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APPLICATION FORM

FOR ASSISTANCE (Healthcare)

K¥hika

ETEA B SAEIT UET (TaTerE @) : .
oundation

APPLICATION No. : APPLICATION DATE : @ [ @2 " Building block of ife.

e T - kil o W=
NAME of APPLICANT : L 3 g AGE-YEARS 319-a% | SEX f&im
AEF H AW

akdhomi Pevy Lo | F
FATHER'S/SPOUSE'S NAME : \
1 Radhvi o
< : . PRESENT RESIDENCE ADDRESS ad[ 3Tardid dal
ChAdUu -~ nAagyu CJ‘)@‘-HG(? )
R - ~J a g = \1 Fd 0
Duntt- Mathuna, O.F. 312 06
PERMANENT RESIDENCE ADDRESS : 413 3J/€T6 Sdl
Xagme __ax _ _ahlore
OCCUPATION :
=T CH Ome majeen W} / UNMARRIED (faaiea)
TOTAL ANNUAL INCOME : % (Attach Proof of Income)
T A o SYowr)— clanped¥y) Emwmmmwm A A
PAN No. T @l §&
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes / No
T AT A A ¢ (S A ¥ I WG RIE T % / ("
FAMILY DETAILS TfER foemor
Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant
Enksic . fER % §&&E F AW I (T9) e H WY TE
L= Lala1a9m L 44} | STVRY Y25
2 Nan, S hakeo 30 ) W72
> O g 2l = AJM?J\M 1’N LAl
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
weEa & ffd feaf smm
BPL Card EWS Certificat Ration Card
(Attach Card Copy) (Attach Certificate gopy} (A;agil: Cg;w} g’;’;‘{ﬁ;ﬁf&
e Y@ % A= wEe F@ I T T ™ o = T

“PURPOSE” for REQUESTING ASSISTANCE:
werEa g TR Wt @ SR

Sr. No.
wH e

Medical Reports/Prescriptions Attached
ST eERR ¥ Wi W T ufee g derd

o — Codanal-4

LE — C o dtancaC +

o7y — RS — S X F P il
V/T = :

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES

= o | foan o E

T IRV TG FR I FeEa fwE

Sr. No.
H e

NAME of OTHER SOURCE

AMOUNT of ASSISTANCE BEING AVAILED
= Ha w1 A =t

¢ weTEar T

PDECE

A L00 ) e




DECLARATION by APPLICANT: #Eg& BRI SIYl a:

1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
liable for rejection/cancellation.

2) | solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance

was requested by me.

3) | hereby confirm that | have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount

for which this assistance is requested.
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AGREEMENT by APPLICANT (e il =)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance is requested/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose”
for which assistance is being requested.

2) | (Applicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requested/granted,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (®&qae g0 %)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.

T sifn, TEE F AR ¥ TRAT F e weRw” @ fafr wemm ag fawi @ o 2, B e (seae) Fre wer & W s e R

1) 7% & 7 9 adam ek 7 6 v F fafm e fd it wend dem o et o wia @ s Tl 4 @ ow @ @ R, R e e v
} femfavfafs 59 ® way § “Siv wR_vR" g0 R ¥ fe §1 9 e weter” g weEa e sifeame ¥ TR T e o @ srera
et o IR e wen W R o SRR R wERE o & SR gake a1 I R § W w0 9w ¢ fF e fdia weg s Wi dg e
I gl wen @1 fed s weA 9 @ e

2. “Fifve FERTE" § @ T e Baw fafi v w18 T ® veae g @ R gar 7 R T SwEreiEn @ e i e

% 9 @ fawa ¢ @R “wife TR gU R wER W S e w6 ¢ saled g d U0 S e g s R we
g o ‘i W S gqfvm @ foiEd e o F 1@ e

DR. PRAVEEN SEN SHAHI et e v

Date of Surgery Pk, DNB, OPH TRAEMEL
AR FI TG k.., No. 97415

, 0/ 05135 TS s rensssaronins Date...

(Name of Dr. & Regn. No. with Stamp)
TER F AW 9 g @ 0L A

FOR INTERNAL USE of KOSHIKA FOUNDATION  #Irifts 3wam 3g

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

R TR | T TR 2
/Q{,:‘(//‘/g
/__/J

20 -03 - 2025




