o C-23.12 -03 14

APPLICATION FORM FOR ASSISTANCE (Healthcare)

K¥hika

E”E"ﬁT‘L ¢ : ' foundation
APPLICATFIN Na. APPLICATION DATE ﬂE 1'1_ lhl.;l Building block of lifs
m v [) /m:z?,/!c-?'r S :
NAME of APPLICANT AGE-vEARrs ST-ad | spx fin
Hﬂ!ﬁ W =
Pa 1lak 3o M
FATHERSISPOUSE'S NamE
sz 51 W G"u?h
'PRESENT RESIDENCE ADDRESS WaAus simmy um _ ; :
m Mehyimg ., ek~ T T L (G FITi | v A |
V Runcikan- Golkd eof Posto
PERMANENT RESIDENCE ADDRESS : =01 Smamard v % p S {P
He el
. M Givmey MARRIED () | UNMARRIED (seefoa)
TOTAL ANNUAL INCOME - {Attach Proof of Income)
wE HiE = <nnan - [ S/ ® e W) ﬂ.m
PAN No. 7% T3 #E NA

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever 18 spplicabli)
W S T WA OT (W A W OIW W ORE W e e

A

FAMILY DETAILS mftan fesmm

&r. No Name of Family Membar Age [Years) Gondar Retation with Applicant
¥ HE 5 1 Tm 70 (= fin & e Ty
an U xXTha = L EP
[ D)
BASIS for REQUESTING AS5ISTANCE [Tick whichevar is applicable)
=emm ¥ e faals smn
BPL Card EWS Ceitificate Ration Card

(Attach Card Copy) {Attach Certificate Copy) wtn::fi;':wi ﬁﬁr}m{

i o v S MW Wy TSN e e
(W 9 = we o e W (v ws = omm wf e W (w73 =1 wm v e W '

“PURPOSE" for REQUESTING ASSISTANCE:
werm 7 fe @ fent = oag:

Sr. Mo Medical Reporta/Prescriptions Attached
A W SFMFEIRT & Wi W W ahe e aes
Y meNs  RE — SEILTE  THRINEn
(t ~ SENLTE O ARG
S S ua;]?‘pv’j = 1F~ SICS G PemA
[
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
$H T F W RN I wewm e w1 w=e g e o e
5. No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W 5 T W it nf wErE T
7 Al




DECLARATION by APPLICANT. 3795 ZW WM Wa:

1) | herety confirm (mat all datels in this Form are True to the bast of my knowledge. Any falee statement wil remdar my Application & ongoing sssistanca, if any,
liable for rejectionicanceilation,

2) I'solemnly confirm (el sssistance, if recatvad from Koshika Foundation, will be used only for tho “purpose”, a8 stated In this Form for which such assistance
was raquesled by me

3) | hesetiy confirm that | have not & wall pot in future. dvail of mimbursement. in pan o in Tull, fram any ofhar seurcefamployerinsursnce company, of the amouni
Tor which this assistance |4 egussted

1) & e w e wwEE A m e famen A W ® s we o s bW o P v e s o oww # @ S e e 9t wm e b

7) & g W wEm T Wi et d ool W ol b see awin w6 atm w5 g S T few o, 9 o wen F o

3) A gw wom f & o wer # ur wd ) m ki w osfes s wee e e ae s s wae W 9w e & sl o ofe o dm
AGREEMENT by APPLICANT {sitrs gm =)

1) By affixing my siyraturs of thumk impression an this Form, | (Applicant} hersby agree & authorise Koshika Foundation and it's Trustess to

usalpublishipul-upireproduce my name, address, pholo & details of the “purpose”, lor which such assistance is mquesied/granted, through any

madium, incieding Bt not Urited 1o yerbal, print, slsctronic, for sollciting danations for Koshlka Foundation and/or disseminziing infarmation abou! it's

aciivities/achlovements. Such use of my photo & detalls cen be made by Koshike Foundafion betore or atter my treatment or fulfiiment of the “purpose”
lar which assistancs is being requestad

2) | {Apphcant) furthor sgres [hal any such use of my name, sddress, photo & details of the "purpose”, for which such essistance is fequesladigranted,
will nat automatically entitle ma for receiving ar confinuing the said assistance. The decision for grenting andlor continuing the assistance will rest solaly
witity the Trustess of Moshika Foundation, snd their decision s this regard will be firel and sccaptable o ms

1) T8 Y99 W H94 T W S w1 o wwen, § () s w0 g A € il weave sl eee s oW sfenn s f T 90 W,
i, whe s wl fiern g uew F wifo #, ot Cwifee” we sl wm, s i gk o e ol s avefasd & fe fadt off g s
# wwiitn w1 % o e #) F ooy ow e @ o o v wmowm w8 T el sl o =l sfiogn b

23 & (artew) W W W v LR 90 T, = s e @ T o § Tkee @ wfvie o s e W v T 9 e e |
"l " qa Tk wfi W Pl sifi st srorerd o

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

nEEE ¥ TEER W R W e _

AGREEMENT by HOSPITAL (e §m =)
By affixing hereunder; signature of our Authorised Signalory for recommending this casa/patient for finhncat assistance from Koshia Foundafion, we -
{Hospitad) necaty affirm & aocept nliowing:
1) 1hal we nelthar are prasently norwill in luture avall of inancial assistance from anoffer NGO or any olber souce, for ihe same palient/case, 85 we are
requesting to gl from Koshika Foundstion, (o the exlent that such assistance i granted by Koshika Foundation, I the requesied assistance is not granied
by Keshika Foundation, in part or in full, then the Hospital reserves s right to make up the shorfall from another NGO or sny other source. This:
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source
7) The assistance from Keshika Foundation is only financead in nature. The chodoe of the ealmentprocedurs advisadioonducted by the Hospital on' the
patient, is based on the ermngement between the palient & the Hospital, end Is in no way influsnced by Koshika Foundation. Henee, the Hospital wil

assume sole & complate responsibility of the reatment & i's oulcome & safety of the patiant. and Koshika Foundation will have o rale or respansibility
in the matier

mﬂqﬁﬂ,mﬂnﬂmﬂmﬂ"ﬂﬂmw&m"ﬂMwmmiqrnwﬂmﬂaﬂt_ﬁdw{mmﬁr:rmﬁmimiﬂil

1) o 5 7 o e sl N w5 Tl e Sest A wrwit s feelt s wm @ e iR S w A # R oA Ui ot
# frmiviets 791 % e d “wfoe s o ae i e & ol sl weRwet g wen fer sfrseaen g v T e o € o s
falt st s wea W e e wEE R aee W st i e b e ofie § e v wm § T s fdte T am A g et
¥ womd wan w T s wE W A EwET

2 “wife wrshe O ot o wven e fafvs TR w4 OF W e w9 vl sew o B ol om0 weEe

# diw w0 fwy § s s skt o Bed s w o em b yeiad weEm F it S gere g ol sed a6 wdl Fasted o vE weEE
1 i s sl S i @ vl T e d e

e

ECOMMENDED FOR ACCEPTENCE Q L
= e & o wwafa 1
Date of Surgery ur. Ra YOGESH YAD.
st 5% MBBS, ”&u'ph"““"&" fsssn A AV

Dr. § hamp of uth
5o | S g

FOR INTERNAL USE of KOSHIKA FOUNDATION ~ srfis 2va ¥

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
[ TR | ) e 2
_'}l .-_______——'___'.

15-08-2023



