AWR-C-23-11-oUlY

APPLICATION FORM FOR ASSISTANCE

{Healthcare)
[ T SEWE)

I.P.FI.IEJHDH N, APPLICATION DJ.TE
e )18/ 1420 B R YT TS
MAME of APPLICANT : ' Aﬁmemﬁ amg =9 | sEx fom
: Lo )
i Cavadrl  Devd 2 E
FATHER'SISPOUSE'S NAME
Tomrges T == oo\l

= P PRESENT RESIDENCE ADDRESS mawrd smari(s om
et (hynds e O — THaniuy isde Alwas”

'

TV TP TYI TGN

PERMANENT RESIDENCE ADDRESS : =m7 siareny 7

) .
Koshika
foundation
Budding biock af il

precp  patdop

sa Lu;{fﬂ

HE  abave ] Yie
m*“m' " ey WMARRIED T mﬁm | UNMARRIED {mﬁnﬁm}
TOTAL ANNUAL INCOME : |Attach Proof of Incomrm)
woww s STAobok (Clamily ) (o w1 wy wer) N O

PAN No. 711 @ 0 ()

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable).
= A Y B T b (F o= IE W uE Wl

T

Yea [No

Bl

FAMILY DETAILS ufmn faamm

(= Ty W e T see S

(WM W g e W

51 Nao. Maine of Faimlly Miember A [Veurs) Gender 'Rtlll‘Jnn 'nHi‘t Applicant
FH T oftan & wemE w1 9w 3w () i & TN TE
T [Duanam &l HUSHAT

@) Faxvermn. < ) M SO

(31 1SePia 33 F 'imgm

[ B) RiShab Tvears | ™ :

BASIS for REQUESTING ASSISTANCE [Tichk whichever is applicable)
wrm % T faafn s
BFL Card EWS ifi

{Astach Card Gopy) (Attach Cariicats Gopy) liﬁg:r': ek ;;"Hu,}hm';,

i T W S T T W - W I WE [rum—p—_

(WA W W W WA W Wi

“PURPOSE"

for REQUESTING ASSISTAMCE

womE ¥y S o e W e

Medical Reports/Prescriptions Attachod

5r Mo
w1 HEa FemREET § WA R W T g we
= ¥
I :Tytrgnn Y RE — TQrAILE FAJHEPHACT
LI
EE—— SENI/E CHRIREHACT
o * .
=) (2, — = s
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
T TR0 E B wE u=m wram e sen w6
5. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
0w ¥ WM W WS = T
1At




DECLARATION by APPLICANT: SR 20T Wiwem Wi

1)1 hereby confirm (hal alf detalls in this Form a2 True to the best of my knowl2dge. Any false statament will rendar my Application & ongoing assiElance, if any,
labie lor rejecion/cancaliation

2) | solemnly canfirm thl assistancs, if recelved from Koshiks Foundation, will be used only for the "purposa”. 85 stated in this Form, for which such assistance
was requesiad by me

3) | heredy confirm hal | have nol & will nol in fulure; avail of resmbursament, in gEr of in lull, fom any olher sourcelemployerinsurancs compeny, of the mouari
far- which this fassistance s reglUestnd

1) & s wen o f g e o S el e S e o s o wd ot B o el T un e s o b 9 80w e W sl
1) g W wErEn O " we wETa e, WO A s e 3 e oW o @ B e i, o wmowew A woomm &
NAsesmdF T oww oW wE W w ofn W st W e e el o anfaewew e # 9 A T el 3 s F dm

AGHEEMENT by APPLICANT | ymiee pm =)

1) By affieing my signature or thumb impression on this Form, | (Applicent) haraby sgres & autharise Koshika Foundation and It's Trustees 1o
res/publishiput-up/reproduca my name, addrass, phote & delails of the ‘purposs”, for which such assistance is requestadigrantad, hrough any
medium, incleding but not limited o verbal, print, alectronig, for soliciling donalians for Koshika Foundation and/or dizseminating information about its

nctivilbs/achipvaments. Such uss of my photo & detalls can be made by Koahike Foundation befare or after my trestment o fuililment of the “purposa”
for which szemstance i being requested

