Mo, (= 5-

09 - 0/9¢

K¥hika

APPLICATION FORM FOR hﬂlﬁﬂﬂﬁﬁ {Healthcare)
“""ﬂm s (3 ) foundation
e M10428)1 0264 W‘!ﬂ;qrr mleaal
NAME of APPLICANT : : ' AGE-YEARS )
o —— {r‘tnrnjfd'\ kg_m;yu ol
FATHER'S/EPOUSE™S MAME ;
fasgm e\ Wag _Usnin

BTN G

& NS AT
i.ﬂ'_IM'l-_lI:ﬁI.ﬂl '-ﬁ"

NI AR T

AR

aame gl 3 .
ﬂuﬂl" ﬁ#fﬂf’
OQCCUPATION :
E T WARRIED-AFRF) | UNMARRIED (wefe
TOTAL ANHUAL : . (Anach Proof of Incomej
W it 5o 25, 000 ~ .ﬁ"ﬁ*ﬂy (574 W WS e
PAN No. Tami T W - )
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is appiicabie): Yes | No
w9 o s wgm # (W R e Wl W P e ¥/ W
FAMILY DETAILS ftem fimmmm
Sr. No. Name of F Mamber Age (Yvars) Cender Relation with Applicant
N W m#' w A . 39 (md) fitn STE ¥ WM WA
AV 2K = S
sk Ik ia) T
BASIS for REQUESTING ASSISTANGE (Tick whichever Is applicable)
werw o Pl Ty s
BPL Card EWS Certificats Ration Card Any Other

{Attach Card Copy) {Attach Certificate Copy) {Attach Copy) Basis/Proof

nitd) tan F i yum T sy ang oty T Ty wil o o W

(wE Ty W W W W wh (ware vy w3 grw vfa sew Wl (VW™ T3 W WM W e w0

“PURPOSE" for REQUESTING ASSISTANCE:

weram ¥y fEd T fa ® o
Sr. Mo, Madical Reporms/Prescriptions Attsched
wY Hwn mﬂmﬂﬂﬂﬁiﬂﬂﬂwm
{L%.hpm [ lqsz_sheu...m_fam&i-
8 1 CHR YTV (R Y T T TA
.E'rm_?_lﬂu i
W [
= _Af_;-’f-_ ..(H"f‘ Prosn oy 2ol _l’.ﬂmp
ASSISTANCE BEING AVAILED for SAME “PURPOSE" trom OTHER SOURCES
8 agivn % d W e oo feed s wEe @ o T w7
5. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
BN Hem a5 v W A wht i e ovh




DECLARATION by APPLICANT: TiT® B Whoe W

1) 1 harotyy confirm that af dotads (h this Form are True 1o the best of my knowladge. Any faise staterment wil render my Applcation ongoing M oy,
ligble for

2;lmwmwmnmnmmu#wmﬂmumwhnm s stotnd i this fer which such
wias recuastad by me.

|
3} § harety confirm that | have rot & will red in future, avad of remburssmant, in pan o in L, frem any other sourcalamployerin company, o i smaun
fer which this assistance & requested.

1) 4 v o f % o8 e @ fed T wh fewn 26wl & s e d i b i w e o wer s e we @ 30w e ) w el |
2) it g W e ol *wife wmrsht, ® o oft B, v v ol wive o g o Bl feon i, @ g e o oo B .
1) 4 g wow f f i e iy e o €, 70 o w e © T e e e iR v @ 3 8 e sd 3 @ wies § S
AGREEMENT by APPLICANT | wees B0 wm1)

1) By auwing my signature or thumb impression on this Farm. | (Applicant) hemby agres & aulhorisa Koshika Foundalion and I'p Trusless lo
s

use/publishipul-upimproduce my name, sddmes, photo & detaiia of the “purpose”. for which such assistance is requeshedigrn , through any
medium, incluging bul not limited to verbal, print, slectronic, for soliciling dorations for Koshika Foundation and/or dissem information
nctivitips/achievements. Such use of my photo & detsils can be made by Koshiis Foundstior before of afer my trestment or of tha ‘pl*'m'
for which assisiance = Deing reguesied.

211 (Apphcant) further agrea that any such use of my name, address, photo & datails of Ihe “surpose”, for which such mmmwﬂ\-d.
will not automatically entifle me for receiving o continuing the said assistance. The decision lor granting andior confinuing Ihe will regt solsdy
il the Trustees of Koshikn Foundation, and fhair decision ks this regard will be final snd accepishie Lo me. |

1) W T o e e W e, (i) areft mein o) e v f 9 “uife e s e swmbe " W) g won o e o
um, WA sl W fewn v O wi §, Tt wiire T i, o8, wem gt Tt @ o el s el € I

# gaifre % % fiew sfes &1 0 ven W firew O P ¥ T W W R W W fem e el 1k sfieg b

2) & (swhew) @ wm @ weme f e %0 o, v, of ol fepe o B e Kiagtvd @ wide | 5 v e W weor T T e

“wifin” s T =ited wo P offts ol wrened o

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : |
T ¥ wemw W S W e

By affiung hereunder, mmdwhﬂmﬁmhmﬁumhm-mu mm Foundatioh, wn

(Hospital) heraby =firm & accept following:
1) that we fednnr are prasentty noe will in future ovail of finoncial senlstanos from enother NGO or any other source, for the pallent'case, B8 wo are
requesting o gel fram Koshlia Foundation, to the extent that such assistance is granted by Koshika Foundalion. If the assistanca s not grantad

by Kosnika Foundation, in part or in [ull, then the Hospital resarves it's right 1o make up the shortfall from anathes NGO o any sourcE.
confirmation essentinlly states that the Hospital will not aveil any duplicate sssistance for [he sams paiient/cese from any other NGO o any BOLINCE
2) Thie sssistance from Koshiea Foundation w only financial in nalure. The cholce of (he treamentiprocedurs advised/oend by the Hospitallon the
patiant is based on the arrangement between the patient & the Hospital, and s in no way inlusncad by Koshika Foundation. Hence, the will

ansurne stle & complete responeitidity of the treatmant & |i's cutcome & safety nlnpummdmlFMMﬂMﬂumhwrmuTﬂllw
in the rmatier.

vt orfg, vl W sk @ we W i et 6 i ey et o a ¥, Sl e (rmmen Fre e 6 e s o

|y e S e ol 3 o ofiee o fafive o feeh  wrerd demy @ ferdt s wie @ v st o W ow R o #, 4 e v Swifw

# firerm/ T 75 @ w4 “wifrm waes” gn W iy e o s e g anen fiedy sfrees & T a9 e o | s
fat st e et s S e e @ o o e sfees e nee b v PR f T wn e § R sewone fl e e S by fed
b mrett dhon o Bt = = @ ) A

2 “wifm wrdm" @ ot of weem dwe el e ® b @ v e S vl v w et Tvesfee W v i o
& W W fees § ol “uifie webT g el v W W oo b ree e O F e e o st o o) el o e
i ah “wife” o Wi wfvm @ feslholt o F e

RECOMMENDED FOR ACCEPTENCE

20 - 03 - 2025




