VA A/~C- 33 -13- 2216

APPLICATION FORM FOR ASSISTANCE

(Heaithcare) thlka

HETIA B STAA WIES VTR SEWE) foundation
mﬁr«:uu.: V’( mQ:” 12 ,%%M%LTM"BME d{f:?;?g . muinnu-_u-__n_»r_

e Raom Babe

AGE-TEARE 3T-T0 | sEX fifn

88 | M

e Soham 1 al

PRESENT RESIDENCE ADORESS WiWH S7rdla vl

S Une bl eded

| MARRIED (i) 1 uNMARRIED (sfrden)

PAN No. THT] T e

TOTAL ANNUAL INCOME : % |Aftach Proof of Income)
o wis Utomw]- CFomy)  wmwades A/

ARE YOU AN INCOME TAX ASEESSEE (Tick whichever is applicable):
W A AW OwT IR (W W W TR W wet w A Al

T-ulJ Nn

B

FAMILY DETAILS wfam Taam

Sr. No, Hame of Famlly Mamber Age (Years) Gender Relation with Applicant
FH W o A ! fim W H Y
£ TR Dtug &Y = [ XY
P Pakadh a3 M X
71 RN 9) 20 F W

BASIS for REQUESTING ASSISTANCE [Tick whichaver is applicabie]
e % foyd Pl ama

BPL Card EWS Certificate
(Attach Card Copy) {Atiach Certificaty Copy)
i o @ i gm0y we o ot  wy
(W R oenn i e %t (N T W BE U W W

(=

Rition Card Other
{Attach Copy) Et‘:{ IProct
i e

: = wH e

v % E uf wee st

“PURPOSE" for REQUESTING ASSISTANCE:
wer ¥ R i . e

&r. Moy Madical Reporis/Prescriptions Attached
Ll FPEAEE | W w1 e {6 W
[AE - Cafanacs
LE - C atanacf

LN U-’;F_e"]gﬂ‘ —

i,
RE)— 3 205 F PAiup
N i

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T TR % ¥ T 9w TR s= wie f P o 62

Sr. No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FW Hw . s ) s e mi
& S CS J'Eiﬂu’fr—'




DECLARATION by APPLICANT, Spww g wimey o9:

1) | ety onfiern that 21l dutadls in this Form are True to the best of my knowledge. Any false statement will render my Applicalion & ongoing assistance, if any,
limbls for rejectionicancetiation.

2) | sobemnly confirm thal assistance, ! recalved from Koshika Faundation, will be used orly fdr tha “purpose”, as stated in this Form, for which such sssistance

wiis renuesied by me

3) | bty canferm bl | have not & will not in future, avall of reimbursemient, in part of in full, from any other soutcafemployerfinsurance company, of he amount

for which this ssslstance in nequesisd

1) & wrw e f e TR oWy # frg o and e 89 =Ee W agen e o w0 ot e fews wowe s wmowe # W S0 e e W oW e h

316 g wer afet i et @ E o R, e o ol ety W g @ ferd e i, o ge amen F wnomn d

1) & wfie wom f & fum wwe @) o w9 0 R, I onfn oW s m owes fiem fiest e stefodwnal sl @ o3 o feew f sl w0 wies F

AGREEMENT by APPLIGANT ( sqams o =01

1) By alfixing my signature or thumb impression on this Form, | (Applicant) herety agree & suthorise Koshika Foundation and it's Trustess o
vealpubishipul-upreproduce my name,; address, photo 4 datalls of the “purposa”, for which such assistance Is requested/granted, through any
madium, Including bul not limited 1o verbal, print. electranlc, for soliciing denatisns for Koshika Foundation and/or disseminating information about (s
acliviiesfachisvemeants. Such use of my photo & details can be mads by Koshiks Foundalion before or afier my treatmaent or fulfilmant of the *purpose”
for which assistance 18 bang réquesiad

211 (Applicant) turther agres thal any such use of my name, sddress, photo & details of the “purpase”, lor which such sssistance ks requested/grantsd,
will not aulomatically antite me for receiving or conlinuing the said assitance. The decision foi graniing sndfor continuing the essistancs will res! solaly
with the Trusiess of Koshika Foundation, and thair decisian is this regard will be final and scceptable to me

1) 98 g or S93 wene m sind ) v w, A (e st el @) e wen f ol i wdve sl st smdel " W) sfisg s f fie g s,
y, w2 o o fer wa o o i #, TR st v sl o anewm gl g o gl afieinl soaefed @ fe el @ oo aem

T wftn W % fir sfoge ®1 9 owve ow fwon 6 F Tl W oW ¥ W W e st e S = sfogn b

1) A (awivE) v oA R T € e o am, o, wi sk e o TR aoem & gt @ wiids § g0 e ween w e W e owowe

“wifym " wu e nfid e Feete s e s g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION |

AGREEMENT by HOSPITAL (¥=%T7s 0 %)

Hy affixing heraunder, signature of our Authodsed Slgnatory for recommending this case/patient lor financial assistance from Koshika Foundation, we
iHospital] keraby offirm & accept following

1) that we nalthar sro pressntly nor will in fulure avell of financial essistance from another NGO or any other sdurce, for the sames pallent/case, Bs we are
requesting to gt from Koshika Foundation, 1o the extent thal such assistance is grantad by Koshika Foundation. T the requesied assistanoe is nol granted
by Koshlka Foundation, In part or in full, than the Hospital reserves It's right 1o make up the shorifall from another NGO o any ather source, This
confirmation essentially sintws that the Haspital will not evail any duplicale assistance for the same patiant/case from any other NGO or any other source.
2} The assistance from Koshika Foundation is only financial in nature. The choice of the trealment/procedure advised/conducled by the Hospital on the
patiant, ¢ based on the arrangement between the patiert & the Hospitai, and is in no way influsnced by Koshika Foundation, Hance, the Hospital will
assume sols & complete responsibility of the trestment & il's outcome & safety of the patient, and Koshike Foundation will have no ke or responsibility

i that matte '

et o, w1 iR R WA W Wi st # Tl s by fredon W oW 8, fl v Ormae) s wew @ o w sl s

1) we a4 W wis i W R s 3 i o fe e s w fed s s 0 owmR i F S o A 8, A e e it e
A Pyt i 3an & wu § Wi sEEweT g w6 e f AR sifee SR g e e e B s e we § @ s
frl s P wrwd wen w A s wEE A oo A oS s g e b ofe o ere s o # e s fpfte s ae iflare gy fa
#r wowl wen = W ses e F ) Feh)

2 “wifire wirEma” @ W of e S e i w6 0w wee gm 8w wew @ Rl m srEie
aﬁihwftml’#ﬂ'tﬂmmﬂhﬁ“mmﬂ?mmﬂmdilmﬁﬂmﬂﬂﬁmwdf{ﬁ

w1 s ‘s W o e w frekeh oA F 6 e

3

RECOMMENDED FOR ACCEPTENCE
DR PRAVEEN SE|| vt & fog sheft
i Il..i:IE:\.! ........... Dnte. ... =T
Q&/{Q/ 3 (Naine B Dr. & Regn. No. with Stamp)
T W T Y pE A A 1

FOR INTERNAL USE of KOSHIKA FOUNDATION STt ¥ #7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
e | AT TR 2

e TN

¥ ]

16-08-2023




