\ DAL 04 - 093

APPLICATION FORM FOR ASSISTANCE
HATAAT B SEET WiEq

(Healthcare)

{ Tareag E@wie)

Ko‘s’hika

foundation
e ——

APPLICATION Na. :
HTEEA e n

ﬂPPLIl.‘.'ATIﬂH Di\'g FD 2-4_‘

Hunifing bieck of liie

}fc:aﬁi-;/ STE

AGE-YEARS S~

SEX fom

52

FATHER'S/SPOUSE'S
o 1 3

' y
_‘J‘ [ i
™ 3 mﬁm%mﬁm AN _SATER

2l == ('.’.z- / | ] -—
. Ay - @RE [
i rnl— [10aa7 7
PERMANENT RESIDENCE 85 . yunl SErE w
m&nri?j nhiav) MARRIED | UNMARRIED (i)
TOTAL ANNUAL INCOME : (Aftach Proof of Incame)
@mm-—-aﬁfr\r!-—' (59 1 WP He)
PAN No. THTF T HER
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicabio). Yes [ No
T AN G F A (W W W T W AN W e TE =

FAMILY DETAILS witan faamm

5r. No. Mame of Family Member Age (Years) Gender Fielation with Applicant
FH W}_\ j} & e wn M oW () fem T % T e
' - -— = P o
AR <3 00T 3 oRs Al SN
o E Lf
| o TR A o
{Q__\-' Fa a) ) [ £y Oy
= L
Te~ 1Y v SR A =
R LY PR Sad\\Y 3l © 7
BASIS for REQUESTING ASSISTANGE (Tick whichaver Is applicabis)
wEmm % ford fafa amam
BPL Card
(Attach Card Copy) IAmEh"ElEl'mémE%nwl m E;:l a;’;",f.m
Lol e SR LR s o = g = AYE W s 6 W
fwmm ay W g wer W (9o w3 e e wEe s (W T D W 9 W Wi

“PURPOSE" for REQUESTING ASSISTANCE:
T ¥ o e Tt

Sr. No. Mpdical Reports/Prescriptions Attached
0w . ST B W w5 v whe g e
TS [ N | 1] f A ) Fa (ﬁ)!‘
. } L 2 A= — D SV LG — Lﬂ’L’FELJTfI
< T ! O I | 7™
AR I V105 1010 0 IS < el . (T o7 0 7 1 CIa7 o
- W/ Far =
ASSISTANCE BEIHE NMtED for SAME "PURPOSE"” from OTHER SOURCES
T I W 6 N A wEwa e s w A fm omm W
Sr. No. NAME of GTHER SOURCE AMDUNT of ASSISTANCE BEING AVAILED
FH HE A Fi T ) il WET
ﬁ J'IF —
s "i’(._"'t:'_‘TG!f

DAES




DECLARATION by APPLICANT: swiew gim wimom 93

1} | hereby eeinfiten that all detalls i this Farm are True fo the best of nity knowledge, Any false statoment wil render my Application & onging assstance, if ar
liable for rejectionicancallution;
20 1 sdemnly canfitm st asslstance, If recaived from Koshike Foundation, will be ueg only for the “purpese”, as stated in this Form, for which such assistane

11 | heraby confirm ﬁlhvenﬂawihwm ruuuru.nudfulmﬁnnumnmt,hpmnrln rull,frarnan:.rn:rmrmwcuiamphysrrmaurmmmnany.u'rmnm|
or wich thin BSSIEEN0E 18 rEgueHB
”#mm{hmm:ﬁaﬂwfﬂwﬂmimmmmhq&#hﬂmwmmmmimﬁmﬁmﬂwm
:;ﬁmwmmwm“.ﬂﬂwml.mmmﬂwﬁriﬁ'dﬁrﬂmm.wmmummh

1) & e wiw { B o sem # e s o & wm oo mmmmmmmmmmﬁmiﬂwmiw

AGREEMENT by APPLICANT (s W %)

1) By affixing my signature or thump 'mproasian on this Form, | (Applicant) hiroby agres & autharise Koshika Foundation and i1's Truslees m
usa/nublishiput-upireproaducs my matne, adﬂn_m. photo & details of the *purpose”. for which slch assiviance |3 requestadigranted, through any

2) | (Apphicant) furthar agree thit any such use of my name, address, pholo & details of the “purpose”, for which such ausistance |y retglestod/granted,
will nol sutomatically antitls me Tor tecalving or confimuing the sajd assistance. The dotision for granting andior cantinuing the assistanos will rest salaty
with the Trustees of Koshika Foundation, and their decision s this regard will b2 finat and acceptable lo me

ummwnﬁmwmmmm.ﬂtmn.mmﬂ:ﬂzm{W“mwmmmm"m‘r-xﬂm:mtﬁmnm
ﬂm,wﬂz‘ra&r*dfhmnnrmiﬁﬁutm'!‘lﬁm*mm.mmﬁ@ﬂﬁ%ﬂﬁ*ﬁ_ﬁmﬁmw
:‘1wmm#iﬂﬂmqnilﬂtmwfmwﬁmitﬁmmﬂwﬁrﬂh‘mmmim"‘mﬁﬂﬁqnh
:r:ﬂrm:wm#mtﬁtﬂuw. mr.m‘ﬁaﬂhhqﬂmm#?&hﬂﬂvﬁhtaim:m“mﬁmrmm#

“I " T T i o e sty st AR b

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION -

FETE % TR I S W f

AGREEMENT by HOSPITAL { AP T W)

By affining hareunder, Eigtiature of our Authorised Sigrmiory for recammending this casedpatient for financial assislanee from Koshika Foundation, wa
{Haspital) hereby aftirm & nccepl fnlawing,
1) thiot e neither are presently nor will in future svaoll of finaneial aswistance from another NGO o Ay other source, for the sama pallent/cass, s we ate

palenl, s based on the arangement batweean the palient & tha Hmpjlar, anil is In na way influsnced by Koshika Foundation. Hence, tha Hospital will
digume sola & complate responsibility of the treatment & i's outcome & salety of the pationt, snd Koshika Foundation will have no role or respansibllity
et the mallar,

i LR e - mmﬂmﬂ#mmwﬁmtlnﬁﬁmmmihmmmmﬁwﬂﬂtﬂm
e e wiem ot v wne S A
2 "ﬂﬁmmﬁn"#aﬁ#mmﬁmmﬁtmﬂwmmﬂ#mmmwm-wwﬁrﬂmm

RECOMMENDED FOR ACCEPTENCE
=g & fg wwgf
Date of Surgery De. Jiile P DR. SHALINI SABHERW I
sttt # i Consultant Gigh e 1, FRCS, kil Hoal for Exa
p. Regd. No. 31218, (Name, Designati of Authorised Signatory

16-10-24 N oD & Rogr, Moyt Stamp et of Hospltal)

C L ERRUEUAN T YR E e 1 T 3 T v ST

" FORINTERNAL USE of KOSHIKA FOUNDATION SR T 8

SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
=} A | I FE 2

11-04-2024



