‘ c-zy-02 -0SP6

APPLICATION FORM FOR ASSISTANCE {Healthcare) K.%hlka
Sl “m cahal (TR SE) foundation
APPLICATION No. - APPLICATION DATE : |C 281~ 101\ Borddong bican of 5u
o v A h22u ] Aul sk w
NAME of APPLICANT | i AGE-vEARS wrg-wd | sex fifn
N G)'rr‘rtiii Ceuni £7 .2
FATHER S/SPOUSE'S NAME : "
fremwgen W Rhetdesorn  Ceihe Qe
A RESIDENCE
[ | =" ¥ S
q1aiban- . Paee of ot of
PERMANENT RESIDENCE ADDRESS | ™
Be cihapc
OCCUPATION . $——
o e ke MARRIED (F1be) | UNMARRIED (sirafér)
TOTAL ANNUAL : : {Attach Prood of Income)
w1 wits = Coooot CLami v ) (A W W W) AR
PAN No. THIE T Wl =
"ARE YOU AN INCOME TAX (Tich whichaver Is applicable): Yos |
wa W A w0 oE § (W aE R o W e W e e ﬂ;ﬁt\}
FAMILY DETAILS sfram Timmm
30 No. Name of Family Member Age [Years) Gander Rotation with Appicant
w7 HEn o H g () fam wRTE % Wy waEy
| Ahaglhutie Sayel Zo i%) holhand
S w}w:; <T fim 2818
L]
A 1 TYawn 7= 4 'I'mghs_e}s_nam
&
AT e TEGETING RRSRTANCE [k iahaver s sppliasi]
wown ® i et snm
BPL Card EWS Cartificats Ration Caed Any Other
[Attach Card Copy) {Attach Certificate Copy) (Attach Capy) BasisProol
nivd e o S v o e mm v yEm TocEm W My vou
(v T Wi ww i e w1 (R W W wR WEe wD (v W urn Wil wem el
“PURPOSE- for REQUESTING ASSISTANCE:
v ¥ fet ok feelt w wgten:
Sr. No. Meodical Reporta/Prescriptions Attached
w9 W amEvEieT 8 Wi %) o v gl dee
Oy RE = POST
[F_— CrRALLE (ATHEIC]
T
B 1V (57 Bt W 1| M) [ R
LS
apphnt
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
T ¥ ¥ WY s wew Tl e ws @ e o W
B0, Mo, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILLD
Y HE C ok BOR i of mymm i

1 Nill




DECLARATION by APPLICANT. =Wew gm wivs 73-

1} | heroby confiern that all detads |n ihis Form are True (o the best of my knowledge Any false statpmani will ronder my Application & ongaing assistincs, If any,
fiabla for rejection/cancedation

2) | salemnly confirm that sesistance. I ecelved from Kostika Foundstion, will be used only for e “purpose”, as stalsd bn this Foem, lor which such assisiance

was requesied by me

3] | hereby condirm Bl | have oot B will not i future, avid of reimburssmant, in pait of in hel, from any other source/employerinsurance company, of the amount
for which this ssastance = recuested

18 e e f fe e w2 TR omd ol fewm S8 el sepen e o Wl b st feen s e e v w30 wnes B o w owd
1) % g W s oty “wilne st 6o owoof e veim 3@ ot o) o & fed fem asbm, o v wes F wn nm b

31 4 e wom f % fen s d v ol 9w b 3o o s afew w e e e s el vt 8 v @ e € ad o @ afes o o

AGREEMENT by APPLICANT (syaew g0 %)

1) By affxing my signaliste o thumb impression on this Form, | {(Applicant] hereby agree & authorise Koshiks Foundation and it's Truslees 1o
usapUblh/put-upireproduce my name, address, pholo & datalts of the “purpose”, for which such asalstance s requested/granted, through any
mediurm, including but not limited 1o vertal, print, electronic, for soliciting donations lor Koshika Foundation and/or disseminating information about if's
activities‘achievernents. Such use of my phole & detnils can be made by Koshika Foundation balore or sfier my treatment o fulfilmant of the "purposs”
for which assistance is being requested

