(-14-02- 0%$3

APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka
e B SHTT WA (g YEaE) eadetion
: APPLICATION ﬂ'ﬂ eiy Bty woos of iéw.
“Nhny ] 147) eI - >
MAME of APPLICANT : AGE-YEARS Sg-wd | sex fin
i weedy | Devi 1l |
FATHER'S/SPOUSE'S NAME :

famesg W

Fe  Alove
_— H:Emﬁ merkey- MARRIED (0] / UNMARRIED (st
ANNUAL : ” {Atach Proof of Incame|
¥ wi s ssnnoh fﬁm:f‘ij (3% w1 W W) o
PAN No. T 1A W
ARE YOU AN INCOME TAX / whichever is applicable) Yes
w3 s wr ok (0w o Iw ow oW W e e :ir’f“\_\
FAMILY DETALLS witaR fiam
5. Hame of Momoer Age Gunder Relatlon with Agplicant
ﬁw#":w ot ® ™ nm feim FHTE ® =Y g
I PalFYh Kurmay 1o — ] MTen
BABIS for REQUESTING ABSIBTANCE [Tick s spplicable)
v % fert fietfin s
BPL Card EWS Cartificals
{Attach Card Copy) (Attach Cartificate Copy) mm| m
nidt tw ¥ 4 = wpn wl v ™ Trdism = s 7 e
R b -8 Rk kil (v 99 51w o W wn (v v o wen o wem wh
“PURPOSE" for REQUESTING ASSISTANCE:
weram ¥ et vl fiesd W aglen:
Br. No. Medical Reporta/Prescriptions Attached
w0 W sEmE st @ Wi W o wfele o dee

I B = SIALIE OB RET
fE = SENLLE M WHL

{:‘L

= a-.;-;fjim-;:- ) Y Y A 1 1)/ 11)
{

ABSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ T F T W 5= e e s v R e o W?

Me. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wT T 57 vim W WY ot of W o

. o




DECLARATION by APPLICANT: smiew £ S i

1} | hereby confirm inal all dutals in Bhis Form are True lo the best of my knowledge. Any false statement will render my Application & ongoing assislance, it any,
liable for rejectionicanceliation

2} | neluerandy confirm (it assiutance. If recelved Irom Koshiks Foundation, will be used only for the “purpone”, as stited In this Form, for which such assistance
Was rquesied by me

3} 1 haretry confirm Bt | rave nol & will nat in e, avall of rembursement, in part o in fdl, fram any other source/smpknyetiinsurance company, of the amount|
for which this assislance 5 requesied

1) 8w ww o B orm e @ el oo famn 4 areerl) o s e o el b oult o fewr o we wom e w0 e e w @ wedt
1) g o wee o Cwifre w6 o w o b e avsin w owken o i 8 P fow wede, 9 e eee f oo

1) & gfe v f 5 fow womm w o anin %t § 0 of W e W wen frem el s wmfrisadm sl 8 7 o fee  oby 9 o sfem oF o
AGREEMENT by APPLICANT (sadew gm w70)

1} By affing my signature or Iumb impreasion on this Form, | (Applicant) hereby sgree & authorise Koshika Foundation and It's Trunines lo
usalpublish/put-upireproduce my neme, sddress, phato & details of the “purpose”, for which such assistance is requested/granted, through any

medium, including but not imited 1o verbal, print, electronic, lor soliciting donstions for Koshika Foundalion and/or disseminating information about it's

sctivitiesfuchisvorments. Such use of wmnm;unhmmmm-ﬂummummmmmunm
for which assisiEnce s being requested

2} | [Apphcant) uMtar agrea hal ary such uss of My narme, address, Mlﬁhﬂaﬂhw for which such sssisiance is reguestedigranied,

will nol sulnmatically ontiie me for recesving of continuing the said assistance. The decision for granting andior continuing the sssistance will rest solaly
with the Trusiees of Koshika Foundation, and thaeir declsion (s this regard will be finel snd scoeptabile to ma

1) W W W AR wEmer il W we e, @ (smiew) el wodi # g o o o “wifire st sl ad sl " oWt e v o e i
o, 79 s =@ feem o vm F o §, T CSies" m Sl T, g R Tt O ol wieffed st seefed B felt @ oo e

# vafts =i & fi sflegn b 9t v fraee & e f o w4 e o o C oo wdet w1 nd afesn b

23 A (owrbw) own @ wer o e o am, wn, i sl fieerer of e e 8 wgtved @ mide § g v wemen w pee of) e g e

“wfyrmn ™ v T wled w1 Pin s ol e v

APPLICANT'S SIGNATURE OR LEFT
smive ¥ TEOW W WE W

IMPRESHION :

AGREEMENT by HOSPITAL (wemm pm W)
By affiing hamsunder, signature of our Authorised Signatory for recommanding this casa/patient for financial assistance from Koshika Foundaiion, we
{Hospital) hersby afrm & accept loliowing:
1) that wa naithar are geasently nor will in future avall of finencial assistance from another NGO of an mmlﬂhm:ﬂ:ﬂu—nwn
requesting 1o gat fram Koshika Foundation, to the exlent thal such sssistance is granted by Koshika the requesiod sssistance i not grantad
bry Koshikn Foundation, in pan or in full, then hﬂuﬁhimun‘lmumﬁ:uphmﬁmmnﬂumwwwm Thia
confirmation sssantally statis that the Hospital will not avall any dupllcate assistance for thi same patientcese from any other NGO or any o source
2) The assistance from Moshila Foundation is only financial in nature. The cholce of the treatmentiprocedurs advised/conducted by the Hospital on tha
patient, ks bused on the strangament betwesn the patient & the Hospltal, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

essume 508 & complets responsibliity of the reatmant & It's outcoma & safely of the patienl. snd Koshike Foundation will have no role of responsibility
i B rreakier

vt sy, wenelt ¥ st @ wdarh W S st @ fefie e oy feefon #) el 3, e e () Bee sen @ e wlen e b
1) o f& 3 & wiem o 3 @ ofes o il =pe fesll v wol WeR o el w= o W e SR A R w A 0 £ B o S Tt
o frpfindedh e ¥ wa d “wifow weew” oo wes iy b ot wifew st g emen el sfmeee by e o few o | R e

Tt o e wowrl e w fad sen e @ wown A el e Tew & e e s w A s fof s e dlvme iy el
T ww Wew W el = oae W T S

1 “wifersr e 0 S b o whee ffie g o b o W e g @ o e m Sl R wmeiEn w0 e Al e e

o e w fieen B ol Twife vt go Sl v w w von o b vl e o O o e goe sl ot Wl W W Pacol a0 e g
w i sl “wimeT W w i W fesod o it wefhy

- v % ferg e .% y
Surgery : mepz Ras-,
mﬁm H_s_m:;zn;' . Jsmmnmlsmlh

i oM@ ecBnRnY SR IR e signatory
ot g oo AR e

FOR INTERNAL USE of KOSHIKA FOUNDATION  ®i=f® awi 1

A
o v

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=il v | 2ty 2

&y’ 2.

25-11-2023



