APPLICATION FORM FOR ASSISTANCE (Healthcare) K&hlk&
HETEW WY s e { ey farem ) ToLadstinn
APPLICATION Ma, APPLICATION T w
s W ﬁ{[u.uflg‘r_g_ﬁa— whor et (] ] 20 2 e
NAME of AFPLICANT | : AGE-YEARS WIT-W9 | sEx f
LR o L. I,ﬂ.,.l_ tr_ﬂ, ﬁ'uﬁlhi.qh Fi Yy
FATHEN SPOUSEN MAME -
e &1 99 .E.l-,;:n C,—'tu..,i. Il‘:—kﬂ:ﬂ'\tﬁﬁﬂﬂmﬂ
. PRESENT ADORESS Warm S o
L A ) v o Umlan - '
& !. E -
ra:mme-nfmmu: o
. Pre 6P Pos {»m;:;
SeEmaon Coolic (|_saasiien (Sefivn) | unmanmiED (srvaim)
TOTAL ANNUAL INCOME |
e ateoo] - R
FAN No. TRl I W .
ﬂﬁ:mw;‘?ﬁmﬂtﬁlﬁHQMﬁ ';'f:'r

i

FAMILY DETAILS ﬁmm__

aile Warme af Family Member Mg (Toursh Dends Towintion with
L] uftan & WA W am 3% (mi) fom -_h:im

E—E“'I Mﬁ.ﬁmﬂfﬂ*ﬂlﬂ Sy E miili £

S ;

[iﬁ A AT T YW vy Crory

AARIS for REQUESTING ASSISTANCE [Tick whichaver s applicabin)
s % fird ek e
BFL Card Cafificats

(Attach Care Copy) (Attach Carticase Copy) {Adtneh Copyl Asty Othes
nftdl tom = % v T == o e e Wt ""“'." oy
(w T o W W { e T W e e T W W e e e W e

“PURPOSE™ far RECUESTING ASSISTANCE:
wrre #7 fied R Tl W oagie:

e Medical Aliached

#5 HE semvEe ¥ wlh W sy g T

L) —

bt dilognrmt) < =L taltcarl

M r.ﬂ‘l -E'.:'rr: p g d
Py - 2 o
ASSISTANCE BEMG AVAILED for BAME "PURPOSE" trom OTHER SOURCES
W T % W W w wm Pt s s o fern e nd

e Mo MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED)

W e A7 =M W W i i s T

ﬁc"‘x =




DECLARATION by APPLICANT: SMRW B W7o w1

1]Irumhylm_rimlﬂildu_ah in: iis Form ane True 1o Bhe best of my knowlodge, Any tales statemont will randes my Soplicalion & cngang essislance, If any,
:pqwmmm_wwm Kashika Foundalion, will be used only for Pur "purpose”, a5 staled in this Form, for which such asastance
Wi requesied by me

3) 1 bty confirm Bt | have not & will not in fulure, svai of rembursmrant, = pait of #1 ful, Fom any othar sowrceiemolayet/msuranda company, of the amount
inr which ths mssisianog & nequesiog

1} 4 sy e f B v W @ frd o ey 2 ot % e e v o b ofe e e e e S k% Sf spe fna ¥ @ welt b
+ ) 1 g T o e e, 6 o w ot b, e mein Tl wor w g ferd e et W o owen o
vj # i wom f 5 fam we b e vk W wf B, T i ow sl wem foen el wen it werd W A W B b oabr vt e A o

AGREEMENT by APPLICANT | smes gm %)

11 By affixing my sgnalise of Mumb imgression on this Form, | (Applicant) hereby agree & authorise Kosthika Fountation and if's Trussees o
usepublishipul-upireproduny my name, addness, pholo & details of (he “purpose”, for which Soch sEsstanoy I5 requosbedigranied, through any
masiliiam, mcludieg bul not limasd 1o verbal, print, slwcironic, for soliciing donations for Koshika Foundalion andlor disseminating information abou I'e
n:ﬁhumSu-:hl..ln:n‘rrrynhntn1dﬂﬂ|lmthWﬁ:Fmﬂﬂﬂhﬂﬂﬂrmw1mmmnm‘pﬂm'
fest whibch assiziaroe in baing regquesiad

