MON. (~96-0 !—Q?G%z_

APPLICATION FORM FOR ASSISTANCE (Heaithcare) h[ka

TETEM g STEET WSy (e Taree) fnund:tlnn

e H}ﬁ!ﬂ.ﬁ}ﬂ?'lfﬁ' mmng! [9¢ g
AGE-YEARS MTJ-7% | SEX fom

NAME of APPLICANT : i
HETE W T Eg E ,:: 1 ) 5“ ™/
FATHER S/SPOUSE'S 1
frmwz W Qs of Kur e e
= : " PRESENT RESIDENCE ADDRESS 77 T L 0 o A
JerOvy 8 Chl ._!'i LA ERLd - v e =
v - e r.', #Ti. : ‘1-._ - - _P_H_}“-P
(/]

PERMANENT RESIDENCE ADDRESS - Wl swels wm pJ'U EP
Somie oX dho|e-s

o

MARRIED (Frfiet) | UNMARRIED (siftrsrier)

OCCUPATION -
BT o VL -t
ﬂma..nmuuma&’: {Attach Proof of Income)
wA s s Q’i,eggg —_ (S w1 WA W)
PAN No, TaTi i WEaT
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever |s appiicable): Yes | No
W N N W W iﬂﬂnmmmuﬁ:nml LR
FAMILY DETALS witam firem
Bt No. Name of Family Mamber Age [Years) Gander Relation with Applicant
w9 W i & w1 T W () fisn FETE W Y TN
| 45 4 TR SRS VT A 2T Vs £ aa) Y27
= Fa X
o Flicaap [l = ¥ AWETE
BASIS for REQUESTING ASSISTANCE (Tick whichevar Is applicable)
v % fd fafs sman
BPL Card EWS Certificate Ratian Cardl Any Other
{Attach Gard Copy) [Attach Cectificate Copy) [Attach Copy) BasislProot
et W AN M W P W W W TR WY wi
(W0 ¥ W W W W W (v v %1 W W e S (W ¥ W W W e % -
“PURPOSE" lor REQUESTING ASSISTANCE:
weram 7 fwd o feelt = agtv:
51, No. Medical ReportsiPrescriptions Altached
i wuEETRT B Wi W v e e S

DInHELE Ffpm:#

o
) — e 0 "1 01 90 4

S 1.1 S 17 177,
AR E B L

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER BOURCES
VA TRV W WY W s wer Tedt s s B ferm v we

Se. No. NAME of OTHER SOURCE AMOUNT of ABSISTANCE BEING AVAILED
w Hy % Vi W T ™ s i .

DS IIW—




DECLARATION by APPLICANT: sy T0 W w;
1;mmmumnmimmtmummdwm.muummﬂwwwHﬂmm-'m
rauedindod

::-immMmlmmmmhmmﬂm.ulhmduﬂbh'ww‘,-ﬂdhmlmbrmm—h-nul
was reguesied by me.
3) | haraby conlirm hat | have not & will nat in future, avell of eimbursemaent, i pan or in Al from any other sourcalemployeninsurance company, of the amount

for which this assistance is requestad,

1) & st wom o v wm e A fel ok ol P 40wl o s we o e R i P o e s T o | o 40 s P o W e |

7) #t o W e o s e, € o w o, Tew v i v W i ¥ it em i, R wm e dwwm b

1) # s w f e fom oy dg wowdn st o 4, T 0w s w v e fes s nfedm e @ e e € ok o @ wfes F
AGREEMENT by APPLICANT (ssem g0 %)

1) By afixing my signature or thismb imoression on this Form, | (Applicant) kerety agree & authonse Koshika Foundation and it's Trustees ko
use/publishiput-upireproduce my name, address, photo & detalls of the “purpose”, for which such arsistance |s requestedigranted, through any
medium, Including bul not limited 19 verbal, print, slectronic, for soliciting donations for Koshiks Foundation andor disseminating information aboul if's

aciivilies/achiovements. Such use of my pholo & details can be made by Koshiks Foundation beforo or after my treatmant of fulfiiment of the “purpase”
for which assisiance is baing requasisd.

2} 1 (Applicant) furthar agree that any such use of my name, address, pholo & detalls of the ‘purposs’, for which such sssistance la requested/granted,
will not autematicaily entiile me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solaly
with the Trusiees of Koshika Foundation, and iheir decision i this regard will be final and acceptable o me

1) 18 T W ored wemer W sind o wey e, @ Cambor) sred mwfy o g won o o *wifen wettes ol Tk i " w sfeg wo e de o,
v, Wi s w fawrn W owe s €, W s T, T, e e W o el siv o @ et el o wm e

# Tt wed % i afege &) A e fee e 6w w ek d we o T wifoe e T sl s

2) & (oo ve w3 v f B e e, o, o) she fewrn o s wpre o wxted @ wiin g0 v wee w weo ot e vl

“wifrm® we awed it = Peddn s sy wpeewrl) v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
s % vemn = A W e

. 1A

AGREEMENT by HOSPITAL (wemmm g0 W)

8y affuing hereunder, signature of our Authorised Signatory for recommanding this case/patient for financial assistance from Keshika Foundation, we
(Hospital) heraby affirm & eccept following:
1) that we neither are presently nor wil In future avail of financial sssistance from ancther NGO or any other source, for the same patienticase, 8s we are

10 got from Koshiks Foundation, o the axtent that such assistance is granied by Koshika Foundation. If the requesied assistance Is nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves IU's right 1o make up the shertfall from anather NGO or any ofher source. This
eonfirmation essantiafly states that the Hospital will not aval any duphicate assistance for the same patlentcase from any other NGO or any ofher source.
2} The asssiance from Koshika Foundation is only financial in natute. The cholce of the trestment/procedure advised/conductad by the Hospitsl on tha
patient, is based on the arrangement batween tha patient & the Hospital, and |3 in no way influsnced by Koshika Foundation, Hence, the Hospital wil

assuma sols & complete responsibliity of the treatmant & ITs outcome & safety of tha patient, and Koshika Foundation will have no role o responsibiity
in the matier

ot s, wemel o st @ Tt W “wife sreste W ffive s iy e o w8, Gl v (vee) B we @ e e e
nwﬁna‘uhnkwimimipnhtﬂtmm.mﬂmiuﬁﬁiﬂuiil.ﬂk#mwh'
3 firwrtn ey v & woe f “wifve wreEv® go e by i b i st st o e fe sfresre By s o few o b s
ferlt se By yewrd) e w S e wees o wevem W w s s vew & v e F v wn s & e s il e s el o et
& el e w Tl w1 oW 4 W Bl

3 “wifrm wrdm" 2 o nf wem S Al s o b dh s v o G o s w et TeovsTen W ogew i ol we

% dra w fen b ol “wifiw wrt” oo fed s w e v ol & e g F B0 & e e aby an w W ) Restol o8 o e
wtowrh ol vt ) w i W ol v e o Wi a

RECOMMENDED FOR ACCEPTENCE
wit ® forg Wy
Date of Surgery
ot ¥ o Dh
SULITY: (e ofg L
TR W A
FOR INTERNAL USE of KOSHIKA FOUNDATION  ®Fit® awa 1
~ SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
C oo A =gty 2

7 e

20-06-2025




