- - - e === —

CRE f-24- 09- NSBZ

Lﬂ_ﬂ Mo, Mem Qna-ﬂn.

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETEAl B HEETH WS (TR )
APPLICATION Mo ; APPLICA 1 -~ e
—s 3)0924[0SYR ArrLextion oare: {03304
NAME of APPLICANT : ' : AGE-YEARS ST | SEX fB1
e Mg, Ralishway U+ M
FATHER' B/SPOUSE™S HAME ;

Wmceauunm S

PERMANENT RESIDENCE ADDRESS - =1 s1a#id 7

Shal 115 g bolJr

Pt op Tost 6
Baﬁeﬂwm

K()‘s’hika
foundation
lulldhul_hhlﬁdlik

PASTE FI-HJTHI HERE

(0SYB)

e L_a_b_@.u;-f MARRIED (i) | UNMARRIED (sifarton)
TOTAL ANKUAL INCOME - {Attach Proat of |
i i a0y L3, AAN (mmmmﬂ NH
PAN Ko, THIF T 6 s
ARE YOU AN INCOME TAX, {Tiek whichaver is applicable): Yes | N
w0 N S E gW § (A AR 0 Im S o oW e e ﬂ: v
& No. Name of Family Member Helation with Applicant
W wimm % W W mtmm
4] Ik 0 {1 8
Il T S
H L4144 _ﬂ(.{l.ﬁt'lﬂ_hlx—
; 1 Je 7 o AV

HASIS for REQUES TING ASSIGTANGE (Tick witchavar Is applicable)

wrem % fa fmfs smm
BPL Card Ration
(Attsch Card Copy) mﬁ”cﬂmw {Attach E;fr: m
TR T W AT W 9w =Y N W g TV T Panpirraies
(W T W e S e W (T W e W e (v w3 =1 e Wi e D
“PURPOSE" for REGUESTING ASSISTANCE:
e ) fen @ fadt W et
5¢. No Medical Reporta/Prescriptions Attached
W e smvea # wi W siae e W
1 o g
Jhlf}r}lm “~RE - ,atmfﬂr
i = HM&EEZL_.
A .
AN U 8% (1 4 0. M ol SRS A AN TS = T i A  E—
ASSISTANCE BEING AVAILED for SAME “PURFOSE” from OTHER SOURCES
= I % #] Wi o= T e s wim R T o 62
S No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
= HE 3T P W AW s o




DECLARATION by APPLICANT: SIS Zi0 WrTon i

111 horeby conlirm the all detalls in this Farm are True 1o (he best of my knowiedge. Any false statement will render my Application & ongning assistancs, if pry
Hinbho for eesction/cancnllation

2} | potemnly confirm that assistancs, if necelved trom Koshika Foundation, will be used only far the “purpose”. ns stated in s Form, tar which such assisiance
wian Tequesied by me

3] 1 herety. confirm o | raova mot & will not i future, avad of reimpbursement, in part o in full, from eany other sourcelemploysrinsurance company, of hs smoun
feir which M assistanoe 8 regaested

1) & e s 0w e g fome ol e S wEn W sep e wm ) ol w Pewm o e s ot s @ 20 e e W o B
2 0wt W e i i et & A ow o b, e T e wm o i W T fa s, = o wes F o by
1) e v 1 e o moam d o anin 9 o #, vl e sfes w oaee fe fes s oot sl 9 W few d obeoy oyl F o)
AGREEMENT by APPLICANT {smitgs g %04}

1) By affixing my sigraturg o thumb imprassion on his Form, | (Applcant) hareby agres & authorse Koshike Foundafion gnd Vs Tiustoes 1o
wsadprubllah/put-uplraprotuce my name, addross, photo & detalls of the “purposa”, for which such assistance is requested/granted, through oy
medium, incledlng but sot imited b verbal, print, electronle, Tor saliviling donations foe Koshiks Feundation andlor diszsminating Information atoul s
autivitiedlachsvements. Such use of my photo & detalls can be made by Koshika Fouridalion belare or aftor my treatmen! or fulilment ol the “puipdne”
lar which assistince is being reguestod

