Mon - o251~ |6

APPLICATION FORM FOR ASSISTANCE (Healthcare) K(% hlka
HETEHW B9 3EET WREY (e TEEw ) —_— M
foundation
APPLICATION No. - APPLICATION DATE Buihding black of i
e MI119§/0S3)  |mewetrlislog e
NAME of APPLICANT | AGE-YEARS Wj-m% | sEx fefm g
s 1 '
Aint Komnse” ‘4? {
FATHER S/SPOUSE'S NAME : . -
firmarges w1 m C ' e ! :
= RESIDENCE ADORESS w Wi | R
arg - - . E".*Eﬂ hor] MMM
PERMANENT RESIDENCE ADDRESS __v] sl 91 Tirf?
SOrar A% above s P ‘ftﬁ'l"lf
Pow: l—bmn rhnkrw' MARRIED (B8] | UNMARRIED (s5iim)
TD“LAHHBAL [Altach Proof of income)
W s s 'ﬁﬁrﬂcc‘. (3 %1 T Hor)
PAN No. TaT} T WG
ARE YOU AN INCOME TAX ASSEBSEE (Tick whichever Is applicable)- Yes | No
w0 WY WM w o € (W w e Tm w oW e e
FAMILY DETAILS ftam fammm
Sr, Ne Hu-ﬂﬂnﬁwﬂ-hr Age (Years] Gendor Relation with Applicant
wu e ftaw & W W W () f&m ¥ W W
BASIS for REQUESTING ABSISTANCE [Tick whichever s applicabls)
wrem % frd ffn amar
BPL Card EWS Cortificatn Ration Card Any Other
Attach Card Copy) {Attach Certificats Copy) {Attach Copy) M Hyane
i tem W S oW ™ wrs arw Wl yE T AN W 1 Wil T
[T W1 W W W W Wi (e w1 Wt o W e (w4 ¥ v iy W
“PURPOSE" for REQUESTING ASSISTANCE:
wwre ty fed v Rl W g
§r. No. Medical ReportaPrescriptions Attached
¥ Hw sremE TR WO w1 e g wee
— P L i
DR i 74 S TV (R N T o —
51131?1 Tary 7= Taali  (ntanact
L
ZIE ST Primia L7 T ;-.L:r? :
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T ackvn % g W e W e s e # e o e
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
N W o 51 T W N n§ =erm qwh
P T HdN Pl YT A




DECLARATION by APPLICANT: WAS T Yhwm W
1) | horety confinm Ewat all delads in this Form are True o the best of my knowledge. Any lalse ststement will rerder my Applcation & ongoing nssistance, If any,
sabim for ressctionfcancellation.

2} 1 solemnly confirm that assitance. f recelved from Koshika Foundstion, will be used only for the “purpose”, s sinled in ths Form, for which auch assistance
wis recuesied by me

1) I heraby confirm that | have not & will not in kebure, avall of reimbursement, in pan o in &, lreem any gthee sourcalsmplover/insurance company, of the amauni
forwnich this assistance s recuested.
1) & swm wem o fo w0 owmes # ol i weh e S0 weeet @ s W W b Al i e o wen s e we | # 00 T from 1w el
1) #t gm W e wfn *wifee st @ ok om of & s aedn and sten o o © ful S witm, ot g owen F g o b

1) 3 i wm f e fen awees 0 or unde w8, 0 of = s w wE e el s avriedm el g s B B b o o o S

AGREEMENT by APPLICANT (spow gm %01)

1) By affucng my signatung or himd Impression on i Fotm, | (Apphosnt) horeby égroe & authorise Koshika Foundafion and it's Truslees to
use/pubishipul-upireproduce my name, address, photo & details of the “purpose”, for which such assistance is requested/granted, through any
midiurn, inchuding but hot limiled 1o verbal, prinl, sfecironkc, for soliciling donations for Koshika Foundalion andlor disseminating nformation about i's
acvitios‘achievements. Such use of my pholo & detalis can be made by Koshiko Foundation before or afar my featmant of fulfiiment of tha ‘purposse”
for which assstance |s being requested

2} | (Applicant) hurthet agrea that any such use of my name, address, photo & delalls of the “purpose”, for which such assistance ks mquesied/igranted,
will not scomatically enlitte me for receiving or continuing the said 2ssistance. The decision for granting sndior ootinuing the assistance will rest solaly
with the Trusiees of Koshika Foundation, and their decision is ihin regard will be final and acosptabie o me.

1) v e s wEer o afnd w) e e, A (spes) sed wef W e wen o Vel et obr e st W) sl w o e g
W, W i fe e F e #, T wie e o e, o, T et v W aE i s aedend & B See o T

#t weftr w3 % o sifewn St o w fern Ao o W owe R oW ¥ e s welest w s st

2) & (sbvw) e owm 0 wymn f fe odn o, w2 ol e 9 fe weeew o anted @ wfds § o em: T W v R e ve uel
“wifre ™ ey e onfied w Feete sy ol o’ wim

APPLICANT'S SIGNATURE OR LEFT THUMD IMPRESSION :
e % T W W W

AGREEMENT by HOSPITAL (s gm wor)

By affixing heseundar, sinatune of our Aulhorised Signatory & tecommending this citse/piatient for financis| sssistance from Koshisa Foundation. we
{Hospital) hereby affirm & accept following;

1} that we nelther are presandly nor will in future avedl of financial assistance from anather NGO or any othar seurce, for tha same patisaticase, os we am
requesting 1o gel from Koshika Foundation, to the extent thal such sssistance is granted oy Koshiks Foundgtion, If the raquested assistance is not grantad
by Koshia Foundation, in part or in full, then the Hospital ressrves it's right io make up ihe shortiall from another NGO or any olher source, This
confirmation essentially states thal the Hospital will not avail any duplicate assistance for e same patenticess from any oiher NGO or sny offvar =aurce.
2} The assisiance kom Koshika Feundation is enly financial in nalure, The choloe of the treatmentiprocedure advised/conducied by the Hospaal on e
patient, & based on the arangement between the patient & te Hospita!, and & in no way inflisenced by Kouhike Foundation. Hance, the Hospital will

assume sole & compleie responaibiity of the treatmant & It's outcome & safety of the patient, and Koshika Foundation wil hines no mole or responsibility
i the matiar.

T i, vl SY s o el oo wilion owrsb 4 ffm woen 1 foefte ) i 8, e e O B e @ e wien e

1) w8 5 5 % wiew sl 3 o ot o el s R & wmett s @ e s wm W T Tl F 0w S o £ 49 e oo e amrE
W femfroeds e o wa o “ oo s g o i e b o wif weste g e il sfessen By v ) e w8 s
felt wen iy sl wfom w faslt =y oo @ e 88 w0 sfes grien v e A we e o # e s et e e Sl iy e
T wmil woe @ Rl s wee o W A r

2, “wifr st @ A of anen S fafes vl 6 b B W e om 2 o e m W R TTEalEE W oo O o

W e fawe § s Cuifoe s g Pl v w oo oo o bt g F 00 @ peee e s ot i o sl Pl O o T
w il d “wifeT o wi wfie w fesdod oo F o o

=t & fou s
Date of Surgery Dee i
st ) why . s Ad tor
(i) 1 - '.-"..'.-"

WS MR S |
— FOR INTERNAL USE of KOSHIKA FOUNDATION _ stirs 77 17

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= e | ! TR 1

&—r? s

11-04-2024