2] | |Applicant) furthar agrea that sny such use of my name, address, phote & detalls of the “purposs”, Tof which such asslstance W

will nol sutomatically enfitte me lor receiving or confinuing the said assistance mmummmmmmwm
with the Trustees of Hoshika Foundalion, and thelr docision is this regard will ba finel Bnd acoeptable o me

1) VWY W ST wee W A W wry veme, § (omies) sl wrnin ol g s f o “wifoe wnite ol ek sl C W afern won o e G0
v, wiE W feers wm vy F uie f, 9 e o sl o, e (R S @ ol ohifed s sefeed @ B Al @ v e

% wfte wrd & fom sfieqm 4 31 v w0 freee At o o W w2 et et ol el v ek e

1) A (sedear) ynowe @ oo of Tt am, e wi she foees o s el 0 ofie § e v w2 vwor o e ol |

“sifye” uw el find e Prele e she sl v

APPLICANT'S SIGNATURE OR LEFT THUMA IMPRESSION :
s ¥ YR W R W e
A7

AGREEMENT by HOSPITAL (wvemm Um0 W)

By affidng hemunder, signature ol our Authorised Signatory for recommanding Ihis casa/palien! for financial assistance from Koshika Foundation, we
(Hospitad) hersby affirm & scoept loliowing:

1) thal we relthel sre pregently nos will in future avell of financial essistance from another NGO or any other source, for the same palienl/cases, os we are
requosting to gol from Koshika Foundation, 1o the exient thal such assistances in granted by Koshika Foundation, If the requestad assistance is not granted
by Koshike Foundation, in par of in full, then the Hospital resarves iU's right to make up the shortfall from another NGO or any other sourcs, This
confirmation sssentially stales that the Hosplal will not evall any duplicate sssistance ki the sams patient/cass from any other NGO or any athar source
2) Tha assistance from Koshia Foundation is only financial in nalura. The choica of the raatmeni/procedure advised/conducted by the Hospital on the
patant, i based on the srangement betwesn the patient & the Hospital, and |s ih no way Influenced by Koshika Foundation. Honce, the Hospital sill
EEEume soie & complets rmeponsibility of the treatmant & it's outosme & safety of the patient, snd Koshika Foundation will have na role of responsibility
i Bl rreskiesd.

vt s, wenel w1 st 4wkl w) e westeeT @ fefee s i fewfte o) we §, e e (e P e @ s o e e

1) 7 5 71 8w ok 9 A wftes F fafr s feet el SR w Tt s i @ T Sl d W w d o 1, 1R e v Culfee ot
# frwftm/fe wwr o sy F wifvn st o e iy e oo = wifen st o e feefl sfeeren £y T o feew o § o s
ford s v wowl) wfem w Sl w wmen f wwem 4w e i v o e F me e e § e s e e T Ol iy el
#r o) wee w el s owe O o A

1 “wifew e @ w nf e wes fufien iy ot 0w ween po @ of e fad wR rverafies W a8 9 e

W ol fiewn ol i wrsstie” o fesh e w wl oon ) b oped wee o Ol o e g sl sk wl W s Pedol S0 o rem

W vk o “wifre” ﬁ-u-u-wumqenwu-nm/

mmm
*mw Y \'s
Date of Surgery o M : Assistant Administrator
T%ﬂ irl.ﬁ 4 - n'n'luu Lo of Authorised Signatory
Wl ey e
TR I 7 1 W & Vv afgE e
FOR INTERNAL USE of KOSHIKA FOUNDATION  sraftw 79ai ¥
SIGNATURE of TRUSTEE 1 ) SIGNATURE of TRUSTEE 2
= T | A VR 2

Sy [ AT

25-11-2023