1) Applicant) lurther agres that any tuch use ol my name, addiess, photi & details of Ihe "porpose”. for which sugh assitenee = ieglested/grantes

wil sl muitomatically sntitle muo lor receiving or continuing the sald asslstance. The decsion lor granting andfor conlinuing the assistance will resd nolaly
with The Trustass of Koshika Foundation, and halr dectsion |s this regacd will be faal nivd acosplable o me

I} TR T R S TR W s w e ey, 3 (aes) sl sl W) g w o Ol et o aee sl W st v f T oo
et s ol Pt ww e of s R, w8 Sl e sl s, weeneE et S ainieled shorelee o B el ol s smam

A sy e F wtege #) 8w s e 2 o € one ow e o w ow B Csiliom wednet v sl sfie d

18 (s v owm 0w o T g oS, 9, v ol fee of e e € agerd 6 ufde & 58 em: wees wowe 6 e o9 e |

=i "t wed =mfid = fod sl ol s B

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :

AT ® W T S W Fom @ fgd

AGREEMENT by HOSPITAL (rosFs gim sat)

By affiunag hereundor, sigraiurg of our Aufhorised Sanatory for recommending Min caga/poalion] for fnancisl assimince from Koshig Foundation, we
(Hospital] hereby affiom & accept following:

1) that we nelther arm prrssntly. nor will I8 ftuse avail of lnancial astlstence rom another NGO or sy othar soutca, lor the suma palienlcatt, ob Wi dre
retjuesiing to get from Kashika Fouridation, (o the extant that such sesistance & granted by Koshika Foundalion. If the requesited ashistance 1s not grantod
by Koshiki Foundation, in gart ar it full, then ths Hospital reserves i1’y right to make up thy shortfall fram another NGO or sny otkae sourca. Thin
sonfirmation essantially stotes that ihe Hoapital whi not avall any duplicats assitance for the ssma pationt/cane fom any giher NGO or gy ather source
2] Tt assisiance from Koshika Foundation is only financial in netura. The choica of the restment/prooedure sdvised/conducted by the Hasglial on i
patient, is based on the ormangement betwean the patisn? & the Hoapdtal, and s in ne way Inflbenced by Koshika Foundatlon. Hence, the Hospltal wil
npesume sole & complate responaibility of the troatmant & s autcome & safety of the patlent, and Keshika Foundation will have no rols or responsibiity
in i matier

TR, R W A W Al W e wEmt o Tei s fn fewie w5 o &, el oew oremm e w0 o= w el weh

{) s st sl wt wfies o Rl e ferdt fowonit seem o fadt s vl e iveret F A s ot & 39 et st e
A frrfoyiedl ss @ mae Ve sredre® oo e by e B ot e grrsins g wene S aofreee iy e  Sen s b O e
et o= i wowd wen W S = TEE 8 wem @S W afen g ven ooy d we e e # R s T g S o i e
el shee ) Tl = WP R dmnth

it i B B G e Rl TR T B B B e R R i

= st T ol s wet mt Tedt wew o W o it § e e 8 od S e goe ol s wt il Tesod gt oR s
w1 sl e W wd w9 faer w o e

HEEUHHEHDED FOR ACCEPTENCE
(TS e g fegests

Date of Surgery
sty ) Wi %m‘ 5208 ADMINISTRATOR
NG (NHE B SAAMNRANRI IR uthcrised Slgnatory
16-09-2024 (Name of Dr, & Regn. No. with Stamp) on behalf of Hospital)
TIHT W AN A A a1 T 7 R e v s
FOR INTERNAL USE of KOSHIKA FOUNDATION it e ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A T W
; M
- 47

11-04-2024



