it T

APPLICATION FORM FOR ASSISTANCE
wETam B AT WEY

M/1095 /0 49¢

KRhika
foundation
uﬁ!h.hd'ﬂllh

NT RESIDENCE ADDRESS ; To Spawim un

S0me Al  ahove
— &QMC g ke - MARRIED (TRY) | UNMARRIED (sfveii)
TOTAL ANNUAL : I = {Attach Proof of income)
b albunadbe 42000 — 'Iﬂmﬂu (3R W TN W
PAN No. I T8 Wl ——
ARE YOU AN INCOME TAX ASSESSEE [Tic ﬂ#ﬂwhlpﬂuh}: Yes | No
nmmmmttﬂmﬂnmuﬁwmm| W/
FAMILY DETAILS wfmm famm —
Sr. No. Name of Famiy Member Age (Toars) Gender Relation with Applicant
Lk i % w W o (mi) fin FHOE % WU g
A, TPl £ LN 1] SC
; 40T P s = AT s
BASIS for REQUESTING ASSISTANCE (Tich whichever is applicable)
wermm % ford fiedh s
BPL Card EWS Certificate Ratlon Card Any Other
{Attach Card Copy) (Atach Cartificate Copy) {Attach Copy) BasiniProof
e % A T = s W T avi W s7a W e
(W T W o s wh (e w w5 v wfiy s W { womm W W W uiE e

"PURPOSE" lor REQUESTING ASSISTANCE:

e ¥y e el = e
Sr. No. Medical Reports/Prescriptions Attached
w1 e wepm iRt # wit ¥ i sfve gl de
9 LIATNLS A TS VY T
CatanalE

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
w0 Tty % vy Wil s e el arn v | fe o 67

HAME of OTHER BOURCE AMOUNT of ASSISTANCE BEING AVAILED

=r v W Wn - =t uf wemn o
LS =/, -




DECLARATION by APPLICANT: seTs T S T
1) | hereby confirrn Mat ol detads in s Form are True 1o the bes! of my knowleage Any tase statamant wil render my Application & ongoing assistance, If ary,
lisble for eacton/cancellaton,

2} | nolemnly confinm that assistance. if recetved from Koshikas Fouhdation, wil be used only foe the purpose”, as stated in thin Form, lor which such assislance
wis Fagquesipd by me.

3) 1 hereby confirm that | have not & will not in future, aval of reimbursemant, in par o in ki, from any other sourcalemployeriinsurance company. of the amouni)
for which this assistance is requested
1) 4 s o § B e A ot TRl T 0wt € s w o b oo e o S ses v e bl S e e o) w weh
3} # g W wa i “wife et @ ot w o b T e ol vt o) g o B S wi, @ e oy F e o B

3) & g wow e fam v iy v wndy o of £, 7 oft W sfew @ wen frem el o sl wel @ o 8 e § ohe2 9 ofes d

AGREEMENT by APPLICANT (sa%cs g0 %0T)

1) By aixing my signature or thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and it's Trusises 10

s publsh/put-uprepreducs my neme, addross, photo & detsils of the ‘purpose’”, for which such nesistance is requestad/granted, through any
medium, including bul not limited 1o verbal, print. slectronic, for soficiling donations for Koshika Foundation sndfor disseminating information sbout s
activitles/nchievernents. Such use of my pholo & detalls can be made by Koshika Foundation belore or after my frestment of fulflimant of the “purpase”
for which assistance is being requested.

2) | [Applicant) further agree thal sny such use ol my name, address, photo & details of the "purposs”, for which such Fsslstance |y reguestedigranted,
will not sutomalicaly enditle me for fecelving of continuing the said assistance. The decision for granting andior continuing (he assistance will res! sslaly
wilh the Trustses of Koshikn Foundation, and their decision is this regard will be finsl and acceplable 10 me.

1) TR WY W S wEm w sird Wt wr wewn, A (arew) sl e o i v o Vuife et oy et smiel © W) e wn et w
o, v o fe wow o @ T Cwifoe” e e, o, wem et et o w ol ol coefeed @ frd feh o v e

% wofts wed ¥ fen afewe v w fieee OF pee ¥ W W o R W W fivn e wredet w o sfeer

2) 4 (ko) 5 o A T € 5 e, =, w2 ol e o e meew € i @ e § oo oo = v 0 T TR e

*wifye” v T i W fds s ol weod B

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
wiew & o o SR W e

AGREEMENT by HOSPITAL (remm o0 &m)

8y affinng hereunder, sgrature of our Authorised Signatory for recommending ihis case/pabient for financial assistance from Koshia Foundation, we
[Hospital) hereby affirm & sccepl Sallowing:

1) that we naither sra pregenty nor will in futire svall of financial sssistance from encother NGO or any other source, for the same patiant/case, a5 we are
requesiing to get from Koshika Foundation, to the extent that such assistance is granted by Koshiika Foundation. ¥ the requested assistance is nol granted
by Koshiks Foundation, in part or in full, then the Hospital ressrves il's nghl to make p the shorttall from anoiher NGO or any other source. This
confirmation esseniially sintes that the Hospital will not avall any duplicaie assistance for e same patisnticase from any other NGO or any other source
2) The assmisnce from Koshika Foundation is only financial in nature. The cholce of the restmentprocedure advised/conduciad by the Hospital on the
paiient, is based on the arrangemenl batwaen the pafient & the Hospital, and is in no way influsnced by Koshika Foundation. Henca, the Hoapital will
sssuma sole & compiste responuibility of the troatment & iI's outcome & safety of the patient, and Koshika Foungation will have no robe or responsibllity
i [ha matiar,

vt seE, peel W str @ i W Cwifve wrdea” @ e anem iy feefon o) w8, B ove (v freosem @ s w sl e b

1) o S o e sl v o i A Sfvy ween fardt A e s @ fed wm vl @ we il F @t ow A o £ W o “wifee s
# firpfe i e ¥ waw § "wifew st oo e 6 O ok Ssifew st o woee el sfeeees # T o ew o § & s
farlt = i mwd dem w Sl == e @ wewn ¥ v sfeen oen T § oo © e wn o § i e il oo e TR By e
& wantt wfem m el e Ene A S dmueel

1. “wifrw vt & o) of s wwn el et w & BF o v oo @ o e o el TrevEET W T oo v
® wre w fen & ol Wi T o D e w0 e ) b S e d 00 3 e e o =2 e W el B o v
w Wit s wfew” & o oftee @ fectof yo e F ah e

RECOMMENDED FOR ACCEPTENCE
wirt W forg sheghy W
Date of Surgery D thi
stvm = A Admiinis ﬁr
\\G\‘L Hosp _
\3 " hem ) e v e
FOR INTERNAL USE of KOSHIKA FOUNDATION  Si=ifts 394 £
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

[ W

= TAE

=L

20 - 03 - 2025



