p—

. POM ~ = L9 — !c'}.cl
APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETger ®Y STEEA WEY (v S )

W-m

S M [0Y28 Jooy s | 4 ':L%err
NAME of APPLICANT - el Sla .l
TS W AN SUHQ“ 20 llﬂ r?;'} g

g N®ne  male n | UNMARRIED (sfutie)
TOTAL ANNUAL INCOME {Attact: Proof of incoms)

A W q"u; o r‘“ :iiﬂmﬁl (¥ W W W)

PAN No. T H W

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever (s appiicabie) You | No

T AW AW E T ¢ (6 0 I R W A e E

FAMILY DETAILE witan famm

. No. of Family Member Aga (Years) Gender Rulation with Applicant
FE T : % =T 34 (=) fn WS ¥ WY W
S L SEr 4 o N S Jan.
N o
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
e % fe frdfe s
8PL Cand EWS Certificate Ration Card Any Other
(Anach Card Copy) [atsch Cortificate Copy) {Amach Copy) BasisProol
nirdt T @ 9w v = T T T w1 B o St
(o ol s Wl (e wn w oven ofn de Wl (ST T WY T W S W
“PURPOSE™ for REQUESTING ASSISTANCE:
wennn iy fed v feedl W agtv
T Madical e
i * G seEeveisT § Wi W) o we
@ET\HU E SR (ke
b
= A\
o t
nmmnctmnum.!ummwm from OTHER SOURCES
vE Tten F o W s mew el s s A fem T w7
St Ma. NAME of OTHER SOURCE AMOUNT of ASSIS TANGE BEING AVAILED
w9 T == o ;hﬂmwh
Ehfj ‘?!FH: Z
o J I'lr




DECLARATION by APPLICANT: 3THTF 50 W W3:
1j1mmﬁmmﬂuﬂh1uﬁu¢mnmuwhbﬂdwhm Any false statement will render my Application & ongoing dsswmiance. Il any,
EJFMWMM # recelved from Koshia Foundation, will be used anly for the “purpose”. a8 stated in this Form, for which such assstance

wat feguesing by me

3j | harety condfirm Tl | nave nol & wil not in future. avai of rembursement, in part or in full, from any other sourcs/employerfinsurance company. of the amount
for whilch this assisiance s requesied

1) 4w wen f FE ove w4 fod o o fewe 98wt € s we o w & oft e feen o e s ww we £ 8 3 e fre o w el |

1) % o W e ofn “wife st A ol w ot §, ve Tl ol vt o) g F T e e, @ o e f o v

11 4 yfe v § v frm w0y owdw W wl b T oo W afes w e e St o e v @ 1 @ e f ol g o oiies d g
2GREEMENT by APPLICANT (%s @0 wo0)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and IU's Trusiees 14
usepublishipul-upireproduce my name, address, pholo & detalls of the "purpose”, for which such sssistante is tequestedigranied, Mough any
mesdbim . incieding out not limied 1o verbal, print, electronic, for soliciling donalions for Koshika Foundalion andior disseminating information about B's

pitivitesinchmvarmenis. Such use of my pholo & details can be made by Moshika Foundation belore or afier my ireatment or hulfliiment of the “purposs”
for which sssistance s being requestsd.

211 {Appboant) furmar agroee ihal any such use ol my name, address, photo & details of the “purpose”, for which such sssisiange s requestedigranied,
will nol autormatically entitle me for recetving or continuing the sald assistance. The decision for granting andior coninuing the assistance will rest solsly
with the Trustees of Koshika Foundation, and thelr decision is this regard will be final and scceptable 1o me.

1) v wen owt s e u s o o e, 4 (smies) el sl off gfe won o o “wifee st abe wee apid " W sy e e S o
o, wr Al W T w o § wfe §, R “wifee” e e, TR, e OR Tgve 8 o et sl s 8 Bt sl @ v e

# v v = few wiegn # 9 v W e 0 op ¥ Tl W e @ v W o el wdet w = wfege

1) 4 (siew) g ow G we e doowm, wm, 952 ol e o B oweee @ e @ i S e e W eeee o T oy

“wifvn ™ ey ok amfiee] W Pde ol sl wepaft Wi

APPLICANT'S SIGNATURE DR LEFT THUMB IMPRESSION :
W W W W ST W

AGREEMENT by HOSPITAL (owmem gm wmr)
By affiong heraundar, WMMMWHWWMMMMWMWMWFMW we
(Hospitsl) hersty affinm & sceept
1) that wa nedhor are presendly nor will in luture avall of Rnangial assistunge from ancther NGO or any other source, far the same patlent/'case, as we are
reguagting lo got from Koshika Foundation, to the extonl that such assistance (s granied by Koshika Foundation. If the requested assistance & nol granted
by Koshika Foundation, in par or = full, then ths Hospital resoerves s nght to make up the shorttall from another NGO or any ather source. Thin
confirmation assentially stales that the Hospital will not avall eny duplicate assistsnce for the sams patient/case lrom any othar NGO or any other source.
Z) The assistance Irom Koshika Foundaton s anly financial in nature. The choios of the treatment/procedure advised/conducted by tha Hospital on the
patiant is based on the arrangament batwesn the patisnt & the Hospital, and &= In no way influenced by Koshika Foundation. Hence, the Hospital will

msume sole & compltle responuitility of the trestmant & |U's outcoma & safety of the patmnt, and Kouhika Foundetion wil hawe no rabe or responsibility
in the madier

it s, gt W st @ ekt w8 sifen st @ fale e By fewrion o w8, fasl o (e fre v @ e oy el e

1) w3 2 wiee o3 @ wine F faf s Sl & el weom W el s v A T et @R R T v el omeim
8 frefmdidt se & e d “Sie sEEm" gy s 0y e b ool Cwifen et o wee el sfesaes B W few w o e
farit sem A woed v m el e e @ s o e g vee b o gfe o e e we | e s Site wor v devanel iy ferlt
fir wyree? e m Bl s e A S S

2 it e @ o aeen we fai ol @ 6o o v oo @ of v w e o Temafie W e R o e

o e w ans & ool “wife et oo Sl e w w0 b ot peeee F O & pea e o st ot W W ol 0B o mees
o i s wifre o i g W fasit v e F W

RECOMMENDED FOR ACCEPTENCE ﬂﬂ-"'ﬂ:!k nipami

Dr Juhio- ..
@ oy A M %ﬁt& M.S
;i U P MIC, 115579 (Name, Designation & Stamp of Authorised Sigratory
ma“'\ (Name of Dr. & Regn. No. with Stam) on behalf of Hospital)
TR W TN v A F% 1 R v s s
FOR INTERNAL USE of KOSHIKA FOUNDATION 5ot 3w ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= TR |

{ il

%r’ AT

30-11-2024



