VR 4/~ €= 3S~sY~ o8 4§

APPLICATION FORM FOR ASSISTANGCE (Healthcars) K?Shika
= ﬁ : 1 ! foundation
APELERVEA . "'J!ﬂt'{ :._5/ k3 mc%mn.nﬁ: I4[M[25 Buling blsh f I

NAME of APPLICANT :

mwmw Y lan gima ), % | m

AGE-YEARS 79-71 | sEX THn

%THERIE“‘%PD#:E'S NAME : L"ﬂ}:h ar {
. - PRESENT RESIDENCE ADDRESS =90/ snamr val i
T [Lhanatpun s

fene ap  Roide)

ajaXthar, 3380 =

PERMANENT RESIDENCE ADDRESS : &=t S/aTeg %

S agn e EW ab v €

OCCUPATION - T Pl 04~ of | MARRIED (i) | UNMARRIED (st
TOTAL ANNUAL INCOME R {Attach Proof of Incoma)
e A s 3o [— (FahuAl) (wuwamw Ll
PAN No. THIE T8 W
ARE TOU AN INCOME TAX ASSESSEE (Tick whichever is applicablo): Yes | Mo ===
T A AW W (W w6 Im T = e e ol L.f"‘"{
FAMILY DETAILS ofiap famm
&r, No, Mame of Family Member Age (Yearsj Gender Relation with Appllcant
Fq Hem o 35 (=) % WY
g E S g K ule A& = HA o
o - Sa . h £ [ X
= Bar17y 24 = ] .fxft-*_?;:m#%x\ (7 Lang
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicablaj
L1 O e B B
BPL Card EWS Certifl Ration Card
(Attach Card Copy] {Attach Certificats Copy) {Altach Copy] e Bl
T TE % A T W W T AV st
v w1 o v e Wt (w91 = w9 e w (W T W e A we W =

“PURPOSE" for REQUESTING ASSISTANCE:
werom TR m e W et

&r. Mo. Medical Roporta/Prescriplions Attached
=Y e sEEmEVER | W # w wiee o e
RE - Coadanatt
L fF—  pAannd 4
Suwna o — 7LET - 3 A0S T PA A
ﬂ J"'T o
Ly
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SDURCES
T TS S B G o Temm (e A mAm 4 fem T R
1. No, NAME of OTHER SOURCE AMOUNT of AGSISTANCE BEING AVAILED
W T == wm W w1 wE e TR
/o HRCSE o Lo




————

DECLARATION rn- APRLIGANT. TSN 0 WOV s

1) Fradely conlinm It 6l datuila in 16 Fom B2 Tris-bo Iha Best of my knewlddge. Any falee stalamont wiil render my Aopllation & angeloy assistance, i any,
Nabis far rojectonfeancedialion,

¥ enigmply confirm that sssistnes, |t received from Koshiha Faurdalan, will be used only fat the "purpten” 81 steisd in this Fomm, far which sisch Basklance
WRE regLRElad by ma

301 frerehy confinn ihal | ey nop & vl molin fullee. Bs@l of relirbussgmant in par orin e any olor soweean plgarnsoance campany, of the amotin
far whicty {1k pestalbics W P b

11 3 wow wm § T o o w Rl ood ol feem o sl # wsem v ow b ulke it T o s e s & 6l e Sow o W ome by

2) 9t o W wern ol e W, § o W o &, e e 5 T W RS .~ wdg W e d o ova b

30 8 ofie won o fe Toe womm Ay o s o nf €, 24 ofoo w0 e w e T T e st S R = S e 4w e o vl
AGREEMENT by APPLICANT | spiee: g s

11 By @fimng my signaiure or thumb impresgion on this Form, | 1 Applicant) heseby sgree & authoriss Koshika Foundatlon and it's Trustess (o

use/publish/pul-upiraproduce my name, address, photo & detalls of the *purpose”, for which such assistancs is requesiedigraniad, fhrough any

medium, including but not kmiled lo verbal, print, slectronic, for soliciiing donations for Keshika Foundation angior disseminating rlormation aboul it's

aclivitesfachievamants. Such use of my phato & delalls can be made by Koshike Foundafion before ar alier my trasimendl of fulfiiment of the “purpose”
for which assistance |s being requested

