Mom- c.3u-o3- 6902

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kr?s'hika l
h ( ) foundation
movwr s M|2324-[1368 |Semaodlenlg b=
MAME of APPLICANT ; . AGE-YEARS ﬂ‘g— SEX 'ﬂ::'l'p
T = T { ._ﬂ_ .::“—1 i
FATHER'B/SPOUSE'S NAME : d v' : =
R = e tha
‘ ! ] _ PRESENT RESIDENCE ADORESS X -
z f £ L i3
[TREIN AV L = A
PERMANENT ADDRESS -
e |
kel ol DpPeve
-
e Ker™ MARRIED (Fomiif) / UNMARRIED (sfvaita)
2 —TRAstach Progf of Income)

TOTAL ANNUAL INCOME : i
Y - &émﬂﬁf;mshﬂ (3 1 T )

PAN No. Ti{ Wil Hwa
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever Is apphicable): Yes | No
w0 #9 3 w oo § (W TN T W W e e 8 /W
FAMILY DETAILS oftam fieme
5. No. Name of Family Memb Age (Years) Gender Relation with Applicant
LR ity & n‘-!: 2g (wl) _?i'! pE W A
LA Chavits oL %) = VTP
o, Mamle oY *’é\ - 2 1
L8 félmq_h R ey [ h-d Sola
—t L] 1 L - L] .~
BASIS for AEGUESTING ASSISTANGE (Tick whichaver Is spplicable)
e ® fid fiss s
BPL Card ertificate on Card
(Attach Card Copy) {Ansch Cartiicats Copy) Copy) Fow i
wird T % 9w w3 W T Irvien w0 resin s ik
(g 7Y ¥ w ul wee W (v W e ufl deE Wl Cwmm g W we o W wh
“"PURPOSE" for REQUESTING ASSISTANCE:
s oy Tk i fedt W gt
Sr. Mo, Meodical Reporta/Preacriptions Altached
9 W = m#%ﬂﬁ%iﬁﬁ : "
! rf)m_n_w P emle.  Codafg(}
- He lﬁgohIL Cafane |
o ;-'—'-ﬁ ,-"HE i ¥l |
9] [ a\fmiaw 1z rM M
]
Wi
EING AVAILED for SAME “PURPOSE" from OTHER SOURCES
ml:ﬁdﬁﬁﬂmﬁ#mﬁﬂmmﬂ?
WAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
;::q W ™ rlnhrmuml "
ﬂi&) I Ar2a) -




DECLARATION by APPLICANT. SE7% g0 ivm Wi

1:|mmu:.rmmmndmlnwlFunﬂnTnummwde.MyMMmlﬂmrwWMlmmnm."w.
liabie for rapclionscanceiation.

z]lﬁmjnmnmmum If pecmbed from Koshike Foyndation, will be usid only for the "purpobe”. as stated i this Form. for which such assistance

wiis raquesiod

aun':qun-_rmw thrt | heave nol & will not i Rature, avail of reimbursemant, in part or in full, from any other scurca/employer/insurance company, of the smourt

for which fhig essadECe = fequesied

1) & s wem of T vm w9 fod ol o e S el # sgan e o ) ot s o o wee v we e b 40 awe e o vl b

1) & g 9 wow o “wifee sestva”, B oo w o &, v ot T wten o) o % fiad fon i, 9 @ e d o b

1) ¥ gfe wom o fir Frm wron § o onis o of #, 10 o W wer w e free el o Sl e A 3 9 fm sl 3 e d ddm

AGREEMENT by APPLICANT (5w o %0

1) By affuing my signatute of thumb impression on mis Form, | (Applicant) hereby sgree & auihorise Koshlka Foundation and Ii's Trustees 1o

use/publishipul-upireproduce my rame, address, pholo & detalls of the “purpase”, for which such ssalstance ks requested/granted, through any

medium, including but not liméed to verbal, print, electronie, for sobiclling donations for Koshika Foundation andior disseminating informalion abaut N's

pctivitiesfachievements. Such use of my pholo & details can be made by Koshika Foundation belfore or afler my treatmaent or fulfilmant of the ‘purpase”

for which assistance |4 being requested

2) | (Applcant) furiher agroe that sny such une of my nama. eddress, pholo & detalls of the "purpose”, lor which such assistance is requested/granted,

will noi auiomsticsly entille ma for receiving or confinuing the said assistance. The decision for granting andéor continuing the assistance will rest solely

wilth the Trustees of Koshika Foundstion, and thel decision ts (his regara will ba finall and acceplable to me.

1) w0 wen we o woer W sird W o e, (o) vl v wt g w of o et umite sl est sasltal = wt st v f fa v
um, w1 ol = fawm g v 4 e § ) Cwifee” s i, e et 3t § g wfeied sin e © ford fal o e

# s W % fo wfome 9 v W e e ¥ wE e 3 w0 ¥ fon Yeife et el afen

2) & (seew) woowm W wew f e 9w, e, i ol fee @ i s wevd @ wid R we: w0 T W e o

Yy g ywed =il frdy e sfh e e

APPLICANT'S SIGNATURE DR LEFT THUMB IMPRESSION :
sy € wemwr W oA W B

By afMxing hemaunder, signalure of our Authovised Signalary for recommanding this case/patient for financisl avsistance from Koshika Foundation, wa
{Hospitad) hemeby affirm & accept following:

1) that we neither ars prasently nar will in fuliee svall of lingncinl uﬂnmuhmmnmﬂﬁﬂumuﬂmmu fer the anme patient/cavu, Be we nre
requasting to gl from Koshika Foundaton, 1o the extent fhiat such assstance ummwmwuhmmmbmm
by Koshika Foundation. in part or in full, then (he Honpital resarves iU's dght ko make up the shortfall from anothe: NGO or sny olber scurce. This
confirmnfion essentially states that the Hospital will not avall any duplicate essistance for the same patienlicase from any other NGO or any other source,
2) The assistance from Koshiks Foundation is only financlal in nature. The choice of the restment/procodune advisediconductod by the Hospllal an tha
patient, is based on the arangemen! between the patiant & the Hospital, and |s in no way Influenced by Koshlka Foundation. Hence, the Hospital wil
assume solo & complale responsibiity of the teatmant & il's outcome & safely of the pationt. and Kodhika Foundalion will have no role or responaibility

in thie matter,

wat sifieqn, wenwd ol s @ el Wl * st sk A fele e iy feef o) sl 4, fiet v (veeme) T e R e w wler e B

1} fe 36w o ) ofes o fafirs smrom felt o owoerd dees o Bl s ol A T B F O w o ok 4, A e v Ui e
# fawimded 39 & wau § “sifow W gm W o b o Cwiew st g e el sfimeeee & S0 fee e @ @ s
frlt == o wowd wem o S s wEe A wen A o sfeer e e b T d we e owm e sEe Mot T e Tl i e
oy v s W sl o w W S S

1 “wiTw WE=TE" W O W W Su T v W b i W o g f v v Tl ol sveaiEe e o rens

& W o ¥ sh sl et g Ferl v = e v ol ) efE weme 4 bE S v goe s a8l W omi facied D wmee
wht ol sl et W W aftom m Peingh e el wd

MEFHM

% fom wwfy
Date of
i < o, g‘ﬂb“““
'I.’F L

o3t Mmm

FOR INTERNAL USE of KOSHIKA FOUNDATION  ss=ifts avem ¥

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A T | il " 2
@)‘“‘77" /vf-(«'/‘/g__..
1'_1' p—

25-11-2023



