¢ -24Y-02L - 0020

k®hika

APPLICATION FORM FOR ASSISTANCE {Healthcare)
i ﬁ T W i Sw) foundation
APPLICATION No. - ’ APPLICATION DATE :
S W - Aledgy| 23] sy e | ~02 - 201y
FAME of APPLICANT | AGE-YEARS Wi-7d | wex fim
e “BRatfan <3 £
FATHER'S/SPOUSE'S NAME ©
frmangs w1 5 oy
PRESENT DDRESS =aOr SeaTaid, @
 1eh-= X ¥ Pl TR D 0
= L r - ’
RESIDENCE ADDRESS - 7enf Smariis o
A _qboul
OCCUPATION }'f.::mi-* Rk MARRIED (Fsifie] /| UNMARRIED (osivm)
TOTAL ANNUAL INCOME - = [Attach Proof of income)
T it st <Sog0t (farei N ) (e w1 wva we) (A
PAN No. Tl T Hm A : = P
ARE YOU AN INCOME TAX ASSESSEE whichever is spplicable): Yes| No \I
wa W 5w om § (W wa 6 I e W e e W

FAMILY DETARS itam Tgamm

5. No. Name of Family Member Age (Years) Gonder Helation with Appdcant
FR W i ® W W A H (7i) fom =ETE ¥ WY =y
L .ta..bnh;li.n’h % = hutland
- .Enh:;a\& 59 - 2 E Son

< .
BASIS for REQUESTING ASSISTANCE (Tick whichever i spplcabie!
werem & ford firafh e
8P Card EWS Certificats Ration Card Any Other
(Attmch Card Copy) {Attach Certificats Copy) {Attach Copy) BastaProof
wind ten w A v T e = vl ™ Ty Wl e o e
{vum T % vem e Wt (e e Y e o wE W (ymm w % ol s W

“PURPOSE" for REQUESTING ASSISTANCE:
wem o et R feelt ® st

Sr. No. Medical Roporis/Prescriptions Altsched
w we spmeeiezt ¥ wih W) wf wiwhe i wee
I ON%mats  Pr = SENTIF CHIARAC
(E_ = CENTIF CHAIARACT
T I<Gfewy RE - SICI [pITH PVIMH
ASSISTANCE BEING AVAILED for SAME “PURFDSE™ from DTHER SOURCES
w % tq o w= werew fee) sy vt @ fen v W7
8r. Mo NAME of OTHER SOURCE AMOUNT of ABSISTANCE BEING AVALLED
WY W 3 W W wEw Ol

T W




DECLARATION by APPLICANT: STaT® £ e o

1)1 nereby conlirm Tl afl detads in this Form are True o ihe best of iy knowledge. Any false statement will render my Application & shgoing assistance. if By,
fiable for rejection/cancelation.

2) | solemndy confim it sasistance. il recisved from Roshia Foundaton, will be ysed only for the "pufpots”. as steted in this Fom, lor which such sssistance

wWal requesiod by ma

3) 1 tereby confiem thad | furve nof & will not in futre, ivinll of rmbursment, in part o i full, from any other sourcefemployesinsumnce company, of the amount
for which this assstance & equestad

1) & vy wvs o fe gm oo 2 frd ol ol few 4wl € s s s b oft s e o v s e e 8 o S8 weee B o w sl

) # gu A weww oy et st 8 ow of b, wee weks ol st o o o et few o, @ g wen 2 oo

nigﬁcmtﬁ:hmqwﬂﬂdi,wuhw:ﬁ-wmimﬁirlwmwiwihilhﬂﬂﬁiﬂm
AGREEMENT by APPLICANT (srrs gm 1)

