DEL- G- 2W-08- = £\X

APPLICATION FORM FOR ASSISTANCE {(Healthcare)
wWETAT ®Y SR WIE (FaTeay TAE)
T _c\loas\oOS0o  [apemee |
: i AGE-YEARS ¥-1 | sex fen
NANE CLAPPLICANT: Qs Lu20Wsd dnaun, = =
%rn?mmw NAME: Faedt p":&“-‘-’—:}_ e
PRESENT mmﬁzmms qAuE s gal

J‘L

PERMANENT RESIDENCE ADDRESS - 7 E%% il

9 .
Koshika
foundation
g loch ol e,

Teacl Gb oNoa0. Ria ?Qg}r
OCCUPATION LaNSOuA, MARRIED (Raif¥) | UNMARRIED {ovfiyanfiver)
TOTAL ANNUAL INCOME {Anach Proof of Incame)
# a5 %m’- (Fmwmama SR
PAN No. Zad aml 59 ol
ARE YOU AN INGOME TAX ASSESSEE (Tick whichever in applicatie): You | No
I 90 3F W W E (W = W W A W e v/ _—
FAMILY DETAILS e fiyre
57 No. Marme of Fsmi umh-r Age (Yeurs) Gendar Redation with Applicant
G wftmt 7w (w) fifn Ee i B b
) ool Wn ot SO (=Y Sca
2 oA O L % = =
n, Tonnn W T 3
= %
9 o AWia A\ T LS Crdcand
e Bl nen \ O = Cland S on
BASIB for REQUESTING ASSISTANCE [Tich whichewer Is applicabie)
% fr i s
BPL Card EWS Certificate Ration Card Any Other
(Attach Gard Copy) {Attach Contificate Copy) (Attach Copy) BastaProod
i W T wTS WY W e UV W : s b wey
[wEm T w mrw win W (v o o) v i e W (e o ot wfh e W

“PURPOSE" for REQUESTING ASSISTANCE:

wom i et m el W T

Sr, No.
w4 T

Medical ReportsiPrescriptions Attached
seeyete ® Wil Wt wf afvden it wem

e

L et

1 E

! tagh LranA oS T g N e Sa v

e

S § T

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W I % o = H= A e o vl A fow o w7

51, No
Y HE

NAME of OTHER SOURCE
W = W o

AMOUNT of ASSISTANCE BEING AVAILED
i i weE

B




DECLARATION by APPLICANT: ST g0 wivm o
Illhuahywm that all detads in his Form are True o e best of my knowledge. Any false statement will render my Application & ongoing assistance. i any,

for rejectionscanceliation.
21 ﬂmﬂymﬁmmm #received from Koshika Foundstion, will be used only for the “purpose’. as stated in this Form, for which such assistance
wis mquestod by ma,

3j | heraby confirm that | have not & will not in future, avall of reimbursement. in part or in lull, from any ather soutcafompkiyerinsurance sompany, of the amount
far wingh this assistance i regquested

1) v wom e o we & R vl fin @ wmen @ s wm o w oo sl e s e v o €@ S w fea @ ow wet b
1) R AW W wie sl e, S W §, e oo wE iEv s g w e few s, = g e f woomm
1) # e won § o e #7 o wnbe o) of §, 0 oin W wfpe m e S fel w anfnieeds vl 8 3 W e § she 3 o o 9 o

AGREEMENT by APPLICANT ( sies @ %11

1) By affiwing my signature or thumb impression on this Form, | (Applicani) heteby sgree & authorise Koshika Foundation @nd i0s Trusioss 10
use/publish/put-up/reproduce my name, address, photo & detadls of the “purpose”, for which such assistance is requesiadigraniad, through any
mchim, including bat nol Emited 1o verbal, prind, slectrante, for soliciting donations lor Keshika Foundation and'or disseminaling infasmation about it's
aolivitiesfachisvements. Such use of my pholo & details can ba mads by Koshika Foundation before or afier my reaiment or fulfitment of the “purpose”
for which assistance i being requested.

2) | {Applicant) turther agres that any such use of my name, address, pholo & detalls of the "purpose”, for which such assistance |8 requestadigrantsd,
will nol adtomatically enitie me for recaiving or conlinuing the said assistance. The decision lor grenting andfof continuing the tesistance will rest solaly
with tha Trustees of Koshika Foundation, and their decision |s this regard will be final and acceptable to me.

1) T8 UE W ST Fw W e w e wmn f (snies) s ol wt gl won o o “wifies sedes sl et sl t ow sfeny s f oo,
g, ot s w o gw ey o e B ey o s, g, e gt agtvy @ ol ol sl edfeed of Bl fedl ) s s

W wwiftn wrd w fer afinp &1 W wm oW T A e ¥ T ow wn o w8 e < wifiow e W smh afiog b

2) & (wwiew) wows O w4 fiv G0 o, me w2 el fuerne o s woew © wgkvd © wiits & g wEew WoweEE e w6 e
“wfew” wny TEE e W feie S s s T

MMWWE“LEFI’M IMPRESSION :

AGREEMENT by HOSPITAL (wwmm 3w %01)

By affining hareunder, signalure of our Authorsed Swgnalory lor recommending Ihis case/palient for Bnancial assistanca from Koshika Foundation, we
[Hospital) heretby affirm & accept loliowing:

1) treat we naithar are presently nor will in future avail of Snancial pssisiance from another NGO of ary other source, for the same patianticase, s we ore
roquosiing o get from Koshika Foundation, 1o the extent that such assistance is granied by Koshika Foundation. (f the requested assisianca (s nal granted
by Hoshika Foundation, in pan ar in full, then the Hosplial resesves IE's right 1o make up the shortfall from another NGO or any other source. This
eonfirmaton assantially siates that the Hospital will not avall any duplicats assistance for e same patientcase from any other NGO or any othar source
2] The assistance from Koshika Foundation is only finangial in mature. The choice of the treaimenliprocedure advissd/conducted by the Hospita on the
patient, is hased on the arrangament batwaan the patient & the Hoapital, and Is in no way influenced by Koshika Foundation. Hance, the Hospital will
assumB sola & complala reapansibility of the treatment & it's outcoma & safaty of the patient, snd Koshiks Foundation will hove no fole or responsibility
in fhe matkar,

vt s, pend W) s A SRR W s et 8 R o i featm 8w 8, fes em (e fe e @ are o el el B

1) o fs o o e ol o o e F fafve s et St wowd e w faedt sew e o s driamet F o w A o 8, A B v i e
# frwftn vty ae % s o “wifon st o o i 6 R i s o0 e e e b T 0 few e @ R s

fdh o mrwd s e s T A EEE A W sl e e b v e e v o ¢ e s fiy T ve v 6 e
vt wea W faesl W= we R oW st

2 “wifimer wrssimy® 0 w8 mf wrvom swe fulew wgfe W) iR o o g @ il e w o od reovfies s dh oo e

% 9w = favs § ok wifew el o TR T W wN TR W 3 Wi veee F Ui S e e sl s wd wi Sl o8 o pmew
Wy it b Yt W) = gfn m ol oo o =) i .
ay

Dato of Surgery M. 435
R A 5
L aetdolts :.a't“ 1000% (Name, Designafiqs
&\\o\2024 8 Ragh 'No. with Stamg) et
SRR 3 paw s a3 W T T T
:  FOR INTERNAL USE of KOSHIKA FOUNDATION st =wa 17
SIGNATURE of TRUSTEE 1 SIGMATURE of TRUSTEE 2
= e | == T 2

el FAE

11-04-2024



