B—— — e —— — b B sl L - pi— RS

SRE- (- 25- 14 -(16¢ ®
APPLICATION :;:?;M FOR AﬂMCE ;ﬂﬂ% } E?fhlt%
m::mrtm.. CH- 1}{;, ﬁ 6 Lf.f ?gﬁm&mmm; bf-‘”_j_s" Buikdlerg block of lilw
MAME of APPLICANT : ; ! AGE-YEARS SPG-of | sex fifn |

mwem My Sattans 6o M
FAMHW'S MAME : ] ! . ( P :‘u‘

RESE| m-zm:smm: L
NALLLA > L7 Fh A B

AR A A . B fdra I'HLE."MJ f
_{%}:nm.m:mmwnm. "_.H-MIJI’J
LANENT RESIOE) E ADDRESS -

AT X AbLDDG

w: QM!A Lyxm{MM}ruumnEn{aﬂ-ﬂn}

TOTAL ANNUAL INCOME - {Attach Proat of Income)

%0 il am LT , 000 (o o e wy. A A

PAN No. 0 T Hea

ARE YOU AN INCOME TAX h whichever Is apphicable): Yes | No

W SN S O TW R (W W N TE 0w W TR e ¥ /gEL—

FAMILY DETAILS fimn famm

&r, No. Name of Family Membe Age (Years) Gender Retation with Appiicant
Y HW %# q:tmr I (1) i STAYE W WG wy
A AT ~ 4.4 (V1 A
1 52 - X = Cadd g % :
L2 r‘tl.ri:TF*f’f‘" g‘? | adl| P &

BASIS for REQUESTING ABSISTANCE [‘ﬁ;t-nhl:l‘rwl:-wﬁuhhl
e & T fef s

8PL Card EWS Cortificals Ration Card
(Attach Card Capy) (Attuch Certiflcate Copy) {Attach Cogy) SO
il e & 4 umm wy FET S o T A W R
ORI YT e iR e Wt (DA v e R o { S 9T W R W wl

“PURPOSE" for REQUESTING ASSISTANCE:

wemm 7y e o e o
Sr. Mo. Madical Reports/Prescriptions Attached
i SEREEET ¥ W6 % T R O e

3 .4 P 0
NI . Sl 8 S N £ 19,0 W V. / PV SV, b A—
,{,Ef-ﬂﬂ-&} S S S A M B
o

— - — -

":iuuﬁz:gp. = = T

I |

ASSISTANBE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
' TR W i W e mE el s wm R e o e

5t No. NAME of OTHER SOURCE AMOUNT nfmmm BEING AVAILED
kil = T W A ot o s T




DECLARATION by APPLICANT: STHEw T whwen wy:

1) | hereby- confirm that all details in this Form ame True to the best of my knowledge Any lalse statement will render my Applicstion & ongoing assistance, if any,
liabie for rejection/cancaltation, .

2] | solemndy confirm that assistance, I received from Koshio Foundation, will be usad gnly for the “purpose”, oe sinted in this Form, lor which sucl) sesistance
was requesied by me

)1 harebyy confiom that | haws nol & will ot in futue, avall of relmburssmant, in par or In full, frem any other soures/employerinsurance company, of the Fmaount
far which this assistance s requasied

1) # v ww f e ym owmen & fel md ndt e S wred & s v ool wl b ol S e o e wom e s 8 @ 00w e W e by

2) @ pm | wee nfn et e, 8w o b T T T S W ¥ o few i, W o e o wn o

30 % e wre of i farsr merone e umbn w ond &, o ofe e s w we i el s w Pl wel R 8w v # s o3 @ wie F
AGREEMENT by APPLICANT (5w o w00