211 (Applicant] further 3groe thatany sueh Use of my namae, address, pholo & detais ol he “purpose”, for which sUch assialance s reduasiadigraniod,

will not automatically enntte ma for receiving or continudng the said assistance. The decision for granfing and/or cantinuing fhe-assistance will res solely
with the Trusizes of Koshika Foundation, and their decision s iy regard will be final and accapiable (o ma.

1) ¥H W W ST TR W STE Wi OW s, ¥ (SR S WENE W y0e 0 § S WA WHETE i sew s " ) sy wen § v am,
o, W st o B g v & wifyn &, =@ Seifee” v =, o, v et agke ) o niafies s avereed 3 T T O wom wmen

q gt w9 W o sy &S v oW e R opm F o W o § W % B s sl w e s

1) T ARSI AR W FREE T W AW, T, WE SN R W e i | oW T e e W e S e T ey

B R W el B o R e

APPLICANT'S SIGMATURE OR LEFT THUME IMPRESSION :
T W T = S = e

AGREEMENT by HOSPITAL (wwmm gm w11
By alfixing herpundar, stgnature of our Authorised Signatory for recommaending this case/patient forfinencial assistanvs from Keshike Foundation, we
{Hospilal)y heraby uffitm & accapt following:
1) that we nofiher are presently nor will in itwrs avall of financiel assisiance lrom another NGO or any ofher source, [or the same patient/Case ag wa dare
reguesfing 1o gat from Koshika Foundation, to |he extent that such assistance is granted by Koshiks Foundation. || 1he requesled aesislance |s nol granted
by Kiashika Foundation, in part arin full, fren the Hespitsl feservas I's right to make up the shortiall from 2hother NGO or sny othar sourca. This
confirmation ezsentially sietes that the Hospltal will not avall any duplinate assistanoe for the same patisnt!csees from any othar NGO or any othar sourca.
2) The assistance lrom Koshika Foundation is enly fimancial in nalute, The chaice of the reatmentiprocedure advised/condocted by the Hospita! on the
patlznt, |5 besed on the arangamunt betessp the patient & the Hosplial, and is In no way influenced by Koshike Foundation, Hence, tha Hospital will
assuma stle & completo responaibility of the trestment & if's outcoms & salaty of the patisnt, snd Koshiks Foandation will have o role or responsitility
i it matier
T SR, TR ST S @ R =1 e e @ faie awen iy Tt w0 4, e es (reem) B vsn d wm e iR e b
1w fim 3w sin T 8 w5 ey S R wet s B s el g o v I S E 2 1 3 F oo wifrw v
2 fawitafet am @ e F i s o w6 0l S we oo ape Rt sirseen i T W fe e @ 8 semm
fisit &= e wowrdl e @ sl o wEwE d w o = e givw @ oW e § me ww wm b s i ww s s oy el
e oot wan o TRl 5 AnE A 6 e

2. “witew wemE" @ w0 wevm Swe Tl wEh w6 T W s g E T wew T iR W e
= g = fave ST twifisr e g Tiesh e w W oo Rt 31 geied wse d OR € e Tom R, T T e

= o st atr st 2 i faobed g med o =98 @l
S0 E§R ACCEPTENCE § min ]
Eﬂ‘*ﬁﬁ* \ *1 ator §
w*

Date of Surgery =
s 24 \\
F , uthorised Signatory
[5/e4(25 (Name 31 Dr. & Regrr ¥, Wih Stamp) on b annrapIinIJ
Wﬂ?ﬂﬂmﬂlﬁ.t T T T T S s
FOR INTERNAL USE of KOSHIKA FOUNDATION @R ST ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
) T |

al JFAE

e o/

30-11-2024



