_#¢ - 25~ oy —034o

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kosh‘[ka

! “ _I ™1 ( ) foundation

APPLICATION No. : APPLICATION DATE : #0905~ 3 (7 Buiding bioch of ffe.
i) W ﬁ)u%‘).‘i'j)ﬁ{'\l sy v 3-05- 24

MAME of APPLICANT : ADE-YEARS 3-wi | sEx fn

wenw  Chemels 67 E
m"”"“mh bjﬂ c&;ﬂﬂan Lol

PRESENT RESIDENCE ADDRESS FFET W

- T : =7

PERMANE ADDRESS : w
ot oL OZoie
OCCUPTION: L1 e Movkee) MARRIED (i) | UNMARRIED (st
[ TOTAL AHNNUAL INCOME ; & . |Abtach Proof of Income)
W it s SBW’;@‘IMN'\ (o w1 e o) g f)
PAN No. P WM WEm N . &1],
"ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is appiicable): No
nﬁmmwi{imﬂmwﬁnmmn mwﬂ J
FAMILY DETAILS aftam fsmm
Ne, of Family Member Gender Relation with Appiicant
o " & el w1 Bt = rigla g
) %Shq\,l_ I F Tl
{9) HonNI T 17 ™ (8
9] hCERS S 0 E UHREESC (s o |
_Gd..___ﬂn.bﬂ.&' Jii "\ q %
(]

BASIS for REQUESTING ASSISTANCE (Tick whicheves is applicable)
werm % ford firsfa soun

BPL Card EWS Certillcala Ration Card Any Other

{Aeth Oued Ease) {Astach Cortificats Copy) (Attach Copy) s, el

it tan o H o s s vl Ym0y Tyven wl ot we
{wam vy o W v W W (e Y =i wm wE we (Vo W W W W s Wt

“PURPOSE" for REQUESTING ASBISTANCE:
e ¥y fed m el w1 et
St Mo Attncheod

Madical Reporta/Prescriptions
w9 W ematen | wi o ol wiee W

_
.-
e

ﬁ%m‘fnﬂ ] ':-..E*-."Fll [ehRratT

T —<enle (LFralk

2) = [F- SECU L2519 Ppmfd
2 s s
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
0 ICEN ¥ Wy Wi arn wwrom fed o v @ fen e 7
$r, No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wa wen s T W ot il s vl

ALl




DECLARATION by APPLICANT: SeT% T S Wi

111 hessty confirm that &l detads in his Farm are True (o Mo best of my knowledge. Any tatee statement will render my Application & ongoing assistince, if any,
Eahle for resachion/cancilinbon,

211 solemnly confum that assistance, |f received from Koshika Foundation, will be used only for the “putpose”, as stisled In this Fomm, Tor which such sssisiance
was requested by me l

3) 1 horeby confirm at | have not & will not in future, avad of relmbuarsement, in part or in full, from any other sourcelemployerinsurance company, cf he ameount
for which this sssmsiance & reguasted

11 4 whem w5 ge e @ ok e fern B0 wed ¥ s o ow ok e e v e e we w8 90 se P W ow el
21 % g o s i wifee wrrtwe®, @ o w vl B, s e vl wtee o g & Pl B e, o g ey o oo

1) A yfe v f e Frm serem by o by o of &, wn ofn W slew W e frem el o o Preimeniim sl & 3 @ fee @ ol @ e F A
AGREEMENT by APPLICANT ( stz o %)

1} By aflixing my signature or thumb impnession on this Form. | (Applicani) hereby agree & suthorse Koshika Foundation and s Trustees io
useipublishiput-ugdrepraduce my name, address, photo & details of the "purpose”. for which such assistance i requested/grantod, through any
medium, including but not limited to verbal, print. electronlg, for soliciting donations for Koshika Foundation and/or disseminating infarmation about s

acthvillea'achisvamants. Such yse of my photo & delalls can be mada by Keahika Foundallon balore o afled my treatment or fulliimant of the “purposa”
for which assistance is being requesied.

21 | (Apphcant) fuher agree thal any such use of my neme, addrss, pholo & detalls of the *purposs”, for which such assisiance |s requestedigranted,
will not automaticaily enditle me fof receiving of continuing the said assistanca. Tha decision for granting andlor continuing the assistance will res! solely
with ha Trusteas of Koshika Foundation, and thalt decision is this regard will ba final and acceplable o me.

1) T T W we W oaivd e, (o) ol weie o e won o o Cwife wmtt ol T sttt w s wn o fix st
o, A o W few o owe F it §, 38 Cwifee T S, T, s gt wte @ o e s Tomted # ford feit o v mem

& waftr wed ¥ fam o & St v w0 fre O yere ¥ wed w w2 R W o M e s ol sfeg

2) & (seirw) w8 oW & e 0% do o e, 98 oy fere o e weee ® wgbeel @ i b SR e wemm W vwer T e o

“wifwn” v st sl s Py o ohe e

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

oy I=%

By affinng hersunder, sgnature of our Aulhonsed Signatary for recommanding this casa/pationt for financial assistance from Koshia Foundation. we
(Hospital) heraby affirm & accapt following:
1) that we naither are presently nor will in future avall of financial assistance from snother NGO or any other source, for the same patlent/case, ms we ars
to get from Koshika Foundation, 1o the exient that such assistance is granied by Koshika Foundation. If the requested assisiance 15 nol granied
try Koshika Foundation, in part ar in full, then the Hospital reserves it's right 1o make up tha shortfall from another NGO or any other source. This
confirmation essentinlly states that the Hospital will not avell any duplicate assistancs for the same patient/case from any othar NGO or any olher source
21 The assistance from Hashika Foundatian is andy financial in nuture, The chaice of the treatmentiprocedure advisediconducied by the Hospital on the
patisnt. s based on the arrangament batwaen the patisnt & the Hospital, and |s in no way influenced by Koshika Foundatlon. Hence, the Hospital wii

pasuma sole & compleds responsibliity of the trestmant & I1's cutcome & safety of the patient, and Koshika Foundation will have no rode or responabiity
in the matie:

mm.mmmnmwmm'im“qmmul.mn:mnﬁnmﬁn-mnnu

1) w8 i aby v 8 e F fefm weem el o woel e w el e v @ e Sl oF 9w R o o Cwifen T
& fanfedy v & wre § “wfn e g0 W i B b ot CwE st o o feln sfoweee 1w o few | A s
fardt s e e v o fedlt we w4 wwen B e sflenr e v & v g F e wm w § e oo ffte wer e ol iy R
& vl sem W el s wraa @ W A

2 “wifew ST § O W T T AW wst S b = v o o e w B o T w e O o

& iw oW fev & oy cwifew wstee” g fed wen e wd e ol b peled o O O o ger o sy s el o sl Pedod d el e
o ol ol “wifrn” W ol ofire m fatod o ool

RECOMMENDED FOR ACCEPTENCE
wimEt ® faw dug

Date of Surgery Reza

il .Rameez

N

SIGNATURE of TRUSTEE
= T |

&’

20 -03 - 2025



