MoMm- (-9s-07 —[9]8

APPLICATION FORM FOR ASSISTANCE (Healthcare) th' ka
HETIW By STEeT wWrEy (=aree T ) -f%“[;*
an
Mo * m“t = ——————— "1
move: M |5195 |0 274 wer Pt | of (077 [9¢ e
NAME of APPLICANT : mv:r.u;n: w-m | sex fiin
FE %
Lala sam b« | M-
FATHER'S/SPOUSE'S 3
fmwges =1 ™ ki
[scok o U 300 y We AW
Sl v miAR =108
PERMANENT RESIDENCE ADDAESS - v} srsn o S
Same _ai _ Aahouo, P op poct ep
wﬂlégﬁiﬂﬂrh' ] marrien (i) | usmarseo (e,
TOTAL ANNUAL : Proof of Income}
w9 i s 35000 ~ (30 w1 v )
PAN No. W% Wil Wil
[ARE YOU AN INGOME TAX ASSESSEE (Tick whichever 1s appiicable).
= e e w9 £ (B AW W W W w W P ‘:'.-":Er
FAMILY DETAILS Wiem fermm
8¢, No. MWame of F Memiie e Gander elation Aplicant
v = R | "
LV T X0 %] =
| Chab -it--?w.nl"r:_i:u:u,tu:.w...=h % i%) =
Y WY} 5 3z TR Y-
) B WA YYPYY 8 Y T~ 55
~ BASIS for REQUESTING {Tick whichever is sppiicabin
weren % fisd fef s
BPL Card
(Atach Card Copy (Asach Corticne Copy) (Nhach Copy) Any Other
it T ® oy Ty s son wd g TTaE WE e
(wr 9y ¥ W wi e W (wmm v T wra i s wl (W Ty W e ufe e s ¥ W T
“PURPOSE' for REQUESTING ASSISTANCE:
wyree #2 frd m ferdt W gt
Sr. No. Medical Reporta/P ne Attached
w9 wE s § o 1 0 e g6 i
g re I
a'd) ”9&‘\“'5 | /N T rolalt?d
L.
Llt= il Ot ry
fmg?.mu =
S (S ol S Y I 17 M & VYV
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
™ IR w4 = a ey e e e W T e i
5r. No. NAME of OTHER SCURCE AMOUNT of ASSISTANCE BEING AVAILED
WY EE— i M L = nf wwrem ot
s GBS ~7oon 1—




DECLARATION by APPLICANT: Sies pm v v
mmﬂmmm-tmmmamnm-hmmumyw.wwmmmwnﬂwnmnm.lm
linkta lor reseci

respclion/canceliation. |
znmwmmm.ﬂmlmmuum;rmmﬂm.muhummhru “purpose”. as statod in thia Form, for which such assistance
:mewf?m“:mmmldummm. avail of reimbursemant, in part of in full, from any oiher spurcelemployeriinsurance compary, of the amount
for which this assistance is requested,
1}hhmmtkwmimmﬂhnﬂmimmﬂtﬁhm wil fevr o e s we we § 8 28 wees fom ot = ot
1) H!wﬂmm'mm'.iﬂidi,mwﬂﬂnﬂﬁiﬁﬁlﬂm.inmiﬂﬂh
1 e m{tﬁami{ﬂmiﬂtﬂmwlﬁﬁummmwaitihiiﬂﬂmiﬁn
AGREEMENT by APPLICANT | sies g %01)
1) By aMixing my signatune of thumty impeession on this Form, | (Applicant) heraby agree & muhorse Koshika Foundaticn and U's Trusiees fo
use/publishipul-upreproduce my nama, address, photo & details of the "purpose” fot which ssch assistance it requested/graning, through any
Mum.mmnpmmMﬂMbm,WLm.hmmﬂuhrmﬂafmmmﬂwuwwmqmmmu‘t
acthillesiachisvements. Such use of my pholo 8 detnils can be made by Koshika Foundation balere or after my treatment or fulfiiment of the “purposa’
for which assstance is baing requested.
2) | [Applicant) futher agree that any such use of my namo, sddreas, pholo & dotalis of tho “plrpisse’, for which such assistance i requestedigranted,
weill nol aulomaticedy ontiio me for receiving or continuing the said m.mmqmwaﬁwmmmmamﬂw
with the Trustees of Koshika Foundation, and their decision ks this regard will be final and acoeptable io me
{) TR P St nrd wreer w aérd o we v, & (o) vk s ¥ gz wen f o Cwile anfi sl g i W) sfiege o e da
v, W ol @ fev e v i §, 59 i T o, o, W g e @ R e it Toerem = e Tl wen e
& waim W = S stwge )t v fre S R W w o f % fiem " wifre Wl 5 g e B
3) A (sies) 78w # wem € fe do am, W, v sty firw @ T wwm % weeed @ Wit & g e pen W wwor e g e d
“wifie” uvs v il w fodu offes by e} wom

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
ww % T W S W

AGREEMENT by HOSPITAL (¥#m gm ¥m1)
By affaing hareunder, signature of our Authorised Signatory for rcommending this case/ pakent for firancial assistance from Koshika Foundation, wo
{Hospital) heraby affirm & accept following:
1) that wa nelther are presently nos will in future svall of financial assistance from ancther NGE or any other source, for the same palisnl/cane, an we #re
:mnmmgethmmthm.mmnmImmamwllmwmmjmmmumm
by Kashika Foundation, in par o in full, then the Hospital reserves Il's ight to make up the shartiall from anather NGO ar any other source This
confirmation essentially states that the Hospital will not avad any duplicate assistance for the same pafienticase from any ofher NGO o any other source
2} The assistance lvom Keshiks Foundation it only financial in nature. Ths choice of the irestmnentiprocedure ndvised'conducted by the Hospilal an the
patient, is based on the arengement between the patient & the Hospitat, and is in no way influsnced by Keshika Foundation. Henca, 1ha Hesplizl will

assums sole & complete responaibllily of the trostment & i's oulcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the mathar

vt v, veawd W i s o) “wifie sretvR” R Sl s iy fefon o)l 8 ol e () frer e 1 s w el e

1) B % e st v s o s s felt i wowd tie @ il e e @ v biveet F 9w @ 0 88 e e i e
3 ffmivh 5 ¥ w4 Cwie st g W i i b O s e o e fef s $ R few A e
ot 5= Hr SOt e W A S e W ww W siver i em b g F e v owm § e s fpf o e Al iy el
be wroad) vy @ e srem wne o Wl

2 “gifw wrdw” ® A ol wown s il s S b w e on @ o e W T sToEen W e O o e

% e w fwn § sy wifem wssve T o fesl ven wowd ven wh b sl eeom A of K e gow s s oed W s Reol G0 T e
w1 vl she v W o qfem w faind e o o wt el

RECOMMENDED FOR ACCEPTENCE
=+ frg whegfy

Date of Surgery
sty w1
Dr.

Q‘A\S" (Name of Stamp)

i |
FOR INTERNAL USE of KOSHIKA FOUNDATION.  3%sift® 7w ¥y

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
I Y | A T 2

Lo

20 - 03 - 2025




