C-25- gb- 06SH

APPLICATION FORM FOR ASSISTANCE (Healthcare) Ko‘s’hlka
HETAW B ETT WEY (e daare) T T
i ) Jokac] 0 179 o T R e e )
NAME of APPLICANT AGE-YEARS -4 | sex fifn f’
sl ‘Ht‘l‘r ﬂ! ﬁll_:rh*r - 11 [
P Qjm_-kjaw'h d‘!hr]?r

_-: ESIDENC]

T4 !
i 227 e T - | Precf oS tzf
Y1 above
ﬁl:qum. - uatﬁr:;‘hﬁ} | UNMARRIED (st
TOTAL ANNUAL INCOME - (Attact Praal of Income)
wa wffs sm SYomoel {sm W W wEE)  pp

PAN No_ =x7¢ TS HE0

ARE YOU AN IMCOME TAX ASSESSEE

whichever s applicabla):

¥ AN W w1 oA £ (6 W W 7 W A W e SR #(hj
FAMILY DETAILS Tt feam
: Marmbe: Gender Rolation with Applicant
::'ﬂ";n ﬁmfi:' w1 W z‘nm £ e ¥ WM To
7, 38 Hnﬁ.ﬁ:m W = =
z: ozt 5F £ mgm_mm
T mﬁn a2 w1 D‘W
whichaver is appiicatie)
e & fird farfn s
BPL Card EWS Certificate Ration Card Ay Other
{Adtach Card Copy) {Auach Certificats Copy) {Anach Copy/ Basis/Prool
e e # o = == W v Ty T o
w7y oW Ww o e e (v T W ww ufh we Wt (e 9y W e ufe W W
“PURPOSE" for REQUESTING ASSISTANCE.
weram ¥y fxd v fenft W wgtve
St Mo Madical Reporta/Prescriptions Attached
0 W FerE R A W0 w1 o i e e
'&U-gmﬂy‘: RE - _v@or
[ —Senlp_[alyarr
a%%;ﬁﬂj‘o [F - STCY (oL Pmm
ASSISTANGE BEING AVAILED for SAME “PURPOSE ~ from OTMER BOURCES
W IEE R ¥ Wl 5w fed s wie R e v W
1. Mo NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w4 EEn o= W W o mf it
RILT)




DECLARATION by APPLICANT: 3595% £°7 Wiwen wa:

1) | haretry confirm thal &% detaits in Ihis Form are True fo the beot of my knowledge. Any talse statement wil render my Application & ongoing assistance. f any,
lishle for repectioncancelistion,

2} 1 smlernnly confirm that sssstancs, If recoived from Koshika Foundation, will be usad only for the “purpose”. as stated n this Form, for witch such assistance
was regueglad by ma

30 1 ety comflimn n.n-ﬁm-mawulmmmm.nuufmmm.nMumu.mmmwmmmm.uhm
for which thig assistance is redguessted ;

1) & e wrm f faoom e o fed ot e e 20wl & s me wy wd b i e S on e e v e | o 49 e e o et 6|
2080 g o " witew ot 6 o ol 8, v o nd vtee o o fird Sl o g ey o e b

1) 8 gfe s § B fam mrm o v w9 o #, o v W alen w e e Tl e i werk @ 5 & fm b olos @ o F ofm)
AGREEMENT by APPLICANT (sew0% 0 +77)

118y atfning my signatuse o thumb improssion on (his Form, | | Applicant) haraby agroe & aulhorise Koshika Foundation and |I's Trusises 1o
use/pubksh/pul-upfeproduce my name, address, photo & dotalls of the “purposa”, for which such ansistance is requested/grantsd, Uvough any
mestium. inchading Bl ne limded o verbal, print, slectrenic, for soliciling donalions for Koshéka Foundation andior disseminating information about its
activitieslachinvemants. Such use of my photo & detalis 2o ba made by Koshika Foundation balore or afler my treatment or lulfinent of the “pusposes”
for which assstance i being requesied

211 {Applicant) urther agree thal any such use of my name, address, phato & dutails of the “purposs”. for which such assistance s requested/granted,
will nol aulomatically eaditle me for receiving ot continuing the ssid asssiance The decision for grmnting andior continuing the assistance will rest solely
wilth Ihe Trustees of Koshika Foundation, and their decision is this regard will ba final and acodpiabie lo me

1) 70 e e e w0 e e, 8 (osben) sred s o g wam f w " wifn st sbe o sl * wh afiege wen f e e
ww, 5 sy A feem wmown F wfe § 78 Cwifv” w o, w1, e g o g i s sy o B el @ v s
# ity wrd o P wfen & 3w w fea S oper ot et wm o @ wet # e Ssife amoine® o sl afesn

1) 8 (e e w0 e of fe ot w, um, wbd sl few @ fx s € wstvd o wivs § o s oo W o o wen e e o
“uifre oy o swfed w P i by wersd v

APPLICANT'S SIGHNATURE OR LEFT THUMB IMPRESSION :
g ; ¢

LT

AGREEMENT by HOSPITAL (wewmm gm wmt)
By affixong horeurder, sgnatum of aur Aulhorised Signitory for recommending lhes case/paten| for fingmoial sssistance from Koshika Foundation, wae
{Honpltal) hereby affirm & accapl following: $ ]
1) that we nesther arm presently nos will in future svall of financle! sasistance from another NGO or any other source, for the same patient/case, as we sre
requedsbing o gal rom Koshika Foundabion, ko the exient ihal such assstance is granted by Koshika Foundation. I 1he requested sssistance is nol granted
by Koshika Foundation, in part or n 1Ull, then the Hospital resarves It's right lo make up the shortfall from another NGO or any ofter source. This
confirmation essentially sinies that the Hospeal will not avall any duplicate asalstance for the same patienticass from any othe: NGO o sny other source.
2) Thia asalstance from Moshika Foundation ks only financlal in natura, The chalce of the irestmentiprocedure advisadfconducted by the Hospital on the
pationt, s biasied on the armngement between the patient & iho Hospitad, and |9 in no way influsnced by Koshiks Foundation, Hence, the Hospital will

assurme sole & complete respansibility of the treatment & It's outcome & safety of the patient. and Koshika Foundation will have na role or responsibility
n ma maller

vt e, wenwd o st @ sodad W el st o Sl s by fesrfin o sl B, Pl e e s e A s it v B

1) oW w5 f wfes F ffe e Gl i ot e w felt w owe G T e @ e A o £ W e ooe e wamt
# T ity v o s o “wifen st g wee gy e ) ofe *wifee et g e e sl by e o fe we § W s
Pkt apm fo sl wivs o faeell e e S e o W s gfen T bove e d e wm aen @ B s ke gee v Sl #y ek
i wywad wem m el wm e o af Smed

1 wifows vt 8 o ol e e Sl gl @ 6B W o pe & o e o g S eveusiea = g oo e

% dw W feen § o "wifne wedee” om feehl wif & e v o Al w g e s ot o) e el R oo e
w1 wit sl “wifrma” W W qfiow W fedod w A wt it

Date ol Surgery
syt 1 A

glni.!:_!.‘

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=t e | T T 2

7 TR

30-11-2024



