K¥hika
foundation illun
h‘uqmwh

APPLICATION FORM FOR ASSISTANCE (Healthcare)
TWETAT WY ST Wy ( Perer e )
i v Bl | 22 91 s ] |2y
MAME of APPLICANT ; o~ AceYEARS 15w | sex o |
T W Ci:ﬂ F)E:-..r &5 P
e roues e 210 Powot fFopoich

= PRESENT RESIDENCE ADDRESS S T
YLD WAk - aniag LnOf e, ﬂ‘_"':%riz N i

L Laans Ware ¢ O

]

2%

PERMANENT RESIDENCE ADDRESS mw Pre-of AT -
i 2% = gﬁrpFﬂF’
-mm: Ceoo lle MH;WH
TOTAL ANNUAL INCOME |
e TR Ty — =
PAN No. T S0 Tmm
mmnmﬁrs uu-whmﬁl.- Yes | No
W A oA W om (W E W) ow Ene i W
— FAMILY DETAILS wftwrr
r. No Mame of ey {Tmirw] Genider Rntateor
= o % e w1 g3 s P gag—
o -
1=
BASIE for TTick whichevar i applicabia)
wram & ford fiedh s >
L Cad EWS Cartficate L= il
[Adimch Cand Eopy) iAnsch Centfficute Cogpy) mm Ay Cther
st -t F 4 yEm T W= vl e ™ T WE : wil
(W wn o i (i (v T % oow u N .
"PURPOSE" for REQUESTING ASSISTANCE.
et e i fwd el W ot
5. No. Medical ReportaPrescriptions AHsched
N Hew sermR e § w w0 wfkey e v
Iy OOl ~CX TR Pr o T
[E- (e
2 ‘:f-_u.n%tdh-.z [Tt T Ol
mmlmnunmnm “PURBDSE" from OTHER SOURCES
¥ T ¥ ¥ v s wpew e s v 8 T v W)
5. o MAME of OTHIR SOURCE AMOUNT of ASSISTANGE BENG AVAILED
Y FE W T W M omn oy
S DETT e E




DECLARATION by APPLICANT: Smisw g wiven w3;
1Jmmﬂﬂm in Bhiis Farm ara True o the bost of my knowledge. Any falss statomsnt will rendes my Applicaton & ongoing assislancs, I any.

Ejlmmlﬁ_ﬂuﬂjwmwﬁu}mﬂm.ﬂhuﬂm for the “pirposs”, s stebed in this Form, Sor which such sssisiance
wilid requeEsied by me.

31 | haresty corfiem that | have not & will not in future, avail of rémburssment, in pan or in full, from any other sourcelemplayerinsurance COMPanY, of the amourt
foe which this asssisEnoe is requesied.

13 v v oy e 4 Sk W fan 4w % g e e b i fee T W smre v w0 42w T ¥ W et b
97 & g W e vy i s, 0 ot w o b, vee v i vt g ¥ e e wirm, w w0 wen o w0 &
1) 4 g wom e fum e iy v by o o &, 3= ofn w1 s w wen frem Tk s s fedwwaim werlt @ 1 fem d ade 3 o wies o dm

~ AGREEMENT by APPLICANT (swwmm Dl %)

1} By affixing my sgnature or thumb mpression on this Farm, | (Applicar) hersby agree A autharss Koshika Foundation and if's Trusteos o
uselpubishipul-upireproducs mym#ﬁﬂ.ﬁﬂlﬂhdhﬂm'.hmmw assistancs |§ requestedigranted, through ary
masdium, including but not lmibed 1o verbal, pont, electmn, fer soliciting mhmmemmmmn

far which assisionos 18 Daing roquesied.

23 1 {Apphoand) further agres that any such wse of my nams, address, phote & deiails ol the “purpoes”, ol which such sesistanos 5 requestedigranted,
will nal automatically entite me far receiving or continuing the said assistance The docision Tor granting sndior continuing the pasistance wil rest soledy
with e Trusises of Kashika Foundation, ard Their decisson is ths regard will be final and acceptable io me

1) TE T W s v W e wt wr e, @ (Eies) mm&ghntﬂ“ﬁmmi#ﬂi'i wiegn wen o v &0 W,
. i ol P g v s, T e e, e, wew v § el af refid ¥ el Rl < e o

% wafy wri % S sfeyn & 0 v w feew @ P ¥ v @ we @ wrd ¥ o " i we w i afeg b

39 & (awhes) v8 wn & www B 4 o, T, i ol P o B e o wibed W wite & R v e W T =it w7 Ty

“gfive” e wod wied Wt ol ol o

APPLICANT'S SGMATURE OR LEFT THUMB IMPRESEION :
smimw ¥ e W w

AGREEMENT by HOSPITAL (ymmes gm Wi}

by Koshika Foundstion, n part of in full. then the Hospilal resorves i1's right 1o maie up the shortfal fram ancéher NGO or any other source. This
mmmmnwﬂmmmuwmummmmwmmﬁuwmnm
2) The sssistance from Koahika Foundation is only financial = mature. The choice of the Irsatmantiprecedurs advisad/conduciod by the Hospital on The
patient, Ilhﬂmhuwmhlehmwihmwmwm Foundation. Hence, the Hospital will
gssurne sole & complels respongibility of the trestment & ifs outoome & safety of the patient. and Koshika Foundation will have no mola o reapoeaibiity
n B e

L ﬂ,”dtﬂﬂﬂﬂ'ﬂmm"ﬂﬂhm #y Rreftn w1 and §, Pk wm () P e R = W e =

1} e i i sbe w o wfnm ¥ ffive e fiesh by ot s w Pl s w4 e Tl 4 W w o o b A e e e
& Bty iy 7o o wove 4wl vt o Wiy N A e st o e fief oo iy wit fom wn # W
fod s & e i w fesh aTw v @ T W W sfwen g Tem v R 9 e wa § s s fpi wx T e iy el
R RS R R E SRR R ]

1 “wifer weTE" 4 o v wem Saw el vl w b oW o o & i v w fed i wvaalien oy i e e

& e v § sl “wif st g T ven W w e b v v d 8 %y e o s W ) et ikt T
W i o fwin o ge w feaiod e o d =l

71
RECOMMENDED FOR ACCEPTENCE ,
N i w g vt __M’ 5
Date of Surgery Y 3 g gt it
st @ i mhaaa orennavar g TUtwn
,M5,FPRS,FICU {Nams, Designation & Stamp of Authorised Signatory
\ Ntk Consuktent orRifees % : LS mwﬂmﬁ"
W W B A 1 ' N T e W
FOR INTERMAL USE of KOSHIKA FOUNDATION S 7w i
~ GIGRATURE of TRUSTEE 1 SIGMATURE of TRUSTEE 2
= v | = T

/r!f_;'g/\/’?_d

11-04-2024



