from- C-95.09- O19|

Kdoshika
foundation
Siding block o tle.

APPLICATION FORM FOR ASSISTANCE (Healthcare)
WA FY IHEA WrEY (Farer )
oo $]0925"]0362 |ty o5
NAME of APPLICANT : AGE-YEARS S-mW | sex fifm
aulgabubo “Tamuna Agvi 66 "F
FATHER S/SPOUSE'S NAME
fvemw  [Serhe !?n.l?
ES IESIDENC T
m.«rmmnr-:

W0 Nk 0 R -

mumm’ﬁﬂmﬂlm
Same af aboul
UPATION :
mﬂ___ﬂﬂmf_ malk ésr MARRIED (FRUfi) | UNMARRIED (srivm)
TOTAL ANNUAL INCOME _r R | Atec® Proat of neoma|
W afis s C.pes |~ taiw (3 W1 TR wHE)
PAN No. T T Hom
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yeu | No
wg ww sme v om ¥ (W v R I W wl W e e oW
FAMILY DETNILS wftam fsam i
Sr. No. Name of Family Member Age (Years] Gender Felation with Applicant
w9 Wa o w e T 1;11*] fisn IATE ¥ TN W
I- ST e Zo ] e,
BASIS for REQUESTING ABSISTANGE (Tick whichaver s appiicabie)
s % fird fieafe sma
BPL Card EWS Certificate Ratlon
(Attach Card Copy) {Attach Cartificate Copy) unmc;:;} Any Other
witd ten ¥ St wAm Ty = == vl Tm Tvven Wi e Wi ww
(W Wy W) v W v wh (v =% = ovm vl vy W (v w9 W W W e W
“PURPOSE" for REQUESTING ASBISTANCE:
werm ¥ et e W ot
§r. Na. Medical Reports/Prescriptions Attachod
Wi e sowmuEien ¥ wit w1 mf wivi ol W
o - \
BN TIYAY RIT—Serufi Caloxatd

La
P71 et Cofonat ¥

m:)mu

ZIe—SIr_fhnma 2ol Camng’

ASSISTANCE BEING AVAILED for SAME -PURPOSE from OTHER SOURCES
It W by s s wew fel s v d fen o W2

MAME of OTHER SOURCE mﬂ:ﬁsﬂmmm

i weem Tl

51, Mo
wn HEn Ce e R

DS ooa [ —




DECLARATION by APFLICANT: % om Hem 75

labie for resction/canoslation. |
2)1 solemnly confirm that assistance, f received from Koshika Foundution, will be Used andy for e “purpose’, & stated in this Form| for which such gssistance
was requesiad by me.
3) 1 herety confirm hat | have nat & will not in future, avai of rembutsement, in pan o it R, from any gther
fex wehich this assmiancey &

1) & sirew won o f gn unen @ et ot el few 20w & segm v d w b ufe e e o wen s en we § R 4 s e W ow el §
21t po o wegn of “wife awstve”, @ o w o) |, T el ol vhee o) o # Bei e wim, W g ey f woom
1) 4 vz wom { fs fom wren i o aein 9 of &, o o e wiee w wen e Sl e enfdasate vl 2 8 e b s @ s A
AGHEEMENT by APPLICANT | smes o7 %)

1) By alfixing my signalure or thumb impression on this Form, | (Applicant) heseby agree & authorise Koshika Foundation and 'Y Trustoss lo
uss/publish/pul-uproproduce my name. ddress, photo & deteds of the “purpose’”. for which such assistance i , Through nry
medium, including bul not liméted to verbal, print, ebectronic, for soliciting donations for Moshika Foundation and/or nformation atolt #'s
activitesachiovemanis. Such use of my pholo & detalls can be made by Koshika Foundation bafare o after mry irestmant of ﬂm‘wfpm‘
for which assistance is being requesied. |

2) | {Apoiicant) hurver agroe that any such use ol my namae, sddiesa, phato & details of the “purpose”, for which such 18 raguett F
will net sutematicaty enfitle me for recelving o confinuing the said assistance. The decision for granting andior continuing the aqa will solety

with the Trusties of Koshika Foundation, and their decksion i this fegard will be final snd acceptabie to me.

1) 7 TTY W sl e s o ey m, @ (sedow) sl wesfh o e won o o “wifoe st sle ek s ¢ w sfegm w0 o
w.ﬂr::umir-mnmini.ﬂ-ﬂm-nﬂ,m.mwmuﬁmmm*aﬁimm

# vt w9 ¥ e s & 9 va W e d e © ot W 2w ¥ e e amde @ o e b
::itmﬁuimthhﬂ.m.#tmiﬁmtzﬁﬂimlﬁm=m¢ﬂﬂ—lwnmi

i g Tk il W fode st ol e v |

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
Iy ¥ yoswr w s W

4

AGREEMENT AL (wimmm gm wot)

By affining Mr.rrmuimmwwmm this case/pation] for financind agaistance from Foundatioh, wo
{ I affirm ;
1mhﬂﬁhm“ mwwwmwnﬂﬂﬁwﬂwmmHMManm.hh m.l‘nm
1o got from Koshika Foundstion, to ihe exient ihat such assstance is granted by Koshiia Foundation. If the assisiance is not graniad
by Koshika Foundation, in part of in full. then the Hospital reserves il's ghl to make up the shortfall from another NGO or any nource, Thin
confirmration essentfally states that thes Hospdal will not avall any duplicste assistance for the same potient/cass from any other Of BNy other source.
) The sssistance from Koshin Foundation is anly financial in natsre. The choice of the tresimentprocedure edvised/oon
patienl b8 based on the arrangemant batwesn the patient & the Hospital, and is in no way influsnced by Koshia Foundstion.
p¥surme sole & complele responsibility of the troatment & it's outcoma & safety of the patient, and Koshiks Foundation will have
in e mattas
et g, wemed wh s @ ueekond ol < wifiee oredeet d fufien woon by Reedin ol sl 8, Bl e (eemmen) Fres ogwn 9
1) S 7 @ wis sby 1 ofew A Sl woum ek iy s Tom u el s mm A e PR A R w w i #, W
¢ frmfel Te f s F St e o0 v i I & oot S wedmt or wres feh sfhween i T
ol == & wowh e Bl = e @ wee o afie e e b owoTR F we own e itmﬂjwﬂ“*ﬂ
&y welt dhm w Bl w0 e S Amadd

|
1 “wifre wetes" @ o T e e e v R b o W o e 4w v w S avefEn W e S s
thmmit*ﬂhm'mﬁﬂlmnl‘dmﬂhmimiﬂimntﬂﬂdﬂrmﬂ'ﬂ

W st i w0 e w Pt e F e '

RECOMMENDED FOR ACCEPTENCE
b R T
Date of
e Dr. A L
by M.B.8.
N (Name o3 )
ﬁ‘_\- T W A
} FOR INTERNAL USE of KOSHIKA FOUNDATION  5=1ft% 7w 1
SIGNATURE of TRUSTEE 1
T |

7

v/

20 - 03 - 2025




