h-"-!'"ir-—!— C—t S—oS5— 184,’

APPLICATION FORM FOR ASSISTANCE (Healthcare) Ko.s'tha
eI ¥ e WEy (v ) P
e M[ts25] 0142 ks v | 7l S |2
NAME of APPLICANT - " : mmﬁ-‘{ sex fom
FEE W A 'gu’:”ﬂa ‘r_
FATHER'S/SPOUSE'S NAME -

P = 1al tMoehamorad

w7 wftw s _Re _ypen b —[ﬂmh (T8 W W )
PAN No. THF T T8
ARE YOU "u'_m'_m'“mméam applicable). Yeu | No
N WM AW w1 oUW ¢ (9 W W IR W W W e e ¥
FAMILY DETRILS STEn famm
Sr. No. Mama of Family Membor Age (Tears) Gender Relaticn with Appiicant
=4 U= o ER # w WL am 7 () i FATs ¥ T Ty
'«.” Macka ] 1 hhig _ Ll oA Ak,
BASIS for REQUESTING ASSISTANCE (Tick whichever i= applicable)
werem % fe fef sman
BPL Card Ceriificats Ration
{Attach Card Copy) Nk Coams Sopt (Aftach Copy) m
it te o AN o™ s sw Wil T W FoviteEn Wl v o T
(e e oW enm uf SEe w (VAW 1 W W W W W (W T W W W wE W)

“PURPOSE" for REQUESTING ASSISTANCE.
¥y fed o fesdt = ot

Sr, No. Antached

Mudical Reports/Prescriptions
WH Ho e § i s e W
M“T—ﬁ;r AR [ASASact
o A AV I o 72 Wi U N S

)
ASSISTANCE BEING AVAILED for SAME "PURPOSE- from OTHER SOURCES
™ot W ¥y W a= sy fest o wim # feem T w7
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Ll 5 T W - ot of wwren o

rd

IN A5L A i -
F Ny L)




DECLARATION by APPLICANT: #sw o Wom 7a:

111 merestyy confirm Bt @l detaits in this Form ane True (0 ho besl of my knowledge. Any false staloment will rendaer my Application & ongoing essistance, I any,
lsbba for

rejctiondcancefiaton,
211 solsmnly confiem That assistancs, if meaived from Koshika Foundation. will be used only for T "purposa”, s stated in Tis Form, for which such sssistance
wivs raguested by me

331 harety confim thal | have not & will ot in future, avad of rembursement, v pan o in tull, from any olber sowrcelamployaTinSurance company, of Me amount
for which This assisi@nce = fequasiad

nimm{ﬁrmmiﬁiﬂﬂhﬂiﬂmﬁimmgdiruﬁﬁﬁm‘ﬁmmw-fiﬂﬂmmmiﬁh

1) & g o mrn ofn *wdfiee wrmsby®, 0 o m off |, e el ol atve o) o o B e e, A e we F wm e 4

1) & gfe wrw § e Fom wes g oW w0 ¥, w oo = dfew w e fres el s sl weel @ A few ot ol w o o S
AGREEMENT by APPLICANT (s 21 %01

1) By alfuing my signature or Bumb impression on this Form, | (Applicant) hersby agree & aulhonse Koshiks Foundation and I's Trustees to

usalpubiish/put-upireproduce my name, address, photo & dotails of the “purpose”, for which such assistarioe is requested/granted. through any

miednim, inciuding tul not limied o verbal, pont, efectronic, for soliciling donations for Koshika Foundabion and/or disseminating information about it's

actrliosachimeomants. Such uso of my photo & details can be made by Koshike Foundation befote o after my treatment of fulliment of the “purpose”
lor wihich assisfancs |s teing rmquesiad,

2171 (Apgiicant) furthar agren Mal any such use of my name_ addiess, photo & datails of the “purpose”, Tor which such assistance is reguasiedigranied,
will nol automatically entithe me lor recelving or continiling the said assistanoe. The decision for granting andfor continuing the assistance will rest solely
with the Trustees of Koshiki Fourdation, nnd their deciskn is this megand will be final and scosplabie o me.

1) v e sl we st w s e, (oo sl weefh o sfe wen o Ve et o weet sl " W) e wen o e dn o,
. e st W fe oo F a4 w i T s, o, wenw ot e @ o ol s eetel ® o e @ e e

& wafts w3 & fom afeqE b 9t oy w Peeen 9w @ wet w o @ T o el wrelset w sl e &

1) & (svtes) oW @ e o e vy 3w e, wE o e W s aeon @ ol @ wlds 4 o e ween = e T T e e o

“ wifyrwn* up we snfied o ooty s sl et s

APPLICANT'S SIGNATURE OR LMTMHML

AGREEMENT by HOSPITAL | pesm o W)
By affvung hereundar, sgnatore of aur Authonsed Sigratory for recammaending this case/patient for financial sssistance from Koehika Foundation, we
{Houpital) heseby 2ffirm & aocent following |
1) thit we rwidthier s peonently moe will in fuluro avail of finescial aesimtance rom enothe: NGO or wource, for the e patient/cats, a3 we ara
requethng to gt lom Koshika Foundation, 1o the sxtent that such assistance is granted by Koshika . H the requesieng asssiance s mol granted
by Koshiva Foundation, HmwnMLmnmlml:nrﬂqﬂhnﬂrwmlmrﬁﬂmwmﬂwwmm This
confirmstion essentially siates thal the Hospitsl will not avai sny duplicats assistence for the same pattenl'cass from sny othar NGO o any other sourcs,
2) The asslstance from Koshika Feundation s only financial m nature. The choice of ihe treatmentprocadim advissd/conducted by the Hespital on the
palient, i& bawad on (he Brangement baiween the patient & e Hospltal and lg in no way influsnced by Koshiks Foundation. Hence, the Hospital will

assurme ole & complote muponsibiity of the frostment & [1's oblcoma & salety of the pationt, and Koshika Foundation will have no fole or responsitsiiity
i e miatier

wd afemn, e W s d el w) S eifre asten " fidieg e i feedion o wel . Pl ey (o) fesopwn F we w i we

1) W 7% 7 3 S sl AW v A W e G i owenn wees o e s | e i § o ow R o §, W ors Cwiee st
A T T o€ = o s W gm e iy Ao ol e wre” e ween e sifmowee iy s o few o § o semes
terlt e fr wrerd on w e s w0 wemn o an afener gfen e b o g e wm e § e s Tl e T el iy Sl
#r ot wWew w fol o R & W Amee

L “sifew s 8 o of apen Sus fulm v S0 ) 0w vees o 0 o e o B ot TveefEn © e oo e

# e W fees & b wife srednat go Pt e w i s o b st s d 40 & e e s st o o) wl Pestol a0 e e
wt ol st “sifoe” & i st o Fadol g oed o e

Date of Surgery

\'N‘(N

FOR INTERNAL USE of KOSHIKA FOUNDATION  5=ifts 3 7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=l v | A TE 2

Sy’ AT

30-11-2024



