C-2¢-]o— 00633

APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
e B AT WET (PR, ) foundation
B flioas] esun  [omae oo | e
NAME of APPLIGANT : r N AGE-YEARS 11w | sex fem
caubiulbis Sa.baj' &7 M
FATHER'S/SPOUSE™S NAME ;
T w1 loy Jg
L]

OCCUPATION - M;mim

s e L
TOTAL : {Afach Proof of Income)
wa witw 5w ngﬂﬂjl (97 W e ) LJH'
PAN No. Parf i TEm )
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): m@
W s s wm § (W w0 3w w ol P el m
FAMILY DETAILS wfam Famm
81, No, Name of Family Member Age (Years) Gander Relation with Applicant
l'u'q';n witan % el w1 9\ 7 (w) fwin mtuﬁw
— AT ;
BASIS for REQUESTING ASSISTANCE (Tick whichaver i spplicable)
wwren % ford fifh e
8PL Card EWS Cartificats Ratian Card Any Other
(Attach Card Copy) [Attach Certificate Copy) (Attach Copy) BasisProol
il e % ok v Ty s o vl oy T Tty ol i
T % m o e w (WM T WY W e w0 (R w3 W W b B
“PURPOSE" for REQUESTING ASSISTANCE:
oo ¥ fed v Rt W gt
Sr. No. Medical Reporta/Prescriptions Attached
w9 H et A af) ¥ of wfvies gl s
£ 'Tﬂa,ﬁmmx —RE——Senlr REart
TE——=Sonle—{laar?
= [Sisighny — RE- _TICT mus Dok
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
v aghve % ¥ W = aem fed se vl A g v o)
Sr. Ne. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wH W & Wi W et wf s ot




DECLARATION by APPLICANT. siiTs v W 71

¥} | heroby confirm that oll detals in this Form are True 1o the best of my knowlodge. Anry false statorment will render my Application & ongoing assistance. if any,
liable for relectionicancelialion

2) | nolermnly confiem that ssskitance. ¥ recelved fom Kashike Foundstion, will be used only for the *purpase”, as stated i this Fom, for which such assistance

was requested by me

3] | harety condiem ihat | have nol & will not in lubure, svall of reimburssment. in sar of b lull, from - ather seurcelemployerfinsurance company, of the amount
for which this astlsiance s requesied

SRR R R g I R b I T ——
2) W g o e ofn st s, o o w ol b s awdie s wtee o o Sk D o, @ gy e F oo B
J)iﬁm{ﬁﬁﬂmﬂw‘nﬁﬂitwtﬂlilﬁ!imhmﬂM“itiMl#ﬂﬂ*ﬂiﬂm
AGREEMENT by APPLICANT | s74ws gm %7%)

1) By aftiwing my signatute or thumb imprassion on tis Form, | (Applicant) hereby agres & suthorisa Koshika Foundation and IT's Trustees to
use/publishiput-upfreproduce my name, address, pholo & delails of ihe “purpose”, for which such assislance is requestodigranted, through any
miedium, including bul not imited (o verbal, print, slectronic, for soliciting donations for Keshika Foundation andior disseminaling Information about it's

activition/achievements. Such use of my photo & detsils can be madae by Koshika Foundation belore or afer my ireatment of fulfimaent of the “purposs”
fov which asststancs s being requested,

2) | (Applicant) irther agrea that any such usa of my nams, sddreas, photo & detalls of the “purposs”, for which such assisiance I gy
will not automatically entide me for receiving or continuing the said sssistance. The decision for granting andior continuing the sssistance will rest solsty
wilh the Truslees of Koshika Foundation, and thelr decision s this regard will be final and scceptable 1o me.

1) W0 W WA W W s W e e, f (omdow) sl wwly w g wos f o “wifew sadte o aed i < wi s wm o i o o
wm, i ol @ fawr w4 e § 3 Cwifet uen i, o9, wenw g at @ ol il e swdeed @ fiel ek o g e

% vl w7 ¥ fom afieg ) 9t v W e @ e ¥ we W 8w N o Wi e 5 i st 4

2) & (awiew) 8w @ we o T oA o, e w2 ol e o T o € woted @ it § i e w0 weor I v T el d

i yeoy vk =it w0 Pl ol sl el Wi

AGREEMENT by HOSPITAL (wmms gm %)

By affixing hereunder, tignatume of our Authorised Signatory lor recammend|ng ihis case/palient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & sccept following:

1) that we nalther are presantly nor will in fulure avadl of Snancial sasistence frem another NGO of any olher souroe, for the same patiantcase, Bs we are
requesting 1o get from Koshiks Foundation, fo the extent that such assistance is granted by Koshika Foundation, |f the requesied assistance is nol granied
by Koshika Foundation, in part or in full, then the Hospital reserves i's right to maks up the sharfall fram another NGO or any other sourcs, This
confirmation essentially siates thil the Hospital will not avall any duplicate assistance for the same palient/case from any other NGO or any othar source
2) Tha assislance from Kashika Foundabion is anly financial in nature. The choke of the reatmentprocedure advised)conductad by the Hospital on the

patient, i basad on e amangement between the patient & the Hospital, and s in no way influsnced by Koshika Foundation. Hence, The Hospitat will

assuma sole & completo responalblity of the treatmant & s oulcoma & safety of the patient, and Koshike Foundalion will hava no rols o responaibdity
in the matter,

wet sftoyn, weoel) W) sb W aal o Cwifens wrte | il weee o o o) ael B, P wn (e e e @ wee o s wnt b

1) = fi 7w whuw she 5 off ofies o i spen fed & weed der w fed s i @ e e 4 @ oo A o § e e sifoe el
# fewfovined 70 = T 4 “wivw weE 0w iy e b oR Csife wett DU wen fe siesEss b v W e e § 8 s
Pt s e ool W w el or e A w9 W siesr e vew o e F e e w T s il e we dvivared y S
e wowrlt v w sl s o ot et

2 “wifirer T % @ o v fid wgi W & o W ovee oo 9w s ow At sveiee W o oo v

® i w fave |l st st e e W W e b el ween F ) @ g e o el Y 9wl Reted o o wees
ot o o “aifirer” oft o e w fardol ot o ol wl

RECOMMENDED FOR ACCEPTENCE
5 _ wiw@ w forg s
Date of Surgery r. Moh mea
sitm %) atn H.Eﬂscﬁ‘.?, I.RE.ZB
25 L Eco
& SNy
ov® el
FOR INTERNAL USE of KOSHIKA FOUNDATION  sfis awam £
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
3 FEm | =l e 2
Y Jro
il ~— il

20-06-2025




