e -26-ol— o088

K hika

APPLICATION FORM FOR ASSISTANCE (Healthcare)
“ : ' ) i foundation
APPLICATION Mo APPLICATION DATE : B}
s e Alons| o129 e P \ol 2.8
HAME of APPLICANT ' AGE-YEARS Wig-74 | sEx fin
s w1 W 61}_ M

mAnsiED (Feufis) | UNMARRIED (i)

OCCUPATION -
m Fagaex

ANNUAL INCOME |Attnch Proof of incoms)
WA W s (o0e [~ (smwwmwn AR
PAN Na. W wE
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicstiie) Yes |
¥ WS W ¢ (F w0 I W W e e L

FAMILY DETALS wiam free

S No. Name af Family Member Age (Years) Gunder Ratation with Applicant
FE O o & w n{tg fism NATE W W WA

[- Ssaul vA§ I i l-dilﬁﬂ

Z- hmmd_en_.s.{.nah____iﬁ m Son

=z PInkT o7 E fﬁuﬂhle_uJ.n_la.u_

q- Udhay .« ™ Coard. Son

BABIS for REQUESTING A5SISTANCE (Tick whichwver s applicable)
werm % f fiefa s
BPL Card P—

(Altach Card Copy) nu&“cmc-nw: mm, Any Qther
witdt tan % JN yom uy s wry v v T U FE v —
(T v = wew vy R = (W w3 W v wfE wEE o (W W w wi e W

“PURPOSE" for REQUESTING ASSISTANCE:
wem # fed m fied w gt

8¢ No. Mc dical Roportu/Prascriptions Altsched

#u WEm srmevEiey @ Wit ®t nf wfee g S

5 i i

713 nrdemm RE - Zon:ds calasaal

I [F - sonillg calawal
(] ST, —TF- SLE O JH Bomf
L
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W TR R ¥ 6 o wyew fedl ®= we A faw o @7
St No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
9 Hen =4 o W w8 wit wf werem il
[l ViTT




DECLARATION by APPLICANT: spies gm wy T¥;

1jiwﬁmmamlmlnm Form are True o the best of my knowledge. Any talss statoment will render my Application & ongoing assistance, if any,
lizabier bor regection/cancefiation.

2) | solemaly confirm that sssistance. ¥ recelved from Koshlks Foundation. will be used only for the "purpose”, as stated in this Form, for which such assistance

was requested by me

3) | hareby corfiem tat | have not & will not in fature, avisl of reimbursement, In part of hhl.hmmmm’mmmmm.dhmh
for which this assistance i requested

1) & siven wow f e g w9 fed ot o e &) el 8 s v gl ol i e o e s we s b 40 e B W et )
2) it g we o st st Ao woold § e o wlostes o) i o el Pew wdm, o gn omen F yeowe b

3) & e won f v fam w8 vk i ok &, 3m o w e e S el e it et 8 3 W B b 1 @) v d oy
AGREEMENT by APPLICANT (e g ®17)

1) By affiing my signature or thumb impression on tis Form, | (Applicant) heseby agree & authorisa Koshika Foundation and it's Trustpes o
use/publish/put-up/reproduce my name, sddress, photo & detals of the “purpose”, for which such assistance is requested/granted, trough any
medium, including but not limited to verbal, print, slectronic, for soliciing donations. for Koshika Foundation and/or disseminating informalion sbout if's
activitlos/achievements. Such use of my photo & dotails can be made by Koshika Foundation before or after my troatmant o fuliment of the “purposa”
for which sssistance is being reguesied,

2) | [Applicant) furthar agroea thal smy such use of my neme, address, photo & detalls of the “purposse”, for which such assistance |s requestadigriniad,
will not automatically entitie me for recoiving or continuing the said assistance. The decision for granting sndfor continuing the assistanca will res! sclaly
with the Truslees of Koshika Foundation, and their decision |s this regard will be final and acceptable io me.

1) R W e e af o e @ (oniten) sl w8 e won  © i wrdie sl et i ¢ wl s wm { P S
o, A s W s vy F e et v s, v, e qEt ke 8 ol il sty aweferd & Bk fl o wam e
W vl w1 & frm sfiegy §) 3 v W fe o e 8 e w4 e % g it sl v s afog 6

1) # (awbew) o A v e R ww, e o ol e s e T o st @ wfde § g0 v Se W wee 9 s e e o
“wifn" v Tk swibd W) ey sffin sby wowall e

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
smew % W R w e

AGREEMENT by HOSPITAL (wemm gm0 %uT)

By affiaing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospitsl} hereby afirm & accept following:

1] thatl we nefther are presently nor will in future sval of fnanclsl sssistance from another NGO or any ather source, lor the same patlenticase, B we are
requesting to get from Koshika Foandation, o the exent that such essistance is granted by Koshika Foundation, If the requestad assistance is not granied
by Koshika Foundation, in part or in full, then the Hospitsl roserves it's right 1o make up the shortiall irom another NGO or any other source, This
confirmition essantaly states that ihe Hospital will not avail any dupiicate assistance for the same patienticess from any other NGO or any ofhar source.
2) The ssststance from Koshika Foundaton s enly fnancial in nature. The cholce of the treatmenliprocedure advisedicenducied by the Hospital on the
patient, is based on the srangement between tha patlent & the Hospital, and i in no way influenced by Koshika Foundation, Hancs, tha Hospital will
Assume sola A complale responsibiity of the treatmant & I's outoome & safety of the patient, end Koshika Foundation will have no role or respansibliity
in the mattar,

vt g, el W s @ el o “eifw st W ff oo g fred o i §, fet we () e s @ wes o i e

1) W fw 9 % whey ol v ot whess o fiefo e faslt 0 woerl) s @ fied ae wi d e R F @ o A o £ A e Cwife Tkt
W Fmiov i T W W § Sl e oo e iy b o Cwien weetvet g e fief sifeswes g v e w8 aeae

foslt o i wn e w el s waee @ s W W afoes e Tee ) W e d we v we | T s Rl sex T dderd i feel
e wrn wea w el s e A W

1 “wifee wwve” # = 0 wen fm falen oyl W ) 00 woween g § ol w9 e TTealiem W o Ol o v
¢ s w v § o s wrEm g el v W o o o b i v S e gee e o wh Peiol 3 o v

w1 i she “wife® o wn fem wm feokoh g oad o wh e
Yodsﬁfvmau

Date of Surgery
SR % at

26

mg, DS -l

..‘I e

FOR INTERNAL USE of KOSHIKA FOUNDATION  siFait® 2wl ¥y
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
il B | =l e 2

/_@:m/e__

20-06-2025



