Mo pt € -

S — o —

0323

APPLICATION FORM FOR ASSISTANCE
HETTA ¥y SmEET WrEy

(Healthcare)
(v TETE )

APPLICATION No.
SR W

M

MAME of APPLICANT :

£Y2S |ootn

k®hika

foundation
s
lﬂg—hhﬁdhﬁ

m w & F
FATHER BGPOUSE'S MAME I

e

L et e vy
| I

I%wqo ktop

. -_ L 55 FH] | - ' “
WG BA  IKhawian  Rodan NNANL
:rfrr_-n' ITW‘.- 3‘“"11?

/mu ou,
OCCUPATION - lﬂ'f‘""‘l" > L nanme Tofen) | uNMARRIED (odeitn)
TOTAL ANNUAL INCOME - Anach Proot of income
F S =m 1'-:‘;: mro f,-* '{mwmm:'
PAN No. T TIVE TR
ARE YOU AN INCOME TAX ASSESSEE (Tick whichewar
nmmmmﬁimﬂmmﬂﬂmﬁmﬁr "’:'i'!'%
FAMILY DETAILS uffas fimemn
St Mo, Namo of Fammily Membor [Yoars) Gondor Relation with Applicant
Lol ke ol T ?I_{‘l!} i Mhﬂm
(8! Ropabtuond | 3o =i " Sak
nl BEJ_.: : L) > = h@Uﬂ-bch-l——

BASIS for REQUESTING ASSISTANCE (Tick whichavor I applicabia)
wEwa ® (e e s

Ration Card

BPL Card

(%= 1 W oon o e W

EWS Certificaty
{Anach Card Copy) {Antach Certificate Copy) {Attach Copy| Busis/Proot
i % = o 3t g™ ™ v s o e

(v 7y =% o fy = wh

Any Othar

v oW W o ufh wers wh

“PURPOSE" for REGUESTING ASSISTANCE:

werm Ty el e W e
5r. M. Medical ReportwPrescriptions Attached
1 T ® 4 e # W 0 o uie e e
IREVAs S e XNU — 7pwecy
> Qe _Aclly Iatersiges
f >
*ﬁ‘ﬁﬁ‘“‘-' i{f‘* L NI o'V 7 451 % V7R 4] T mmf‘
— Y L
7 ,{:} = £
A et € g W S P e
8r, No. NAME of OTHER SCURCE AMOUNT of ASSISTANCE BEING AVAILED
1w = e W 9 | it i werm
Ljyr;t ":"am, T




DECLARATION by APPLICANT: #TeT® 50 Siwen s
1) | neraby confirm Mt 88 cetats in this Form are True i the best of my knowledge. Any lalse stuternent will render mry Application & ongaing sssitance. i any,
finble for regectionfcanceflation.
211 schermndy confinm thal essistance, if recedved from Koshika Foundafian, will be used anly Rir the * purposa”, & stated in this Form, for which such assistance
shod

;;r;ﬂr;mgm":mlmm;ﬂmmm avndl of rosmburserment, in pan of 0 full, from any other sourcsfemployerinsurance company, of the smount

for which ifiin sesistance = fequested

1) & drew aem { B T w4 fed e fewr 26 sl ® s v o ol i feem of won s o o & 0 0 e foe  w el

1) @ g s of “wifi wmret, A o o o § e v b wtve o o ¥ e fem wbe, @ e e F wn o b

y) 4 g o § e o wwws i o o o ofn W afew w wes e el s sl w2 3 B § ok 1 @ s F A
AGREEMENT by APPLICANT ( s7its 50 %7) :

1} By affalng my signature or thumb impression on this Form, | | Applicant) hereby agree & uthorise Koshika Foundation and I's Truslees to
ukaipUbEsh/pul-upfreproduce my namo, sddress, pholo & detadli of the “purpose”, for which such assistance is requested/granied, trough any
medium. inchuding bul not limied to verbal, prnt, electronic, for saliciting donations for Keshika Foundation andior deseminaling Information aboul if's

neoviliesiachirvements. Such use of my pholo & detalls can be made by Koshika Foundation before or after my treatmant of lulfilment of ihe ‘purpess’
for which azsistance is being requesisd.

211 (Agpiicant) lurthar agree that any such use of my neme, sddress, photo & details of i “purpose”, for which such assislance is requestedigranted,
whl nol sutomatically entithe me for recehving or continuing the sald assistance. The decigion for grenfing and/er gonfinying the ssaistence will rest solsly
with the Tristess ol Koshis Foundalion, and their decision is thin regard will be final and acceptable 1o me

1) T8 wen W sred weae w sivd W wre e, (smbew) welt el o g won o Cwifen st ol ek el © ) sl e f e odn o,
e, WA st feww v we F e, T S wifow” e e, TR, T (et ar @ W afifed st reieed & e sl @y e

% vt =0 = o afegn & St vy fee 4w wd w we 2 ST ¥ g Wi wedet w S sfe b

1) & (sinw) [E W § Ww {fE 9 o, v, v ol frwre o i weu ¥ et @ wive § 0 em oo W oo ) e owowaly @

* it ™ T ek sl W favke fm sl et v

AGREEMENT by HOSPITAL (wross g wiom)
By affiming heraunder, mmmmmmummmmmiMﬂmmmmmmw
(Hexmital) heraby affirm & accept
1|1m“mm“mmwﬂwhmmdmm-ﬂmmmm« ofher source, for the same patient/cose, as we pne
reguesting o gel from Koshike Foundation, to the extent that such assstance is grantesd by Koshika Foundation. Il the requessad assistance is nol granled
by Kashika Foundafion, in part or in full, then the Hospital reserves it's right to mske up the shortfall from snofher NGO o any other source. This
confirmation essentially states thst the Hospital will not #vasl eny cuplicate assistance for the same patienticass from any other NGO or any other source.
2} The assistance lrom Koshia Foundation is only financial in nature, mmummmmwmmwmm
patenl, s basad on the errangement between the patient & the Hospital. and & in no way influenced by Koshils Foundation. Hence, the Hospital will

etsume sole & compliste responeibility of the reatment & I's cutcome & safety of the patient, snd Koshika Foundation will have no fole of responsibillly
in & matiar

vt wifowgn, peed W it @ el Cwifre st & s e oy feedtm o wi b, fel ws (mme) B v @ o w sl st b

1) T T 9w sl 3 @ ofm f S s T ol Sem w fed s oAl @ T T F @0 w8 o £ 4 v Ceifee weom”
W frrofon Ty we o wa " wifives wiate " wen by Peod ol " wifee wsestva” g were Tl el remen by o ol fen o & o e
fied = i e wvm W fae Em wmme o weme oW afeen g e oW g d me own e b e e ol s e e iy el
#r et W m Sl s wR R T A

1 “wifew weEeR" 3 of weew wun fafe ogf W b B W e oo @ o sew o e o sreiee W o Sl o e

% dlw W fews | ol e st g e s w i vam ol b e e 4 Ot o e g s sl wd o sl Pedod SR o rees
o ot~ wifiow” W wn sfer m fasi® o s J o

APPLICANT'S SIONATURE OR LEFT THUME IMPRESSION |
wETE % yEeE W R W fow

RECOMMENDED FOR ACCEPTENCE Uét*_ri'ﬂ"i Tripatm

et w o deE Administ tnr

Date of Surgery | LT

UP 15578 {Name_ Designation & Stamp of Authorised Signatory
ups o€ ot e ey
) FOR INTERNAL USE of KOSHIKA FOUNDATION o1t 74T 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
il e | = 2

e ol A

30-11-2024




