MaM- (~25-16= o34

K&hika

APPLICATION FORM FOR ASSISTANCE (Heaithcare)
wEHal ¥ SAESE 9=y (TR TR ) ,”nd“,”
APPLICATION No. : muum g Moch of te.
e Ml109¢ /0447 Wlic/25
NAME of APPLICANT : Aﬂ‘rulllﬂf!l*ﬂ SEX fifn . A
En.e@p Wﬁp
PERMANENT RESIDENCE ADDRESS : WUl sTareta_wm
Sa £
OCCUPATION : MARRIED (frnfm) | UNMARRIED S}
TOTAL ANNUAL INCOME : of Incame)
W wile s 22000/ -rqwﬂu (%W W e W)
PAN No. Ta§ T e
ARE YOU AN INCOME TAX ASSESSEE ichever Is applicable]; You | No
nmmmmitiﬂnl&iﬁﬂﬁnﬁmwﬂl LR
FAMILY DETAILS fimm Fmmm
ar, Hame of Maembar Years Gander Relation with Applicant
ni":u ﬁmﬁmmm ?Ii{ﬂjl fin FoTE © Wa Ty
— T o,
7 7 ATLTY N YT T i ==Y
BASIS for REQUESTING ASSISTANCE (Tick whichever |s applicabie)
werem % ford fiedfn s i
WAL Cont EWS Certificate Ration Cerd Any Other
{Astach Card Copy) (Anach Certificate Copy) (Attach Copy) BasieProof
witdl Ty ¥ ¥4 T Y W avien W e et
(v=n T W W W W wh (v e = e v wee W (W% W3 W1 WM W0 W W
“PURPOSE" fur REQUESTING ASSISTANCE:
e 7 fre m frrlt | ot
8z No. Medical Reports/Prescriptions Attached
W W smmateet @ it W ol wfviey el we
Jﬂ'/gﬂaml_q 0 A S oYY (€% £ 75T 2
{ L
. [TF Serll 19 Codunac ¥
Mr*}:?mﬂu . |'
e
BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
W agEvd % fy W sen wwrem fied o e @ fa o w7
5S¢ No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
*Y Wem . == W W A #t o T o
LB S docd/




— : — Mg,

DECLARATION by APPLICANT: SR THT Shwe wu:

ntmmmummu\hmmemmnMﬂm,nmt Any taiso statoment will render my Agglication & ongoing assistance. # any,
lable for

z}lmmmﬁmﬂum if necaived from Koshika Foundation, will ba used onty for fe “purpose”, as siaied in this Farm, for which such assistance

was requesied by me.

) 1 hereby confierm tiat | have not & will not in fuiune, aved of rembursament, in par or in full, trom any, Gifver Bource/mBloyarinBUranGE Company, of the amoln

Tt which this sssistance s requasted

1) 4 s w5 o e 4 Rl ok o Sewr 36 sl s e o we b ult W e v W s e wm § o 48 s P Wt W s by
1) 4t gm o wwen v “wifes s, @ o w ol & e Tvin o wtes o o o Pt B v, o e o sooma B
1) & o won % o wem i v webn o v §, T o W sl @ e e Tl o st w8 3 o B b oo ol 3

AGHEEMENT by APPLICANT (swies om )

1} By affiming my sgnature or thumb impresson on this Form, | [Applicant) hereby agree & authorise Koshika Foundation and (1's Trustees o
use/publinhipul-upireproduce my rame. address, pholo & detalls of the "purpose”. for which such assistanca |s requested/granied, Iheugh any
medium, including bul not limited 10 verbal, print, efectronic, flor soficiting donations for Koshika Foundation andfor disseminsting information about s
activiliesachinvements. Such use of my photo & detalls can be made by Koshika Foundalien before of after my treatment o fulflenent ol fhe "purpose”
for which assstance is baing requesied.

2} | (Apglicant) further ngres et any such use of my name, address, photo & details of the “purpose”, for which such essistance i requested/granted,
will not aulomatically entile ma for nocefving or confinuing the said assmtance. The decision for granting andfor continuing the assistance will rest golely
with (he Trustees of Koshika Foundation, and thalr decision ks this regerd will be finsl and accapladla to me.

1) T T W A pEew W aind W e v, @ (amiew) sl el o g wen f o i it ofe v s o afieg w o o o,
wn, wid ol W faw g v F T Cwfe T s, o, wene gt ot B o offfed i Toeferdl & fik et ) wem s

% vt w0 % F s & 3 v oW e S e ® e w T d v R B Cwifee vl v wh s

2) & (sviww) v w @ www { f d0owm, wn, o oy few @ e & IeRvd @ wie § o e S W e T g e |

“wifrer” s Tee i fyein s s wesl v

APPLICANT'S SIGMATURE OR LEFT THUMB IMPRESSION :
siew ¥ yom w s W e

R=1

AGREEMENT HTAL (wesmm gt st}

By affixing herounder, signature of our Authonised Signatory for recommending ihis cass/paliont fior financial assstance from Koshika Foundation, we
(Hospital} herelry affirm & accept following:

1) that wa nelther are prasently nor will in future avall of inencial sssistance from ancther NGO o any other source, for the spme patient’cass, a8 we arn
requesting ko get from Hoshika Foundation, o the extent that such assitance is granied by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospital resanves U right 1o mike up the shortfall from anather NGO or sny oiher souros. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patienticase from any other NGO or any other source
2) The assistance from Koshika Foundation is only fingncial in nature. Thie choioe of the restment/procedure advisediconduatad by the Hoapital an The
patient, ks baeed on the armangement between the pafient & the Hospéal, and (s in no way influsnsad by Koshiikes Foundation. Hence, the Hospital will
lmurr:;;l-lmu- responsibilily of the traatmant & iU's oulcome & aifaty of the patient, and Koshika Foundation will have no role or responaibity
n the (-4

vt sfege, vemed @) sin 8 o W) <wifres worsheT A e mmw i el o) e B, Bl e Oreen) P gen @ e w e et

1) o fw = & wispy s 3 @ wfes o Sl swes el o sl e Bt g w3 Tt d A w0 e v G T
2 farimfas = ¥ 7o § “siftm we T o0 v o T & ot et et oo mem el S &) v W e e k@ e
ol smn T wownt oo Pl w0 T S e o W afuwe e e & W e J e wn owm § e s fplm e e defar iy e
e st} wem w faal s wm @ o d

1 “wifew wEET " w A aeem e fel vl s b T ow oveee oo d of o w e roovsiEn W e it o e
% W = fieen # oby “wifewm s oo el e w W oo ot & i e o9 6 v gow sl s wt o) w Festoh o oy
o i s S wifem” o wl gfee o Raetof oo F wh o

= §

Decp thi
Admin tor
ﬂ'h w
Mwm
FOR INTERNAL USE of KOSHIKA FOUNDATION  at=ifrs ue #1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

Bpor? T

20 -03 - 2025




