl o f Reetor @ ael 2, foen (o) o v @ e wiee wEod

|) o T 3 A iR o 3 @ ofee | e s T o wen wer w R o win R e el d o wm o w4, 4 T e i s
# Frevftn e e ¥ way d Cwie eI g v 1R O ol Cwiem westE T g wwem fal sifremsa d e ) fem e § 8 s
fordtt o B s i w Pl oe wma A e @2 o sfusn e v & e F e wn e | e s Rl o aw S g feh
st siEm w fRs W EnE A TR dmvend

1 “wifiw Wit " @ # o amem wne i ol w b o @ o oo s T aEreiee W g O oul seee

® Wwow fawa § i “wife st go faslt weeow e we A b el e F 0 # e e sl s e R et Rl ot o e

& st s a9 e Prdol m oo W R

/ /neumum:nmn%mﬂ ég
YOGES

Date of Surgery
Eal i
p RiEa Mos DG
FOR INTERNAL USE of KOSHIKA FOUNDATION  srifts T ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
! T | S T 2

7 TP

ot 4

L

15-08-2023




