MoNr. (95 -—[o— 0|73 &
APPLICATION FORM FOR ASSISTANCE (Healthcare) '
wHeram B wrEg (T S ) Kﬁ—-——m——?nsh{;lﬁ‘ar;
o M09S [0¢<3 s =7 (10 [ 05 * e
NAME of APPLICANT : AGE-YEARS S7g-4 72’; Fy
FHTE W N . 5-3
Rﬂﬂ-’mm
fewg= w = n?un kfwn n

2] | |
J

PERMANENT RESIDENCE ADDRESS | I} SUWTaT T Pre op
Sam# 1 £

post ep

mml }'—(mn_p_ m.ﬁk-p-; mmﬂﬂlrumm{mmu}
TOTAL ANNUAL MCOME : ml‘mﬂdhm}
wH Wit s R4, mmo ) ~ (97 1 W s
PAN No. Farf W Ham il
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes | No
v =2 s wton # (% w9 T ow wl oW P e R
FAMILY DETAILS wft== famm
e o, Name of Mamber Age (Years) Gender Ralation with Applicant
n'm witam % W T W (ul) fiin TR W T T
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicabia)
wEam % ferd frsf s
BPL Card EWS Centificate Ration Card
(Attach Card Copy) (Attzch Certificsts Copy) (Atiach Copy) Any Other
vl ten ¥ A o ™ = s wd g Oy Iy Wi ‘ m.mu‘!t“m“l
(wome oy o) we wik sl wh (v W = e o e W (e v W e ol wee Wt

"PURPOSE" for REQUESTING ASSISTANCE:
werEn By AR o e W e

plions Altnched

8r. Medical Repons/Prescri
wemereier /@ wit % of vieke ol wem

No.
W W

j{ghnfi‘f ,m—w—nl V) TS (N

2Z1E

endo (gidiond

ST

.Z.!f {~ 'P;hmn

Mﬂ‘
!

ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
™ gtve ¥ 0w W e fed e e A e o W)

RAME of OTHER SOURCE ANMOUNT of ASSISTANCE BEING AVAILED
= T W T i m wyam o

§*

JHETT 22000 |-




DECLARATION by APPLICANT: #HT% 52 Wiww Wa: i

1)1 hereby corflem ihal af detads in Mis Form ane True o e best of my knowledge. Any taise stelement wil rendar my Appécatlon & ongolng assmtanca, if any,

bl for reection/canceliation
zilwmmmmﬂmmmfwmﬁ will b usad ondy for e “purpone”, as stated in thin Fomm, for which such asssstance

was requested by me.
3) | hareby confirm that | have nol & will not in future. avai of reimbursement, in part of in fufl, from any other source/employerinsurance company, of the amount
for which this assistance & requested

1} 4 wwm = £ 16 o0 W 4 el v el fewe 2w € s o wet b e st Seern o weer se w8 S0 awom B o @ el b
1) %t g o weew ofn “wifre wrve®, @ f oot §, Tew TvEn e vty o @ Bl fe i, @ ot oo B
1) & o wow f T o werem o i 9 ol &, 7w o w0 stfew e frem Tl e e e @ @ fre & b o e o d

AGREEMENT by APPLICANT (wams g =01)

uaymmfnpmurmmmmmmmuﬁpmnmumnywlmmﬂmhm-mﬂﬂmmw
uss/publishipul-upireproduce my name, sddress, photo & detalls of the "purpose”. lof which such ass|stance i requestedigranied, through amy
medium, including bul not liméed 1o verbal, print, stectronic, for soficiting donations for Koshika Foundation andior dizsseminating information about it's
acirvilles/nohigvements. Such use of my photo & detalls can be made by Koshika Feundation before or afier my treatment or fulfliment of the “purpose”
Tor which assisiance is being reqguesied

211 (Applicant) furthar agrae that any such use of my name, addresa, pholo & dotadls of the *purposs”, for which such sssistance is roquestedigranted,
will nat sutomatically entitle me for neceiving of continuing the sald assistance. The decision for granting andior continuing the assistance will res! solely
with the Trustees of Koshika Foundation, and thair decision is this regard will be final and accaplibls lo me,

1) 8 w9 ur oved wEmer w sord wh we v, A (omiew) ot mih Wt e s o o e b e ek sl " of) ot wm f s 40
wm, orE sy @ fewrm wmowm d i b T oe) ss, o, oeon et aghre @ o il i oweferd & e Sl o s e

# yifn v ® f wiean 9 ve = feew f T ¥ e @ e 2w ¥ e i i ol sfea b

2) & (o) 8w & v | fa 4 v, o o e o f e € Tebed @ wfde 92 e ween W v e o owu g

ity T s il wo facde e sl sl g

APPLICANT'S SIONATURE OR LEFT THUME IMPRESSION :
= ¥ v W S W FE

AGREEMENT by HOSPITAL (wwems p Wo1)

By affixing hereundar, signature of our Authetsod Signatory lor racommignding N casa'patisnt for financisl assisiance from Koshia Foundation, wa
{Hospital) hereby affirm & accept following:

1) thist we peithor arn presantly nor will in future avall of financlal sssistance from anciher NGO of any other source, for the same patient'case, B we o
requesting to get from Koshika Foundation, to the extent that such assisiance is granted by Koshiks Foundation, If the requested assistance & ol granted
by Koshika Foundation, in pan or in full, thien the Hoapital ressrves I's right o make up the shortfall from another NGO or any othar source. Thia
confirmation essentially stales that the Hospital will not avall any duplicats assistance for the same patient/case from any other NGO or any other sourcs
2) The assistance from Koshia Foundation i only financial in nature, The choice of the reatmentprocedure advised/conductad by Ihe Hospital on tha
patiant, is based on the arrangament batwesn the patient & the Hospital, #rdd is in no way influsnced by Koshika Foundation. Hence, the Hospital will
assume sole & complete rexpormibility of the tromtment & it's oulcome & sofety of tha pabent. and Koshika Foundation will have na role of responsibility
Ir e maller.

vt s, wened W it @ A o “sifre st O fefm e iy fefon @ el F, Bl e (e e e @ e o e W B

1) W e w R iy sl 7 0 e A fefe s fek e woerh e w felt e e S sttt F S om R o 8, 46 e e e wehet
# i 7= € wav F s weEm pn we iy e b oaR el weEmt oo weem fel STrwewe 0 v W few o § A sem
ot syt wowdt shen Wt s T @ e W W s e o bowe TR F wee o we § e s i s e Sdeed iy fed
e somrlt W m Beelt e e & oo ok

1 “wift s B o of oemm wem fuim v W & v W v g ool weee w feld o8 TvenyTien W T pem

w o w fie ol “witfine wstRT g el oen w o gem o 0 pafe o o b o s gon sb s wrd ol sl faid A o W

o v sl “wifm” @ Wi gt @ fesiof oo F oo

Date of
wive ¥ wim
Dr. A

ot -

FOR INTERNAL USE of KOSHIKA FOUNDATION  sft® 774 ¥

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=it e | =54 T 2

%7" ét/‘/g .

20 - 03 - 2025