1} By affizing my signature of thumb impression on this Form, | [Applicani | heredy sgree & suthorlse Koshika Foundation and if's Trustees io
uss/publishiput-upireproduce my nama, sddress, pholo & dolads of the “purpose”, lor which such sssistance is requestodigrantad, through any
medium, inchading tut nat Bmited 1o verbal, print, electronic, for soliciting donadions for Koshika Foundation andior disseminating information about its

acinitienlachievements. Such use of my phato & detally con be mpde by Koshis Foundation before or aher my treatmont or fubliiment of the *purposs”
for which assistance is being requesiad

2} | (Applcant) lurther agrae thal ary such use of my nama, sddrss, photo & datalts of the “purpose”, for which such assistance is requested/granied,
will not sutormatically entite me for receiving or continuing the said 2ssistance. The decision for granting andior continuing the sssistance will rest solely
with the Trustess of Koahis Foundalion. snd their dectiion lg this regurd will be firal and scceplable io me

1) v e aneh wemer m il o} wm e, # (ambew) el w9 g s f od s wafites sho vk smind ot stegn s o e 4o,
wm, W s W@ fem @ oo dfe |, @ it T et o oeen b adtm @ T8 i s el W fist fest o s e

W i W % fiew wfiege b S ow e e bt v o m o @ we ¥ i *sifen sstet el sfioge b

1) 8 (sedew) v w8 e e dn wn, om ud sl P o S e o agtrd @ wfide & o van: v W v v g wEa o

“witym” g gow i o Fole s she seed o

APPLICANT'S SIGMATURE OR LEFT THUME IMPRESSION -

AGREEMENT by HOSPITAL (yumem pm %)
By afflxing homunder, signature. . Acthorised Signatory for recommending s cansdpalient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accep: ohuw
1) i we nedther are presently o will k. . L avall of financial sssistancs from snother NGO of ary other scurte, for the same paflenticise, 0 we ane
requanting to gel from Koshika Foundation, (o the extend that such essistanca is granted by Keshika Foundation. If the requested assislance is not grantad
hrltuhhFm.ﬂmurhm.Il'm'llh-Hﬂpl'rulrﬂmu:l'l@Ibmhuph%lmmmmmmm.m
confirmation essentially stites thal the Hospiasl will nol il any guplicats assstance for the sama patienticass from any ofhes NGO of any olher source.
2} The assistance from Koshika Foundation ks only financial In nirture. The choice of the treatment/procedure advisediconducted by ihe Hospitsl an tha
patiant, s basad on the amengsment botwesn the patient & the Hospilal, and i in no way influenced by Koshika Foundation. Hence, the Hospitsl will

sesume sole & complels responsibility of the treatment & It's sutcome & safety of the patient. and Hoshiks Foundation will have no robe or responsibdity
in e makiar.

Tt g, vEwd o st @ owedh W sl st 9 fife e iy fieeftn o o 4, fel v (o) fre e o e n wliew wi

1) e & 3 % wiem sl 2 0 wirm F ff weem et e ol s w el o wie W T Tl F o w A w4, e v i e
# frwfnfede 7m % vy o “wifn st oo wex iy e it Cwfoe et s wnoe el sfecwes By e o fow e £ o8 s
faesdt yea iy wowh e w et sen w8 woer 43w sl e twe b v g o sre we e § e tese ity oec e dbe iy ek
i vl wie o fed wn ows  w sEed

2 “wiftew wmrtna " § = nf wrom v fale w0 o v g @ of s W el ol Tewvsiee w1 g o v

w o w fren & o wiew st g fedll vent @ ol e o b mfed e o B o e o ol sod w8 ol Peedof 8 o v
ﬂmﬁ*ﬂn‘ﬂﬁ-ﬁm!ﬁﬂhﬂnridm.

ECOMMENDED FOR ACCEPTENCE =
windl % fou segf LL

Date of Surgery OF. VoG g od .-
styivn 9} wite M.EB.S/MS Dphihelioion,

FOR INTERNAL USE of KOSHIKA FOUNDATION  &=afiw awam 7

SIGNATURE of TRUSTEE 1 SIGMATURE of TRUSTEE 2
R T | =it v 2

7 BAE

/]

25-11-2023




