BuwR-C- 2c-0é—0]p3

CY) l
APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshdea
mﬁmﬁﬁm (v drr) foundation
et Fio. APPLICATION DATE : {1042 §” SRy WO RE Y.
sy e - B lob25] a1ay e fod i :
S ——— f f AGE-YEARS Mrq-md | sex fin
S Mohavay) £o L

precf  PoSh?

mnm: ” pa Key mmfﬁn};umu{ﬂﬂﬂ}
[Attach Proal of Income)

TOTAL AMNUAL INCOME |
W 4;"5&155#—\ /‘Qmﬂi} (s W W W) AR
PAN No. T Wi Hwa .
ARE 70U AN (NCOME TAX ASSESSEE (Tick whichever Is apphicable): Yoo
Hﬂﬂmﬂﬂﬁﬂmﬁﬂﬂtﬂlwﬁmmn ﬂg
FAMILY DETAILS wfmam faer)
Sr. No. NHame of Famity Member Age [Years) Garither Helstion with Applicant
wu e it & wees WA 7w (wl) i WS % WN
I por s 33 V34239 5127 —
T SO ST 4 3, 01 Vi -
A dabShuld v ILEE 2T T
BASIS for REQUESTING ASSIBTANGE (Tick whichevar 15 spplicable)
wemm = o el sm
BPL Card
(Attach Card Copy) (Atach Cariheatn Copyl (Atiach Copy) o,
nir ten 3 A T T ==y w0 avdiwn w Reesero il
(wum 7y o v wfl sl wh) (v v Wi ufh W Wi Cueeer o ot oo Wi wiEE W :
"PURPOSE" for REQUESTING ASSISTANCE
wyrom ¥y fed ) feel o
Sr. No. Wodical Reporta/Prescriptions Attached
¥ wel smmeveiez 8wt & af wfiviey gl we

L STTe o =SPRle [ oAl

- [ = Cenie [kl

%ugzﬁ L - CZIC a1k PmoR

ASBISTANCE BEING AVAILED lor SAME "PURPOSE” from OTHER SOURCES
¥ TREv ¥ ¥ W s werw e see vEe @ fen wwow?
) NAME of OTHER S8OURCE AMOUNT of ASSISTANCE BEING AVAILED
wY T wW W w1 AW =t wf g T

'
| V/BA




DECLARATION by APPLICANT: ®Iew B W wa;

1) | heregy confirm el @) detads in tis Form are True 1o e best of my knowkedgo. Any talse statomont wil rendar my Application & ongoing assistance, il any,
Eable for rejectionicancallation.

2) 1 solemnly confirm that assistance, if recelved trom Koshika Foundation, will be used oy for the “purpose”, as stated In this Form, for which guch assistancs

wis reguested by s

Sllharﬂbrmn'b? tal | nave not & will not in future, aved of rembursament, in par of [ iull, from any other source/employerinsurance company. ol the amoun

for which fhis assistance is requested

1) Iinum(kmmiMiﬂ‘ﬂ'hlnlHmimmﬂiﬂllﬂﬂhﬂﬂﬂlﬂ--llﬂ“MﬂIﬂtll

1) # gn o mow wfn Cwifes woshmt, @ o w ol B soe e vl wive o) g et faon win, @ v we o wn e

1) 4 yfe wom f o fam e i o i 6 o 4, T o w afew w e fre ek oen sl el @ 7 @ fow § o3 ofes F Fm

AGREEMENT by APPLICANT | =miew g W)

1) By aMixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundalion and iU's Trusiees 1o

s publishipul-upfreproducs my name. sdodress, photo & details of the “purpose”. for which such assistance is requesiedigranted, through any
mediun, including bul not limited ko verbal, print, slectronic, for soliziting donations lor Koshika Foundation andior disseminating information abolt it's
activilier achievemants. Such use of my photo & details can be made by Koshiks Foundation bafore or sfior my treatment or hulfiimani of the *purpose”
for which assstance & being requesiad.

2) | (Applicant) further agres that any such use of mry name, sddress, pholo & detalls ol the “purpose”, lor which such assistance s reguestedigraned,
will not automaticatly sntitie me for receiving or continuing the said assistance. The decision for granting andior confinuing the assitance will res! solaly
with tha Trusteas of Koahika Foundation, pnd their decision is this regard will be final and acoeptabie to me

1) TR 9T onrk yene w ot ) wey e, @ (b)) aroft s o e won f of “wifee amfites ol Toe it Wt sfige wow o fix B w
v, i she W fow v wow o wifve §, T “wifew" v i, oe, wew et o e il s aveied @ et Tl o wae o

& waites % o sy & At v W e o v ¥ W W o @ w6 P e g =l sifieen

2) & (swhew) o own @ wrse f fx A wm e, whd e fewrn o P e % Totvd # wike § g e e W v e ey
“wifre” w1 sfed e freln alfv sbe et B

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
T W wE W T

AGREEMENT by HOSPITAL (wwms pm wot)

By aMfixng .dewrmwmmmmmhMMmMMFwMﬂ
[Hospital) hersby affirm & accap! following:

1) thist we naither are presently ror will in lutere svall of finenclal assistance from anolber NGO of any cthir source, for the sama patient/cass, Bs we st
requasting 1o gal from Koshika Foundation, 1o the extent that such assistance is grantad by Koshika Foundation. if the requested aseistance is nol grantan
wnmu:m.lnmmhM.lhnm-Huphlmmrumumwm:mmmmmmmm.ml
mmmwmmm;wlﬂmwﬂmywmmhmmmmﬂywmﬁwmmnm.
2] The assisiance from Koshika Foundation is anly financial in nature The choice af the ireatment/procedurs sdvispd/conductad by the Hospital on the
patient, is based on the arrangement betwesn the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, tha Hospital will
l‘llul'l'-I“IMWW&HH‘WIWIWI&“’HMMMIMMFWHHIMIWFMWWEW
in e mather.

pt e, wamel W win § e i orrstme 0 fel o # fewfon o ol &, Fel e (v e g e s sl s D

1) B 3 e s v e # e e e i el W W fest s e A T S d S w A o 8 B e e el s
# faofrieiy e % w4 " wifre aresbr” g wex iy Ty ol Cwifew wetne® g wen el s 0] s w few wm & o s
fwd e by et v w e sen wene @ e W wn sfesn g T & v e F we wn e R e ol e e Gl iy el
et dwn m fed w0 oene 9 wit A

2 “uifow wrrtee” @ o o wen s Sl wwin 9 b Al v wreee oo ) of we et TTe e w0 O o e

% dre W fevn b o Soifie st e Tyl wew w w gem o i peted e F O 9 pow o b we wd wl aeft Pestoll B e e
o i b wiieet W W e w w4 Wi

/ RECOMMENDED FOR ACCEFTENCE

wd w ferg defy -
Date of Surgery d Ramaer Far: I.
v % u? 3RS S, Outdralmy o Assistant Administrator
=) Sy g i N1 00 iy 6 49 EHDGfrbitk e Sigratory
ob of Dr & - vl Stimp) Hospital)
o! 'Y mtﬁa Loy v
FOR INTERNAL USE of KOSHIKA FOUNDATION  #Fifte 7vam i
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
R T | 7 e 2

l JAP

20 -03 - 2025



