APPLICATION FORM FOR ASSISTANCE (Healthcare) Kﬂvshi_ka

ey [ AT T ) foundation

w:h !{‘. Jf[ﬁrgﬂ{; ;E;}Gq N — ] I:T.l{ill_"i[-?l.. [ ———
. I AGE-TEARS 30 SEX et

:;:Eﬂww. r4g VYUK Y roOMNDR oA M

e KALPRDA MOND AL
PRESENT RESIDENCE ADDRESS iR Smmity =)
; 4 FHLEC P NAT -TJoa i WiE)]

Fmi

PERMAMENT RESIIENCE ADDRESS - HETHE T

CANTHELEER

Dcnﬂ'rm- HthEE meimim]
'rum_m-n:ﬂ Z et Proed of Incam)
ediget g 4000X14 = 58 000/ K e )
PAN No. 7Y W TSR
TARE TOU AN BCOME TAJ ASSESSEE (Tick whichewes is appbcable): Y |
oA AR W b (F R T o e e 11'.'#
FAMILY DETAILS sfiws fimm
3 of Ezmity Semoer ™ ) Gander Fiatian with Apglicam
J% :n-ﬁimmw nm Fﬂrmh a?trimm
r b L
r ARV 2, -1 ] = bt [
A 13 . Q] I .
Ly * .ﬂg |- i
TIF AT 3 e D Bl
BAEIS for REQUESTING ASSISTANGE [Tick shicherer i applicahis)
T % f e s
BPL Card Ceriificmis Ration Card
{Atisch Card Copy) mn-m:um {Amach Cogy) ﬂm
T e R AN T T st son vl v Ty E e
Cur wa alt wpn ol e (e gl e i we T (umn wE W W v w=h
"PURPOSE™ for REQUESTING ASBISTANCE:
e Wy e Rl = T
& Mo, Medical Repons/Prescriptions Atkched
w4 SEn ST B w W W Sims e wee
I Y
T TR A HENTT 1 ¥r 5 |
7 | SOROEPY T fE - ORI

mmmmi‘nhrmwmrmmmm
v T % T W 3= Ty e 5= | e e a7

o, NAME of OTHER BOURCE AMOUNT of ASSISTANCE BERNG AMAILLED
WY W Fu TN W A ot g il




DECLARATION by APPLICANT: &HTE T =vm T

1] | horoby confim that ol detuils i s Form e Troe 10 He besl of my knowiedge. Ay laise sisiemant w41 randarnsy Appiesson
fiabie for rajoctionicanceliabion,

27 | goiemnly confirm st avsistancy, I recerred from Koshiks Foundaton, wil De used onfy for ng "purpede’ an wlidnd in ha Foes, o e

W TequsEipd By ma

31 | hreby confiem that | have not & will not in fulues, svast of rembursamenl. in pantorin full, om a -y olber sourcslamployerinseno

forwhich this assistancs l§ regsesisd

13 Sv e € e wn we § ol e el e 0w ¥ wge w1 sl oo il feem e s v ows | 2 4 som S
1) B o = wEn Ve e, 4 W oW £, o T o e w6 g % el Bem wiv, o o oF oo i
33 % it w5 e wes iy medm ol nf &, wm vl W e @ W T Bl e Entedewed weel @ 4 d e s e

AGREEMENT by APPLICANT | s8%% T %17

1) By sffuing my signalure of thumib imgression on this Form, | (Appicant) horeby egree & authonte Hoshie Fourmalion end I's Tresees =
useipublshipul-ipireproducs my name, adr-ess, pholo & details of the “purpose”, lor which such Bssistance i requestadigramied, thougs sy
rnadinm, nchudicg bl ok fimibed A6 vedtal, prnl, sbectrome, tor soliciting dorations for Koshike Foundedion andéar disseminaging informaton el TR
aclivilesiachisvements Such e of my pholo & deiafs can be mode by Koshilia Foondason hedose or afier my ireatmenl or fuffioment of e s
for whach assistance be being requesied.

291 |Appbcant) turibar agres fhal any soch wse of my neme, Bddess, phale & dutalls al e “purpose”, ot which such stssiincs 5 EoesTlsScrarRes
will not sulpmalicaly entite me for reeahing or continuing the said seskianos, The decision for graniing andior continuing B srssincs el mes sy
witn the Tristees of Koshia Foondafion, and thelr decision is tia regaed will ba fingd ard ascoplable o me,

L) wm e W sl o e e, Qo) st wve ) g s f v “wifnss vt b ok sl T W s e o oS
v, wE s @ fawm o F st #, 9 el o el o, e gl wgire © S i s eeriaed o fed el ol v s

# e wrd o S e 4 8 T W e B R W WE W A © wE % T e wred n el st

23 4 (o) T T W e ) e S, oA ol feny o e e & bl @ it & o v mem W e T e E
“FirwT U TR =il 6 e o ok meeand o

APPLICANT'S BAGRATURE OR LEFT THUME IMPRESSIDON :
wEE F e W sl w P

By affizing Permundss, sonatues of oul Authonded Signalory lor fecommending this casefpaten) for finsroal arssiance from Koohie Foundatan, we
[Hempital) ety sfiinm & sccapt following;

1) thisl we nelier ans presenily. nor will in luture aved of financisl assistancs from analier NGO or ey olher source, far tha sama patentosss, @5 waars
resquesling 5 gal fram Koshies Foundation, io the axiend that such sssstanos s granied by Kouniks Foundation. 1 The equeiisd sssisnnco s not grentod
By Boshina Founidalion, in per orin ki, iken the Hosplial reserdes iTs right o miske g e shonfss fram snoffer RO or say other scinoe This
confirmadion essenbially stabes inel e Hospibs] will nob avsll @ny duplics essiviance iy the samne polieabicsss rom any ol NED or any olhsr soirce
21 This esestancy from Koshikn Foundation s only Gnancigl in naturs. The chisca of ihe instmantiprosssurn advisediconducied by e Hoapital oh e
patlsr, b hassd an the srangement batsesn tha patmet & the Hospilal, snd & in ne way inBlusnced by Koshike Foundafion, Hence, fhw Hospifal will
assume o & corplebs responsibillty. of the reatrment & By ovtcome & ssfety of the peterd, and Koshika Fodrdation will have ng fole of responaibillty
N e matar

ol S, TR W S W A W e e W St aeen dy fewdn ol od §, Bl o (geEE) e e W W wimE = b
3w P v vl e ady oy o i o il wave Tl iy wol weem w TR e wie S T gt o o ow o § W e e i e
9 frnfindiedy wen o w1 Rl wesbe T o o g & ol i wesmt o wre fel steen ) eyt wft few we § 8 s
firsd orn A moerl) wee w fee e e o v 0w afe e v o e e e e i s i wen v debeme iy Fesh

1w W @ B S e RS A

1 "wifiow werster” ¥ o of Taroe W Ml ol W B oo voEm om @ v vew ow T TewosiEw W oye 6 o e

% wiw W fow # sin “wifew et po R vt s o e ot B oralel peme 4 B ¥ T e dn s S ol feasd 0w v
W il i e e w T v

Date of Surgery
sy W A

F.'- 1. 1081g

FOR INTERMAL USE of KOSHIKA FOUNDATION  S5=its Zwm ]

SIGNATURE of TRUSTEE 1 SIGMATURE of TRUSTEE 2
= = e

7 T AE

20 - 03 - 2028