1] By offiing my sigaeture or thumb impression en this Form, | (Applicant) hareby sgreo & authorise Koshis Foundalion end Ir's Trusioes io

use/publish/pul-upiroproduce my name, addrass, pholo & detalls of the “purpose’, lor which such assiftance Is requestedigranted, through any

medium, including but not Imlted (o verbal, print, slectronic, for solicling danations for Koshika Foundation andior disseminating knfarmation about It's

aotivitles/achisvomants. Such use of my photo & dotails can bo made by Koshika Foundation bafore or-sfer my ireatment or fulfiiment of ihe “purrose”
for which gasistance s teing reguestad,

2} | (Applicant) further sgres thal any such use of my names, address, pholo & dotalls of tha "purpose”, for which such Beststance s requasbed)granksd,

will not automatically apitle me for receiving or continuing the said assislance. The decigion for granting and/or continuing tha psuisiance will rosl solaly
with the Trustees of Koshika Foundation, and thelr decision (s this regard will be final and accaplatie 1o me

1) T T e S S W e e, ) (amew) sedt wewdn ot e v o o it ke ol ok samid " s shep s o e do am,
am, wr b e o vy F P 3, o Yeifew e ol o, e gt optve o ) il s el o Bl el o e e

3t ot wrl % farg athmm b A oy W T W o % o m o § w8 e i el ol wfiese 4

23 A (weEw) wow R ween R S0 am, wm, o) odv fenm W e % agkvd 9wy § e o oo W oweo i v v wey

“wifirm " T T i & Pl s sk e w)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION ;
s = wem W iR W e

AGREEMENT by HOSPITAL (wwmmr gim W)

By alfixing heraunder, signaturs of sur Aulthorised Signaiary lor recommending this casa/patiant fdr fnancia! assistance from Koshika Foundsition, we
(Hospital) hereby affirm & acoapl following:

1) ihal we nelther are pregenily nos wil i future svall ol Mnanclal assistance from anolher NGO of uny other source, lor e same potisnticase, oe we are
requesting fo get from Koshika Foundation, o the axtsnt that such assistance fs granied by Koshika Foundation, f the requested assistance is not grantad
by Koshika Foundation, in perl o in ful), then the Hespital reserves I1's right o make up the shortfall from analtser NGO of any other sourcs. This
corfirmation eesenitally s2aies (hal tha Hesplinl will not avall any duplicate asslsisnce for the same palienticese from any other NGO or any other source.
2) Tha assistance from Koshiks Foundalion is only financial in natue. The cholon of the Irkatmantiprocedurs sdvisedioond ucted by the Hospital on the
patian, is based on (e arrangemaent batween tha patiant & the Hospiial, and is in oo way influsnced by Koshika Foundation, Hance, the Hoapital wil

assuma sole & complate responsibility of tha Ireatment & it's outonmes & safaty of the pallent, and Koshiia Foundation will have no rols or responsibility
in the matiar,

vt sfgy, Feell o3 s @ SR w1 s s 9 Tl e 6 Sl o wl ) fed e (weee) P wen @ wew xR W b

1) W 3 A wher s ow o wfee F fid e felt Ay sl e w el e i W o i F o R o 3, 3R T v e st
A fawfonfef 7 % s F “sifre wietn® g0 e wy e #1 ok “wife wetm " gm s el sfvemss by e o few w0 swmm
et sy Ay wowd v w S o s | e S W efie g v o yfe F vee we o § A s it s v e by fed
i wowr s @ e o e A T

2 “wiftrs et | v of som s el i ) &) AT e g owl s e v ageeien W i o T

& dra w v & ol “wifow witeR " g PRAl e w W g it b gale s o B S g g s s w3 o sl Rediol G0 o e
wwnft ol =R W W gfer m fEed o o

RECOMMENDED FOR ACCEFTENCE
A =gt w forg e
Date of Surgery ; .
sier 5w | T Monika J ’5%3
DMC No.
Y-+ QG (Name of O, & Regn. No. with Stamp)
T W AN T A g R A

FOR INTERNAL USE of KOSHIKA FOUNDATION  &r=ifts 2wam i

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
il T =it e 1

S =z

20-06-2025




