Mam.- 2540 - 1387

APPLICATION FORM FOR ASSISTANCE (Healthcare) KUSh[k’,a
HETAA Bq SATT WiEd (Fmrem S foundation
v "M/.’G‘?,T‘[Off—ﬁﬂ_ ke et “Tm‘.vr S 4
r—sr mr.-v.-.m‘lq SEX fein e
I Mnkﬁm di‘ln’ .J§9 : 'p (A Mkl
FATHER B/SPOUSE'S NAME - "

oz = Mnﬂ‘!—an Sudl

DCCUPATION :
s Ven. WIW{M}
TOTAL ANNUAL : il |Attach Proof of incoma)
oA Afes =W ggm[r— {jﬂ"ﬂﬂ (5% W EEE)
PAN No. Pl Tl Wi i
ARE YOU AN INCOME [Tick whichevar s applicable) Yes | No
nmmnﬂrﬂm nwﬂwﬁm:rwt w /S
EAMILY DETAILS uftum fiparm
51, No. Name of Family Member Age (Years) Gendat Relation with Applicant
N W tim % weed w AW () fifn WHTE & WU W
P .
T IAqydnden o eSS L) 22
@773 PYRRT) SN—5 4 7 55
Jiterde fuman - R P i
BABIS for REQUESTING ABSISTANCE (Tick whichaver s applicable)
wergm % fmd ffy amm
BPL Card Ratlon Card
{Amach Card Copy) WMI (Amach Copy) hmwuﬂ-r
i o o = A T v T wE s
(W w3 W e uf e W (7w w w wn ufy v (wmrs o W orw ofe wEOW
“PURPOSE" for REQUESTING ASSISTANCE:
W ¥y et feel W oaed
S, No. Medical Reports/Prescriptions Altached
w9 ¥E wemmeeie @ Wi ®) o s gt sem
Fa L M
AT R RIE Sl calopath
ﬁu*-mnb: 71 el (gdonar
. ~ -
e ,siﬂ“_ﬁrw:s__iez_cw
¥ il |
ASBISTANCE BEING AVAILED for SAME “PURPOSE - from OTHER SOURCES
wmﬂﬁﬁmmm«aﬁmﬁﬁmmm
Sr. No. NAME of OTHER SOURCE AMDUNT of ASSISTANCE BEING AVAILED
TN HT =t v W Tm i m wewm T

DBLS Toco ] —




DECLARATION by APPLICANT: iy g ey ow:

11 | heraty confirm that all detadls In this Fodm aro True 1o the best of my knowledge, Any false stalemant will render my Applicaion & ongolng sssistance, ¥ any,
linhis for repction/cancellstan,

21 | sotamnly canfirm that assmtance, If recelved from Koshlka Foundation, will ba used enly for the “purpose”, as stated In this Fom, lor which such sssistance

was requesind by ma

3) 1 heretry confinm that | kave not & will not in Julure, avad of meimbursement, i part of in full, fram any other sourcelemployetfinsurance company, of the amound
for which this assistance is requested,

1) # viwrs ww o e g oen © el ol o e 20 el o s we i ool o ferm e s s g e b o S e faes = wowed |

1) #t g of W ofe “wifes sarsbe, @ o w ol §, o oein el gt W gl # Tl few wi, @ e F v omam

11 ¥ gfe wm { v fom werem ¥ oy b 9 o §, v fe w o w wen o el o anfeeads el | 3 5 B kol s o e F dm
AGREEMENT by APPLICANT | 7% g =77)

1) By afficing my signalure o thumb impression on this Form, | (Applicant) hereby agres & suthorse Keshika Foundation and I('s Trusteas 1o

usa/publishiput-ugdreproduce my name, addresy. photo & detafis of he “purpase”. for which such assistance is requested/grantod, ivough any

medium, inciuding but not lmied to verbal, prnt, electronic, for soliciting donations for Koshika Foundation and/or dissaminating information about if's

aciivilles/achisvemenis. Such use of my phota & detalls can be made by Keahiks Foundalion belars o after my treatment of fulfEment of the “purpose”
for which assistance i being requesied.

2) | (Appiicant) further agree thal eny such use of my name, address, photo & detalis of the “purpose”, lor which such asaistance & requesied/granied,
wil not aulomatically entitle me for recshving of continuing the said assisiance. The decision lor granting andior continuing the assistance will rest solaty
with the Trustees of Koshika Foundation. and thait decision is this regand will be final and accepiable to me.

1) w8 5 vk e w s o e e, @ (smber) sl e o yfe wom f o "wifee e sby vt sl 7ot s wm f S o
ww, v sl o fewm = v o Wi §, T Wil e S, T, weE R TR W e i et # fe et o e ey

® vfe wrd % fr sfewn & S v oW fe 8 ga @ we w T 8w o B wifiee wedAt v i wfeg b

2) & (wriEs) = w0 4 wew f e d0 am, o, w2 s fem W s Tom  Tgivdl @ wie @ R v Se W ween S e v T d

v woy e ofed W fels s sh wed B

APPLICANT'S SIGMATURE OR LEFT THUME IMPRESSION :
mrtew W g W SR W fm

AGREEMENT by HOSPITAL (wemme on )

By affiung hereonder, WﬂmMMwhrmm thes casa/patient for firancial assistancs from Koshika Foundation, we
(Hospital) heraby affirm & accept

1) that wa neithe: are presently nod will in future svall of financial nsalstance from ancther NGO or any other source, for the same patient/case, 83 we are
reguasting 1o gol from Koghika Foundation, to the sxtent that such assistance is ganted by Koshika Foundation. I the roguestsd assstance s nol grantsd
by Woshikn Foundation, in part of in full, then the Hospital reserves (U's fight 1o make up the shortfall from another NGO or @ny other source. This
oonfirmation essenfialy ststes that the Hospéal will mot avall any duplicale assistance for (he same patientcass from any piher NGO or sny other souwrca
2) The assistance from Koshika Foundation is only financial in nature. The cholce of the treatment/procedurs advisedicanducted by ihe Hospilal on the
patiant, s bazed on the arrangement batween the patient & the Hoapital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
sssurme sole & complets responsibility of the treatment & Il's outcome & setety of (he patiend, and Koshiks Foundation will have no role o responsibiity
in the matter

YER S, D W1 SR RO W Wit st @ fa s by fewton o) wd #, oo (rees) fem wew @ s w wle e b
1)y w5 o wes by v wive F Sl wven el o woerd weet m fesl s wim @ e il d @ w W o § e e o T arete
% il == % v § " vt g v i B & ol s vt oo e R s e e g ep S e et d e
forh = T wrf dom o foelt w wne A w0 W e el T & e e F s s owm s s e oo ot By e
b wreoh wn w el s e @ dmerd

L “witrw wrr " @ o ol wee v fafm o # b i woreem on o of v @ e T svmueiEn @ T o v

= o = fowm # ol “wifive =" gn Tl v W oW e 9§ wl v o0 @ e oo ol st = ) ftod 0f o v
w o sh “wifew” o e @ fasloh o F o Wi

RECOMMENDED FOR ACCEPTENCE
vt & fog e 2

ATl hi
':‘.,H W

Date of Surgery
st & we

U\P\QQ "'“f o onhaltat ol
Nioi mqmm
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ swafie 7wain g
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i e | e T 2

o A E

20-03 - 2025




