M- £ 9¢-lo— 1136

K&¥hika
foundation
[Ur—r——.

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HeTaW B9 HEET WEY ( Tyree TRy
e M[1o2c/o¢8g ESEA I
NAME of APPLICANT : AGE-YEARS 3% SEX foin
HETE ¥ T e g_o - _Fl

Somes af ﬂbauﬂ
DCCUPATION -
| T Ligang Maleree - me&mmﬁm
(TOTAL ANNUAL INGOME - (Attach Proaf of Income)
o s s 2060 — (oW & e W)
PAN No. Tl Wi T =
ARE YOU AN INCOME ASSESSEE (Tick whichever is applicable): Yeos | Ho
nmmumﬁﬂmﬂmnﬂlnmwﬂt o/
FAMILY DETAILS witam fammm
S, No. Narme of Family Member {Yeam) Gender Relation with Appiicant
w9 HE aftan & W w1 A ?‘E(ﬂl foin WS W W T
Farn
(0 1 Mohd UmT RvAY yi4) X ERY]
BASIS for REQUESTING ASSISTANCE [Tick whichever is appiicabie)
weren % ford frgfy sman
BPL Card EWS Cariificate Ration Card Any Other
{Attach Card Copy) (Attach Cartificate Copy) (Attach Copy) Basis/Proal
i T % o ™ sy s oy TTaien o
(g T ¥ W e W (v o W wfy R (e v W v s W W
“PURPOSE" for REQUESTING ASSISTANCE:
wwem ¥y R m el W g
Sr, No. Medical Reports/Prescriptions Attachsd
w9 W wemmevEie & Wi ) nf i e we
1
WJn < 4 NS VYY. S 5 DT 2
'ﬂmﬁfﬂm 2T el lalonat F
j L1
L3I0 Poama 2ol G’
ASSISTANGE BEING AVAILED for SAME “PURPOSE™ from OTHER
va wge ¥ ¥ w a= wwm fed o v @ o 2
Bz No, NAME of DTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
w T = T W A ot of sgrem vl
000 I —

—g(%




DECLARATION by APPLICANT: WPTW T/ Wiwm WE:

IHWMMHMHHFWHMTMIHHMNMHm.wmmmﬂWWWEmmhﬂ.ﬂlm
fable for repection/cameniliton, ;
Z}Immwmmmm.HMMWFm_w|Humwfwmm,un-dH\ﬂFm.hmmm

was roquested by me.

3) | hereby confirm tat | have not & will not in future, avad of rembursemeant, in pan or in full, from any other sourcelemployerinsurance company, of the amount|

fot which this anslstance & reguiried

1) 4 www = £ 55w T 8 o ad e 38 i % s W uE w b o s v oE e s ww we € F 50 sy e W w ol B

1) B g W e oy ~wifire wrtit, @ o w oot & Tem T T vt ol ol ¥ it fen wim, A e d v e

v3 8 e wom f e fom e d v v W ol &, W o w iew w v e feed e e e @ 3o fee b oo @ e J o)
AGREEMENT by APPLICANT | wbes om0 %)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hersby agree & authorise Koshika Foundation and IU's Trustzes 1o

use/publish/put-upireproduce my name, sddress, phole & detaila of the “purpose’. for which such assistance is requested/granied, through any

madium, including bul not limiled to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about i's

otivities/achievements. Such use of my photo & detalls can be made by Noshike Foundation befors or after my trestment o ulfliment of (he "purpose’

fot which assistance s being requested.

2} | (Applicant) furthar agree Ihat any such use of my name, address, photo & dotalls of he “purpose”. for which swch assistance is requested/granied,

will nol automatically entitle me for receiving or cantinuing the said assistance. The decision for granting andier continuing the assistance will rest solaly
with (he Trusises of Kaghika Foundation, and thais dectsion is this regard will ba finai snd scceplabie (o ma.

1) T ST W ST P W e w Wy v, # (amiew) svh e o gfe wen o o “wifion it o wee sodil C w) s wn o e dn e,
wn, w2 shr o fewrn g v o e §, w it o s, TR, wenrw gEt sote @ ol il i Teefel @ frd e o e e

& wufen wed # P sfonn &1 3t e w0 e St e @ W w o W ¥ o e wroim 3 S e #

7) A (W) W W W { % oW, W, v e % e w ¥ I | v § 5 e e W e T T o e
‘st T IuE Wi = i s sk woeh o

APPLICANT'S SIGMNATURE OR LEFT THUMB IMPRESSION :
i o o w sigE W feem

(Hspital) heraby affirm & accapt fallowing:

1) that wa neither sre presenlly nor will in fulure svall of fnancial assistance from anolher NGO or any other source, for the same pstisnt/case, B we a8
requesting to gel from Koshika Foundation, to the exient that such assistance is granied by Koshilka Foundation. If the raquested assistance Is nol granted
by Koshika Foundation, in pan or in full, then the Hospital reserves it's right o make up the shortfall from another NGO or any Othes source. This
confirmation sssentially states that the Hospital will not avad any duplicals assisiance lor the same patieni/case from any offsr NGO or sny other source
2) The assistance from Koshika Foundalion is only financial in nature. The choice of the trestment'procedurs adwisadiconductad by the Hospital on the
patiend, is based on the armangemant betwesn the pallent & the Hospital and is in no way influenced by Koshika Foundation. Hence, the Hospital will
sssiume sole A complets responsibifity of the treatment & it's outcome & safety of Iha patient, and Koshika Foundation will neve no role or responsibility

in the matins

iﬂaﬁv.mlﬂmiwmt‘mm‘immﬁmtﬂthﬂwEm&lﬂﬁmﬂﬂimﬂil

1) we e % o iy oy o o ftren o Sufy meres Sl e et W o fedll s wie ) we St F oW w oo £, 4 fie el vl et
# frefm el 7w % waw A ‘ol v g v iy e b ol “sifew st oo T e e B e W e wm # F s
fosit =0 & woerd dew W Tt o T | woew W W sheer e e oW TR d we e o 1 s e oo ow e iy fed
 woh wen w el = w9 9 A

1w w6 vt of wen e fifiny el ) b R ur wrmem oo o of e m e o averyes w e O o we

% = e £ 5 “wifew s g Sl e o ot ol e F O O e gow s s aE Wt ol Rl R ol e
= ¥k s s @ = g At o 2 e

RECOMMENDED FOR ACCEFTENCE
it W forg dhef

Date of Surgery =t e
g © \ sirator
Dnm -.!_.IHJ ¥

= mw sed Signatory
e\ 2 . o R S ity tymes
i 10y e e e st
FOR INTERNAL USE of KOSHIKA FOUNDATION m‘!ﬁth

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
it e | =l v 2

- AT

/)

20 -03 - 2026




