t Mo - C-25-19 - 9024 5
APPLICATION FORM FOR ASSISTANCE (Healthcare) KOS[’I.IJQ&
=1 [ ) fa undation
iF_H.IEﬁ_.TIﬂH Na. : APPLICATION DATE : ll.»iﬁ-u bl of [ile
mam M[1905/0696 | 5
NAME of APPLICANT : AGE-YEARS 5Tq- SEX i
= AR
FATHER' S/SPOUSE'S H.HIE
feveges w1 o\l :
T Jﬁmrmumew uﬂmmﬁuw ,r.mﬁ.

-Dmer iCln ¢

PERMANENT RESIDENCE ADDRESS | 7a1f S0mTAT el
I ax apoue -

ﬁ-m.

fef 0P

PooP

DCCUPATION -

Hewm o pankped MARRIED (i) / UNMARRIED (Reife)

EEN
TOTAL ANNUAL INCOME . [Attach Proof of Income)
A e am 34?,-’0001 - Fﬁm[ﬂ.‘ (=r 71 e TEA)

PAN No. 97 iH) wan

ARE DU AN INCOME TAX ASSESSEE (Tick whichever s applicablal: Yes | No
[ AT 3 W R (W W W FE W A W R e L
FAMILY DETAILS wftam famm
5. No. Mamu of Family Member Age (Yoars) Gender Relation with Applicant
Elil witan & weE W AW W (7} fom FATE % A ey
iy 7]
AN T L [N KT
BASIS for REQUESTING ASSISTANCE (Tick whichever is opplicabls)
B i e O B
BPL Card EWS Certifi Ration Card
(Atiach Card Copy) {Attach gmm%r mmln':‘rr-' Copy) ﬂmm'r
T & A T AP S W TUVE wE 1 % T
(¥ T = e o e s (v 79w e o wes W (w9 W) wr W wE W
“PURPOSE" for REQUESTING ASSISTANCE:
wEEm B W e
Sr Mo Medical Reporis/Prescriptions Attached
WY e srepre ste B Wil w1 m gl e wEe
o 4 ! 4 ,
Jr?.:.qe,rfg BT e ls @78 ST N0 2
I "
P AL (- Souytly (o da SeeeC -
AW h;l glat
1= 0T Pmma Y/ Wi Ca o
ABSISTAMCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
TR W Y w W w5 oE | o 62
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wY e = wm W .  wewm T

DATT Trpn T—




DECLARATION by APPLICANT. s g7 wheem . .

71 | by comliom il il detaive i tie Form are Trise (o the best of my knowledge, Any fatse statement will render my Application & angeing assistance, i any,
lighle for regection/canceliation.~.

21 | salemnly canfimm that assistance; If recaived from Koshika Foundation, will be used only for the “purpose”. as stated In this Foom, for which such assslance

was requesiod by ma:

3} | heraby corfirm thal | have not & will not In future, avail of reimbursemant. in part of in hill, from any oiher source/amployeninsurance company, of the amount

fior whtich this sssisiance 8 reqoasisd

1) & on w6 T w8 f o wd fawen 90 sl % s W v wE b o W e vE W s b o 36w e W we b

1) A g o meren win ETER SEYET, 8O W f, e T ol wive wf o # Bl few wim, @ wowee F v #

1) 4 ofe wm { fe S w9 o S w #, o ofh w aivs wowes fren fel s et e 2 9 @ P @ s o ofte o dm

AGREEMENT by APPLICANT (smies gm &1

1) By affixing imy signature of thumb impression on this Farm, | (Applicant) keraby agees & sultharise Koshiks Foundation and iU's Trustees o
use/publishiput-apirepraduos my name, address. photo & detals of the “purpose”. lor which such assistance ie requested/granted, through any
medeim, inciuding bul nat limited to verbal, prnk. electronic, for soliciing dorations for Koshika Foundation ard/or disseminating Information about If's
actvitiesiackisvarmonts Such use of my phote & details can be made by Kushika Feundslion bafora or after my ireatment or fulfitment of the "purpose”
for which assisignoe s beng requeskiod.

21 | (AppHeant) furthar agras that any such use of my name, sddress, pholo & detalls of the "purpose”, for which such assistance is reguesied/granted,
will ot autamaticaly antila me fon ineelving of cantlnuing the smd assistance. The decision lor granting and/ar continuing the sssistance will rest sojely
with the Trustess of Koshika Foundation, and their dacigion i this regard will ba final and acceptadia 10 me

1) T T W AT pemE s T e e # (smivn) st el @ e wen o o s e S TeE Smid T R sfoge won o oA,
W W e em e 6 st # 3R Cowife e A, o, e TR TR | T il s avefeed & fe Tl @ wan s

o et we w f arfierw &owhow T w0 g = e W O S W T s et W e s &)

) & (avew) = W A Fee A G5 dm o, T, o of Pewe u) R wemm TR 2w § R T TeE W ewEr W O e v

i v awE =il W Tl e S SR e

APPLICANTS SIGNATURE OR LEFT THUMB IMPRESSION :
wTE W v W HE W

8y wffislng hereunder, sgrature of vur Authorsed Signatory for recommending this caselpatiant for financial assistance from Koshika Foundalion, we
(Houpital) hemsby affirm & accapt lollowing:

1) thast wa nelther are presenty sor will in future avall of Tinanclal sssistance from another NGO or any other source, for the same patlenticase, ns we ae
requesting 1o get from Koshika Foundation, 1o the extent that such assistance i granted by Koshika Foundation. If the requestod assistance is nol granted
by Koshika Frundatian, In part or In full, then the Hospltal reserves s righl 1o make up the shodfall from anolber NGO or any other source. This
confirmation essanfially siates that the Hospital will nol aveil any dupiicals sssistance for the same patient/case from any other NGO or any other source
2) The assistance from Keoshika Foundation Is obly financial in nature. The cheice of the ireaimentprocedure advised/conducted by Ihe Hospital on the
patient, ia basad on the arrangement between the patient & the Hospital, and |8 in no way influenced by Koehika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & if's outoome & safety of the pafient, end Koshika Foundation will have no role or responsibility
i the kst

T S, TR E W § AR S st wee # T e o feet ¥ w8, T e oreen T W A e S mliew w b

1) W R T W i T W W b e Tt woed oom w e s i @ s drene d @ om A 0 3 3 feoen  sifee e
# fwion e T9 = wae F s wee g o g B b ol “wifee s g e fefe s i e @ few e # A s
fiedt st el Ton w Tl s T @ we A w s T T o e o we w3 R ome fofe e we il iy e
e mel wew W T W OEE O ST

1 “wifers wEw " R Ao e S e wgi R b O W v oo 5o wewow R sransiEn W Oee T owE e

% d o T ol Cwie st g el wwn W W T b e e O S e g e s e o ol feied ani oo gerEe
w1 T i wieE W o g W T = o © o

RECOMMENDED FOR ACCEPTENCE
=i ® o HE
Date of Surgery » qhﬁlh;ﬂpathl .
'm“mt‘ » o Mistrator
N - s o
W2 T F AW T T
o FOR INTERNAL USE of KOSHIKA FOUNDATION  &iifts Fwam
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

T AT

18-08-2024



