Moy ¢ 95-13- 1649

HETTE B9 ST9ET WEY

APPLICATION FORM FOR ASSISTANCE

K&hika

(Healthcare)
(TATEE SEaTE)

foundation
——— — — — 1
Building blod of i

- M[19 250614 et e g
MAME of APPLICANT : AGE-YEARS 515-74 | sex fem
sy Meva Jal 55 My -
o Mahadiy _

PRESENT RESIDENCE ADDRESS i st o

Kadifuwsa hiny Mo H L LYy fadtasy [Plraalegh-2h70 77

PERMANENT RESIDENCE ADDRESS : T S T

QOmée nf 2Laue .

| -
tk-#"“"- pa . e

Bu 0P  Pud 0P

OCCUPATION - ||
g L&U L3 s rwm}fmmmnfm
TOTAL ANNUAL INCOME : |Attach Proof of income)
it ?Q”}{}fﬁf"‘ (W & W HEE)
PAN No. a1 THT TR
ARE YDU AN INCOME TAX MESEE [Tick whichever is applicable): Yeu | Mo
N AN s W m f (W wee W IR W w W e s w7t
FAMILY DETAILS wftam fa=rm)
Sr. No Name of Family Member Age Years) Gender Relation with Applicant
Ehiial v % weEl WA T () fim e L e
F—
BASIS for REQUESTING ASSISTANCE (Tick whichevar is applicable)
wEm % o el smm
BPL Card EWS Certificats Ration Card Any Other
{Anach Card Copy) (Antach Cartificate Copy) [Attach Copy) Basis/Prool
i T A W Y HW T T IS w0 s w A
(W T w7 o we W (v TE E W W A W (wom W = W T W

“PURPOSE" for REQUESTING ASSISTANCE:

werrn ¥ fed Tl W g
Sr. No Medical Reports/Prescriptions Attached
w = semreyEie 2 = W vl gl gee
oy Py [ ™ ] e
(ST T T, KT Seniily (RGO
Ky ;ﬂ{?ﬂﬂt{r M AN Soredg (G IOtalFx
B s 4 Faa |
Alle SICQ  LAning o7 (s VS~
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
o ARy ® fq w0 s werE TR wew v @ e omn
51, No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W HE =1 T W = ww i

a{fc-m r1’ =

Dot




DECLARATION by APPLICANT: #IFi<s; BT WPy 7=,

4] | eraby canflrm that 40 detalls in this Form ane True Lo the best ol my knowledge, Any taise statement will rendes my Application & ongoing assistance, i any,
limbia fior rejection/ cancefation ) .

2} | seleamnby egnfirm fhat assistance, f recalved from Koshika Foundation, will ba used enly fof the “purpose”, as siated in this Form, for which such assistance

was requesied by me, f

3} | hereby confirm that | have not & will nat in fulure, avall of mimbursement, in par o n full, frarn any other sourcalemployerfinsurance company, of the amount

for which this asmstance is requesied.

1) F s w5 o e & ot v W faw S0 arew @ s w o e i v feen o e sme e & @ w0 w fw ¥ W owse

2 4t g = meew e Cwifee s, 8 @ w o, T awm o wte o off o ferd fam wmem, e wen F v b

1) # ofe s ¢ fim e g or snde o o @ 2w o s wm awe feen Pl ey e frmeadm weE @ 9 @ e d sy @ oien F Hm)

AGREEMENT by APPLICANT {swmm @i 7)

1) By affixing my gignature or thumb impression on this Form, | (Applicant) hersty agree & suthorise Koshlka Foundation and it's Trustees 1o
uselpublishdput-upieproduce my name, address, photo & detalls of the “purpase’. for which such assistance is requested/granted, through any
medium, including but nof limited to verbal, print, electranle, lor soliciting donstions lor Koshika Foundation andfor disseminating infarmation aboul Its
activitesiachiovements. Such uze of my phote & details can be made by Koshika Foundation before or after my trealment or tulfilment of the “purposa”
for which asaisiance is Deing requestad

211 (Apphicant) hurther agres that any such use al my name, address, photo & details of the “purpase”, lor which stich assistance s requestadigranted,
wil nol aulomaticatly entitle me for receiving af continuing thie sald assistance. The decision for granling ardior continuing the aesistance will rest solely
with the Trustess of Koshika Foundation, and fheir decision s this regard will be firal and acceptable 1o me

1) TE T s T s st e e (meew ) sl et W gfe o o o it wrdive sl sad il T ow) s s o ot am,
v, A sl o frae gaowen o Wit B 3R i uEs sl o, areon R agdee @ o e s aweiee @ e e 8 oen sem

A v w6 % A afis oS v W e 4 pew © T w oW @ wel % o it weket w s

21 4 (amies) on wm d e f B g0 ws v, W o S S B e % v @ wide & 9 v we = e ) vR we d

“aifyn” we s s Tk s s aresr w0

AFPLICANT'S SIGHATURE OR LEFT THUMB IMPRESSION :
TR § TR W W A

AGREEMENT by HOSPITAL (masmm g/ w07
By affiong haraunder, signature of our Aulhorised Signatory for recommending this caselpatient for financial assistance from Koshika Foundation, we
(Hospital ) hereny affinm & sccept Talkowing:
1) thiat wee nesther are presently nor will in future avall of financial assistance from another NGO or any other source, for the same pafiert'case, 55 we ars
requasting to gat from Koshika Foundation, (o the extent that such agzistance 1§ granted by Koshika Foundation, |1 the requastad assistance is not granied
by Kastiva Foundstion, o part or in full, then the Hospltal reserves it's rght to make up the shorttal trom anather NGO or any other source, This
corfirmation essentlaily stales that the Hospital will not avall any duplicate asssiance for the same patenticase from any other NGO or any other source.
2) The assstance from Koshika Foundation is anly financial in nature. The choles of the teatmenUprocedute advised/conduciad by the Hospital on the
patient, & based on the arangemant between the patient & the Hospilal, and i In no way influenced by Koshika Foundation. Hence, the Hospltal will

assume fole & complete msponsibllity of the reatmisnl & s oulcoms & safely of tha patient, and Koghiks Foundotion will have no Fols or responsibllity
in the matiar

et e, gl w s & el W st o A falm sem oy T w1 wet B e (o) fre v W oW T e wE

1) T T T A e i f e | fef e Sl e el e W el o e @ o a4 @ o A o §, R o twifn e
W fAETR T I % T A S W o W 8 e ) oft “ st st oo wpr feh streese 8w T e oo # R e
fri 2 el e B = wane A v WS oW sfin g e b o g d ww w wm # e sem ol T e o f e
fir Tl wen W TR S EE R T S

L “wifre wEstve” @ o i weven s faim v w6 B ow vee o S vf T w fer o T = o OO e

& s Fey B sl e wrrten g il e W W e & TR T § O wa o sl s w3 S wn) R o oF e
¥ et ol “wfEm w w sfew @ faed oA F e

RECOMMENDED FOR ACCEFTENCE
i * fog e
Date of Surgery .
ftriers 51 g D mar

\-‘\xﬁyg tnuh O] T B4 Fith Stamp)

T H W 9 R S A T

- FOR INTERNAL USE of KOSHIKA FOUNDATION st i #
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= e | S A 2
-..."l e

18-08-2024