<1 1 {Appicant) further agres thal any such wee of my name, adoress. phote & detaiis of e “purposs”. for which such assistance s regusstedigrantad,

will not automatically entitle me for recelving or conlinuing the sald assistanca. The decision o granling andfor continuing the assistance will rest solely
with the Truslees of Koshike Foundation, and Iheir decigion is this regand will be final and acoeptatile 1o mo

1) ¥8 W W H e W S N e e, 8 () sl wafy 9 gfe s i e s and s ) s s | e S0 am,
ml,'h’h!'lﬂtﬂﬁmnmmﬁﬂhi.ﬂ“ﬂmﬂ“mm.m.mwm%!ﬂ!ﬁﬁﬂﬂmmﬂﬂiﬁm Wi e

B ywit wed % Py sfige & 9 v o e O TR S on m oW @ W o B Cwifee el u snd sfeen

2) & (o) oW @ wrem f R S0 T, w, w2 A e o e wem W Tooed W owfiin & SR e weme wowwe S0 v oW o

“wifir" v A =y = i sTe st wersh g

APPLICANT'S SIGMNATURE OR LEFT THUMB IMPRESSION :
WETE & TR W W = e

AGREEMENT by HOSPITAL (wmmr g &)
By affiung hereunder. signature of cur Authorised Signatory for recommending this casaipatient for finarcal assistanc from Koshika Foundaton, we
[Hospital) karaby affirm & accapt following
1) that we neither are presently noc will in lulure avan of fisancial assistance from another NGO or any other sourca, for the same pafienlcass, 85 we ame
requsaling to gel from Koshika Foundation, to (ha extent thil such assisianoe is granied by Koshika Foundation, If the requested assistanca s nol granted
by Hoshika Foundation, n part or in full, than the Hospitzl resarves it's rghl 1o meaks up the shotfall tram another NGO or any athar source. This
canfirmation essentially statss that the Hosplial will not svail any duphcals essistance for the sane patlentcase from any other NGO or any other source.
2) The assistance from Koshika Foundation ks only financial In nature. The cholco of the irsatment/procedures advisediconducted by the Hospllal on the
petienl, ls based on the arangemant between the patient & tha Hespital, and |5 in no way influsnead by Koshiks Foundation. Hence, the Hospital will

assume sola & complete responsibillty of the treaiment & i1's outoome & safety of the patient, and Koshike Foundetion will have no role or responsibility
ini tha matter

wort sk, wemal =T A | IR W e WA | i e 9 fewie w1 e @, feowm () Bre w8 S e we

1) w5 A wio s o e o i e e T ued dem @ Rl s v 0 e i 0 w R w8, WS i e Veifee e
A fapifah ¥ aau § el wrdm go oo gy fe b R e wrste o e fef aifrsees i e fen e @ 0@ s
femll s i ol sen w Ak e wEee A e o ow sfioen e mee b e o e e wn € i seeem il e e ¥
e wrwll sien W il e e @ Ak

2. “wiftm W % wf of s v fifim o w1 b BF @ e gm 4 of Ao el o vefen W o i o e

& o = faew § el sitem =Rt g el s w0 W S 8w TeEE O O % e gon s e =t e fasied ot o wem
= it 3l “sifen” Wt W qfien w fasmd e S e

RECOMMEMOED.FOR ACCEPTENCE
fom defe
Date of Surgery i i

v w mE or .
I‘S"”]ﬂg DS Dmmmwm
= ﬂﬁm LR =me]I %ﬂ@ﬁﬁﬂw

< FORINTERNAL USE of KOSHIKA FOUNDATION  SIFfiT® 37 ¥

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
ST TR | =WEt TR 2

-5 J ‘--—'-'__—_-__—-‘

15-08-2023