21 | (Applcant) lurihar agrea that any such use of my name. address, photo & delals of the “purpose” for which such assistance is requestodigranted,
will nod gutomatically enfiie me for reciiving or confimuing the sald assisiance, The docision lor granling and.or peslinying the assistance will resi polely
will i Trustess of Koshiks Foundation, and thair dectalon & this regied wdl be finaf and sccoplable to ma

L) T W R e ) we e, (o) et s o e owm o “wifee st sl T i * wt e w o fie o,
v, wid wh o fewn pm v o wife &, T wifen® ol o wew gt T i o i sy aedend & fa el o o S

 wfte wrd €t e W T W B & P w e % P e e o el adosm

=1 4 (svbrw) T W @ wew o e dn ws, T, v sl feww ol s e o wobed @ wids | 8 v o W el e e d

sy Ty Fe i ae Sl sl by s e

APPLICANT'S SIOMATURE OR LEFT THUME IMPRESSION | s
uritrE % w W frm

AGREEMENT by HOSPITAL (yoowm 0 %1

E,mumm,wuruulmmmmmmmmwnmthw"meWFmﬂﬂm.n
[Hospital) heratry affirn & acompl foflowing

1) thast wn it sre presendy nor wil in futire pail of financsl pssistance from another NGO of any ofher source, for the samm polent'case, 08 wo afe
requesting 1o get from Koshika Foundation, o the extent that such assistance is granted by Koshika Foundation. If the requasied sssmtanca | nol granied
I:j'Hml'ﬂb.-Fuund.ul:imLthn-rln1'|.ﬂ.1hhithﬂﬂle-l‘l'lr.gﬂ:1unﬁlwhwmmmwwwﬂmu Thia
confirmation esssntialy siates thit the Hospital will nol avail any duolicate sssistance for the same palienticass freen @ny other NGO ar any othet source
E?Tml“mﬂ'ummmem||mlphmﬂlnmﬂiﬁhdﬂﬁﬂﬂhﬂmmhlﬂmmﬁhmmm
patisnt, is based on the arangaman batwsan fhe patend & ihe Hospial. ard s in na way nfluenced by Koshia Foundation. Hence. the Hoapaal will
Essumo woin & complete respensibility of the veatment & if's outcome & safaty of tha pabent. and Koshiks Fourdation will hive ro role o resporsibiliy
In e matiee

wiat oo, v @ afr % el w8 *aifew st @ fufim we Ay feedte o) w8 v (e fret v o o i s

1) wr Be v o wiey by 3 wfvs F fafir s Pt b mmaof W w it e s @ et F O om oA o £ T e St sl
 frfimefrth T & w4 “wite wEvR” g oy T b ool s s g e fefy st @ T 0 S w8 e
sl srm el we w e aen w8 mvee A9 W wfewe e e b e o v wp owe § i s fodn wox e drives iy el
o mrard we m Pl s W W AR SR

» “wif et & o of s e ey wagfy W) b ol e g @ o s @ el reeEn W g o e

% dre w Ty @ obe Wi wirsbee o Bl wen = ot oam ot b pfied prmee o Ol o gEr e s aed At o) ol fetel o8 v weEm

ot vkt ol “wifem” = S ofen m el W ot o B

N necmgmwe g gﬁﬂl
.."w! W
mdsﬂw ' T T "_..__.
vty w1 i Ul-u Mﬁaas,ua,l r:::_Inavar s § Eye L
FFRB, Eu w i (i LA "-'l"- ot el
13]u 24 Conmshtonnt & Bace. deRarivwcti: 'mmww
T MM R T o T YRR wies s
FOR INTERNAL USE of KOSHIKA FOUNDATION s Tam i
SIGNATURE of TRUSTEE 1 SIGRATURE of TRUSTEE 3
R T |

7 TP

11-04-2024



