APPLICATION FORM FOR ASSISTANCE (Healthcara) thikﬂ.
weran $q _I: !I ¢ ") foundation
APPLICATIDN o : APPLICETION Besaing blach of wis
W Ve | HJ ﬂ_g,}uj S8 L | n I'flil,-!-—'{f
HAME of APPLICANT ADE-TEARS 59-=m _
th S ‘Fq .{{ I'}‘_"Iﬂtﬂfﬁ N ;i!frﬂf
PRESENT AESIDENCE ADDRE
i =i ﬁﬂa Fal: B A4V o
’{ RESIDEMCE ADDRESS - To WM 70 !'f"lrf"f:'ﬂ’ F'f'l” f-'[;
= 2816 Sicldare
= i ﬁmﬂf%imf’ SRR | oo A
TOTAL ANMLAL BeCOME - [httach Proe! o lncomp)
b el 1 .\’lﬂr]).— (5% %) W )
PAM Ho. TN WE HEW
:Eﬂw:ﬁmﬁﬂﬂﬂiﬁtﬂﬂﬁr:HMIl TITI“:‘E L-“",”:-‘_
FAMILY DETANS wfvar fwre
= e - - O~ 1
(Y Vo timaig G # el A
,;‘E:; 'S A, e A )
BAEIA for REGUESTING ABSISTANCE [Tick whichaver s applizabia]
= g W fed fiely sne ==
o e ==
(Aftach Card Copy) ﬂuhnﬁhiﬂm tattach Copy) BasisiProol
e e W oA T R wey ot arpviten =l ot et
(v T W) e i e (9 W (wEm T W w o e
g “PLRPOSE™ lor REQUISTING ASSEITAMCE:
wrm #7 fd i Tl ow wgde,
Sr N Medical Reports Prescripions Altsched
U S semmwefee @ Wil W ufiebes ot e
&E I’.i"l'l'-'l_l'—‘l‘_lr’?_ﬁ"'u"x ¥ 1" [ {1 L
O S [ R A =
";"'cﬁ"ﬂ-_@mrtlf R _od rprdlC
4
ASSISTANCE BEIWD AVAILED lor BAME “PURPOSE" from OTHER SOUBCES
T ¥ wH s ween et s oaie o e o o)
St Mo, NAMEE of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILLD
Lol i = W o
fﬁ, LEL = = L Tow il




DECLARATION by APFLICANT. siee g dwen ¥a:

1} | nerety confirm il & dolads in Mis Form ane T o i besi of my knowdedge. Any islse siatermand wil render my Applicalion A ongoing sssisiance. § any,
finbim for rojoct

71 | ey confiren (hat assistance. ¥ neceived from Koshia Foundation, will be ussd anly for the “purpose”. as siaied in this Form, for which such essistance:

WES FREEie by ma

33 | heraby confirm 2t | have nol & will nof in futues, mvail of remburssmaent. n part or n full, from any ofr source‘employerfinsutance company, of the amount

for which this assisiarce n equeested

1) & whw w4 b o o T 50wt & s e e bt e o e sy we w3 S e e @ w o

11 # g o v oy Cwivw wEet, § o owm oof ), Ten rnin wh vy o i & fel few i, o m wen F o e h

3} e wam f T fam wren iy = o i §, v i W afes e feen el w wFrdwnm werl ® 3 W fm ool w o s A wm)

AGREEMENT by APPLICANT ( st g wan)

1) By affixing my sigralisrs o thumb impression on this Form, | (Applicand) hereby agree & authorise Koshika Foundafion and ifs Trustess o
ussipublishiaut-upireproduce my name, sddress, photo & detais of the "purpose”, for which suth assisiance is requasiedigranied, rough any
midium, mchuding Bul nol limsted 10 verbal, prind, sloctonic. lof soliciing donalions for Koshika Founcation andior dissaminating Sformation Sbou s
pctivitiesiachisvemenis. Such use of my photo & datails can be made by Koshiks Foundation before of afer my treatment o hulfilmend of the "purposs”
feer which assistance i being fequesled.

2} 1 (Applicand) huriter sgres (hal ary such use of my name, sddress, photo & celathy of the "purpose”, for which such asalstance is requestadigranted.
will not sutomatically entilie me for receiving or continuing the sald assistance, The deciaion for granling andior continuing ihe sssisiance will res! ackety
with tha Trusiees of Kashika Foundaton. and their docision is this regard will be finad ard acceplatie 1o me.

i T e W A e,  (smbew) sred meef ol yfie wm f w S et ab e sl T owt afig wn o B Sy e,
= WA d @ fery 7a v F wiw b, v Cwtiee” v el T, e get ot @ ol ofifeied sl yeeferd W T Sl o wee wem

& wfi wat o foyr wfepr 4 wey o fre 9ty ¥ T w wr 4 et o B wilie wrnfe w Al sfiep b

21 & (srbow) v owm @ e e o, v wiE ol B o e e € apivd @ wfie § e s W e ol v el o
“wff” vy 7o =i w0 o o oty o ot

'S FIGHATURE OR LEFT THUMS IMPRESSION |
W O W e

o =

AGREEMENT by HOSPITAL (waws gm wm)
By affizing hempunde, sgnature of cur Authonsed Signeiony lor recomemanding this cassipatient lor financisl sesstance from Koshika Foundation, ws
[Hompital) hereby affirm & nocepd fallowing:
1} that wo neshas she presenlly nor will in fture avail of Inarcial assstunce fom araifer NGO or eny other source, for the same polient/case, aw we B
roquesting 1o gl frem Kosheo Foundalien, fo the et thal such assistancs i3 granted by Koahics Foundstion. If B requiskind Sssianco @ not gramnied
n-pmum.hpﬂmnu,mmwmu'-mﬂhmhngnmﬂmmmmuwﬁmm
confirmabon sssantally §istes that the Hospital will nol vl any duplicats assistance for the sams palienticass from eny other NGO or any cther souna.
2! Tha assistance lrom Koshika Foundation is only Bnancial in nature. The choice of the trestment/procedure sdvisediconduciod by the Hospital on tho
pﬁthhﬂﬂthWhpﬂﬂthﬂnhmthmm.I-!-u-himinﬂ

mssuFnE Bole & compiats msporsdiity of the reatment & ' outcome & safaty of the patsent, snd Koshilke Foundation will hove no rols of responsibility
I the mather.

Fert e, Wt wt s & ke Wt Wil st W fufrs s oy fiesf o wdl §, oo (veme) e e # = u wibam v b

L) e ke aby v o o fef e et b sred s w fesh e we e bl @ W w A w1 o T o el Tt
4 ferftm/fveds T % e o “wifre et o W o e b o e wrsten” o W feef s by e o e e § R s
funit sy wd v w e s e @ w A e e v b g © e e e | e e il wex T deie g Ted 7
#r we sfen o el mm owm | o dmedn

2 *wifn w6 ot ml ween shee e gy 8 & 0w e g o e w fet v Treeen W e R W e

% i w fven § b *uifr wwtet g et vem wm wi vem A b el e 4 Ol oy e sl s e o sl Famiol Ol o W
# vt st “wifem® w8 i e w st v e F

RECOMMENDED FOR ACCEPTENCE '
A s L L
Dtz of Surgery Manager Outreach
ir ¥ Dr, Dorennava» Yor 4 Eya Care
~ .HS.FH&FIE{'I M‘Umww
m Tihbmama.. B m
:\Q? ﬂ!ﬂmlm: i T UV TR i e
FOR INTERNAL USE of KOSHIKA FOUNDATION  Sifes 37 ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i S PR

7 B

25-11-2023



