e

Ma pM—

g— S ~ A3 -3 2

APPLICATION FORM FOR ASSISTANCE (Healthcara) U M
v 1 S e KoShika
mmmun M’“ 3,1_3__, r333 m::.mmﬁllﬁ__ P ———
;ﬁ;ummr AGEYEARS 57F-7% | sex fim
**  kahan MNimos 8 | ©
FATHER'S/SPOUSE'S NAME -
i il PJJQth - .
PRESENT RESDENCE WANE STNIET YA ol s
T
wAlal ahn IJ‘E.f.h ﬂgyﬂ(
;l.!.i- | I‘fl"-.LH: [ L 1 ; = f’
m‘l‘m- rﬂlﬂ!"'l A JMARRSDTRTES) | UNMARRIED (wiemiin)
EE el e e
| PAN No. TTE TR S5
:!a:?ﬂ‘:ﬂmwﬂWﬁwmaﬁmﬁ:nﬂwk ‘;-:':?r

FAMILY DETAILS ofiem fesmm

5. No. Name of Family Member Age (Years) Gender Ralation with Applicant
w0 T qfian % w1 T ™ (7) fem TS W WM T
o1
P
BASIES for REQUESTING ASSISTANCE (Tick whichever i applicobie)
awem ® T fardfl apam
BPL Card EWS Cortificate Ration Card Anry Othor
(Attach Card Copy) (Atmch Certificate Copy) {Altach Copy) Basiv'Proot
wind T # A v T v A ERL L o W
(7 9% W wwm W A wh (w9 ¥ e v s (v 9 % g wf mee

“PURPOSE™ for REQUESTING ASSISTANCE:

o ¥y B e w9 T
&1, No. Medical Attached
w9 HE L " e W AR B wE
LA LIE — LAt g
g L
Dieg _)Sf-'wﬁ_d 0 (DFOXAlF
& L
J — "~
y £ N @ i S
" 1 3
N [
ASSISTANCE BEING AVAILED for SAME "PURPDSE" from DTHER BOURCER
T T F ¥ =6 & ape fel a e @ e o w
St No. MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W s = T W A #ft o weEm o
QELA A —




DECLARATION by APPLICANT. S7ess 50 Wiom om:

111 hevaly confirm il @i detads in tis Form s True 10 the tsul of oy knowledge. Any faise stalement will render my Application & ongoing aeststancs, If any,
able kor repeciorycanceiiotion,

2} 1 sglemnly confirm sl #ssismnce, if recaived from Koshika Foundstion, will be used anly far the “purposs”, as sisted in this Fomm, lor which such assastance

wars requesied by me

A} 1 narety confirm inal | have not & wil ot in Riure. avad of reimbursemant, in part or in hull, from any other sourcs/employerfinswrance comparty, of the amount
fepr which this sssistance = requesied

NEmmsmiErmmmdiftrna st mrmbt S S s mits Y wm et t h
2) W ogm ot werem oty < wifew it A o W o b, o T @ whee ) o o Sl e e, o oo o woomn b

3) A giw wm { T fom v ¥ v owiw Wt o &, 3w ofn W aiew W e e el s s el st @ o frm @ ol v o e @ o
EGREEMENT by APPLICANT | smbes: g w70)

1) By afaing my signature or thumts impeession on this Form, | (Appiicant) hereby agre & authorise Koshika Foundafion and Irs Trustees i
uise/publishiput-upfepraduce my name, address, pholo & detalls of the “purpose”, for which such assistancs |s requastedigranted, thiough any

mEgium. mciuging but not limited 1o verbal, print, eiectronic, for soliciing donations for Keahiks Foundiation andior disseminoling informaton aboul &'s

actoilimslactonyaman|e. Such use of my photo & details can be made by Foshika Foundation bafore or afier my trostment or fulfiiment of ihe “purposs’
for which assistance is being requestad.

211 (hppbcant) furthar agrae hat any such use of my nams, addrass. photo & deteds of the “purpose”, for which such assistance iy requestedigranied,

wld ot mutmmticatty aetitle ma for receting o continuing the sald assistance. The decipan for granting andfor conBinuing fhe aesittance will rest solaty
with the Trustees of Koshsks Faundahon, and el décislon is this regard will be lingl snd acoepiable 10 me

1) 7 T W v W W e, # (vkew) el sl o gfe won  wf S wifn witee sl ved el * wh sfegn wim f fix 0 o,
i, w1 A few o d i o Ceifee” gen sl wr, e qut ot ol afifeed s redied ¥ B Sl © v e

# waite wel € fiw afegm B 9 v w R S e el o} ST S fom i el sl sfien b

1) & w1 oo @ e e 90w, e, W ol feem W ween < ot @ wivde & o v o v T e o weay

*wiferwn ® it cnfied wn Bk affrs albe wrareel v

APBLICANT'S SIGHATURE OR LEFT THUMB IMPRERSIDM :
Ee o e m w1 form

AGREEMENT by HOSPITAL (wwem g W)
By alfixng rotoundar, sigrature of our Authonsed Signatory for recommending this case/patient lot finencial nsslstance rom Koshika Foundation, we
{Heospital) heraby affirm & accept follaving:
1] that we roeithior ana presently nos will in fulute svad of inancial sssistance from andlher NGO or sy ofhar source, for the same patienticass, Al we are
requesting 1o gl from Koshisa Foundation, o the salent thal such assistance & granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospilsl reseres i@'s night lo make up the shorfall from another NGO of any other source, This
confirmation essentially states that the Hospital will nol avail any duplicate assistance for the ssme patienticass Irom any other NGO or any ofher source
] Thir assiitance om Koshika Foundabion is only finencial in nature. The choige of the reatmantiprocedure sdvisedicongucied by the Hoapital on the
patient, i based on the afrangament between the patient & fhe Hosoltal, and is in no way influenced by Koshika Foundation, Hances, the Hospital wil

aEsume #0le & complote fesponeitslity of the troatment & if's oulcome & safety of the patient, and Koshika Foundation will hawe no role of responsibiity
i e ratler

vt e, wenal) o S0t W uradl Wl wifiew wnrae O el e gy Tt ol @, Bl en (e S weR 8 e ow s wd

1) 5 f& 3 # fwe sht 2 e F el s Sl B et S w fed s o S e o F A o A £ B v e e
8 frpimfed v % s 4 el st oo 6 i b o Cwive ontve o e el sifveass B W e e € @ s
fanft s by vl st Tl s e A w8 w e g v b gfe d e e e & e s Tt wex T Ay faet
i wowd e m Tk s we B T A

2 Wi TR W A weren v R i W o0 W o oo 6w we et v rrnaden o o0 o roes

W e w fow § ol i w0 Tl wer W Wil Tem ot b gl e d il 2 s e s s o wit P B oF paam
wi it sl “wifiren™ = W i m faeshol) g oo F e

RECOMMENDED FOR ACCEPTENCE
wigdl & foau degfr
Date of Surgery
aletrs ) wiha Dr = qu?wp

O < 2. 746
AIE | il i
AN\

FOR INTERNAL USE of KOSHIKA FOUNDATION  wi=iits Fwim

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

- ZJEEL

30-11-2024



