URN-C- 23-02-1229

APPLICATION FORM FOR ASSISTANCE (Healthcare) | 0 the
o (e KoShika
m v Vie323( (en 7 wpuermonsars: 22103 | 43
APPLICANT E AGE-YEARS ST5-mi | sex fisn

FATHER S/BPOUSE™S NAME :

OCCUPATION - ) Howme makes W{Mﬂ}rmmﬂiﬁm
TOTAL ANNUAL INCOME = {Amtach Proot of income)
W Wi s 22own[— ¢ Famiiy) (a4 & wa g N/
PAN No. BT & wa 3 ~
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever lo applicatie}: Yes i No
W A = s o f (9w N oaw w el w P ey u'ﬂm
FAMILY DETAILS wftaw faamm
8e No. Hame of Family Member Age (Years Gender Relation with Applicant
nm‘;m ﬁmﬁq&%mm n[ﬂ}} fisin WETE ¥ T Wy
i LiaMan Lma s (2 A Hubbavel]
4 . oy e i 4 AN o
Z B kha adl E hﬂll%ﬂ’!’f!"ﬂ un LAt/
BASIS for REQU is applicable)
weram & fed fify s o )
BPL Card EWS Cortificate fation Card Amy Othet
{Atinch Card Copy) (Attach Cortficats Copy) (Anach Copy) BasiniProg!
iy en W ik wem Ty s sm wi wmm ™ Fyaisn wn s O -
{7 T W e o e (v v E ww e e W Y W WA W HE

“PURPOSE" for REQUESTING ASSISTANGE:
wevem &9 fwl m fowl W e

Medical Reports/Prescriptions Attached
sermevsien # wh W o wfvie i W

FE- CTatanack

CE- Talanald

F a3
*éuﬂgr.marf (BEZ s 3l § FPmmB

ASHISTANCE BEINDG AVAILED for SAME "PURPOSE" from OTHER SOURCES

W agtm # by W aea wmem fERR s e A B e

NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
s Bl W = P i wrem ot

DECT

e
q

nm.a.ayd._c




DECLARATION by APPLICANT, S0 g W 7a:

1)1 hesaby confinm thal all detads in this Form are True 1o the best of my knowledge Any blse statement will render e i ;
liable o rajection/cancelation my Appiication & ongoing assistance, If any,

21| solemnly confirm that assisiance, # received from Koshiks Foundation, will be used tnly for the “purpess”, s stated in this Form. for which such sssistance
wak reguested by me

3) | heseby confirm trat | have ot & wil ot in future, avail of reimbursament, in part o in full, rom any other soufcalempioyerfinsurance company, of the amaunt
for which this assstancos is mquesisd i

1) A s wam f e v ownen § el ok od fer 30wl & sepr w4 ol 9 ern o wer s e A 89w e o @ i b

2) %t g W s ofn “wife st ® A= 0 b e e o vt 9 1 ¥ G few i, @ o o § s

3) A wfe won { f fam wwsm £y wein 9 v 8, m oln W s w e frem e o unfedeeiin ek S o for # ob 3 @ i o o
AGREEMENT by APPLICANT ( swiew g0 wat)

1} By affixing my signature or thumb impression on this Faim, | (Applicant) herety agree & suthorise Koshika Foundation and il's Trustess 1o
urseipublishipul-upireproduce my name, address, photo & detalls of the “purpose”, for which such assisiance s roquested/granted, through any
madium, including but not Bmited to verbial. print. atectronc, for soliclting donstions for Koshika Foundation andior disseminating information sboul it's

activites/achievements. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment o fulfilmant of the “purpose®
foi' which nasdatance is baing reguasied

211 {Appiicant) further agree that eny such use of my name, address, photo & details of the "purposa”, for which such assisisncs i requesiedigranisd

will not sutomalically entitle me for receiving o continaing fhe said assistance. The docision fior granting andior conlinuing the assistance wil rest salaty
with \he Trustees of Koshika Foundation. and their decision Is this regard will be final and socsgtable 1o me,

1) W W W AW W ST 9w e, ¥ () w6 Wl 6 v e o Csifn wees s e sl C ot s w o g0
w7, v s e oo i 4, o i v sl e get wi @ ud il st avedend % ol et o e

# yurftn wrd o By afioq i St e W@ o & yore f wet @ e d et o fg i sTEE s sfiog b

2) & (o) wn own W v o e odw T w, Rt ol femer o fn e @ gt @ il § 59 o meen w1 e o e so ey o

“wifire" v e fd W frele sifer s e W

APPLICANT'S SIGNATURE OR LEFT THUME TMPRESSION ;
w9 TR W T W s

AGREEMENT by HOSPITAL (% gm0 wot)
By affising hareundar, sgnature of our Authorised Sigratory for recommending this case/pafient for financia! assistance fom Koshika Foundation, we
{Hospital) hereby afllrm & sccept following: _ _
lemmmmmﬂﬁmtﬁdwmmmmurrlr_yuﬂmmum.hm eame palieni/case, as we are
reiuasiing to pet from Koshika Foundstion, 'o Uw extent thal such sssstance Js granted by Koshika Foundation. If the requested assisiance is nit granied
by Koshika Foundatian, in part or in full, then the Hospial reserves Il's right 1o make up ihe shorffall from ancther NGO of any offver sourca, This
confirmution essentinlly states thal the Hospital will nod avell any duplicate assistance for the sama patient/case from any olhed NGO or any olher source
Z) The assistance from Hoshika Foundshon is only financial in nalure. The chaice of The treatmenl/procedure ddvisediconducied by the Hospial on ha
patient, ls based on thir srangemant between the patkent & the Hospltal, and is in no way influenced by Koshika Foundation. Hence, the Hospial will

gssume 50 4 complete respongibility of the trestment & It's outcoma & safety of the pationt, and Koskika Foundation will lsave no rols o responsibifity
in the makter

vt s, gell @ sl 3 Al S CSire a4 Rl e i fewite @ w3, Bl @ o) Be s @ e a sl s

1) 3 B 5 d wies g 9 @ ofem o Tt o e T werd e o el ws e U T R A @ w A o 1, 3 s oo e weEt
¥ fawftnfrfy To & were o “uifivw oo™ om we iy e ot e et om wme fee s 6w o oo o oA s
el w= % wowlt dem @ el o T @ e @ W e e T b ot o we we e b e see e a T et iy e
iy lt wom S E ownm @ ) Ame

1 “wiften w4 o) of s s il vl Bl o vee go O W v o Rl o srmes W ogre Ol '
w drn o feau § ol S et g fad vew wt w e o &) pefnl v F 00 F e on sbe st omd et

= ¥ ol e = S e w Fodul v o E

.

RECOMMENDED FOR ACCEPTENCE
i T 5
Date of Surgery Dr. TANUJ) GABA A
st =t il M.B.B.S.. DNB ;;‘
: MC-7
33/"3/23 i C Emm.w%n:m _
FOR INTERNAL USE of KOSHIKA FOUNDATION  iifts Twalm #7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
e g | = w2

Sopy? AP

141272022



