Aofy - (-2Y-e—067]

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETaAl BY STETA WIEY (e EEe)
APPLICATION Mo, : APPLICATION DATE :
meiwen B[ o3y | 8782 micr i 01]10]9-Y
NAME of APPLICANT : AGE-YEARS sex fen
sieE ® TR .
Dicte,  Aey) o F
FATHER S/SPOUSE'S NAME :
Rimwgm W Cunee i kyme
PRESENT RESIDENCE ADDRESS U/ sErd Tt
FRLA U G Y Ten— Tasre . COVT- RILWAY
i)

Fatihan- Jeauil

PERMANENT RESIDENCE ADDRESS - Tam] {7Wram T

Precf

P S hof

CCCUPATION :

m:m{m

i HQI_\:.E malser
TOTAL ANMUAL INCOME - {Attach Proof of income)
7 wits sm crpoel— (Yamih) (sm w1 w W) A
PAN Mo. TH§ Al W = A
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable). Yeu
AR O f (W R W A W R e ﬂr@-ﬁ)
FAMILY DETAILS wftal Taamm
8¢ No. Name of Family Member Age (Years) Gander Relation with Applicant
FH A : w T = () fm TETE T T Ty
5 CTITRPLE M HUERONd
9] Hasii Pal 1113 15 St
A [al
WA [ (<N AB LV 11 E D RIET T
=~
LA Vl.jﬂ;b KUuMmar () (¥ [ﬁ'ﬁ&flﬂ S0A
L
BASIS for SISTANCE (Tich whichaver s appicabie)
& B el s
BFL Card EWS Cortificate Ration Card Any Other
(Attach Card Copy) {Attach Cenificate Copy) (Attach Copy) BasisProot
nitet e & A v s s o v I _ ——
(T w3 S e o T WY (wam T H1 =W A e W (e = A

“PURPOSE" for REQUESTING ASSISTANCE:
wrrm # fed o ferlt o agee:

Er. No.
0 T

Medical Attached

Roports/Prescriptions
FEEER ® W w1 v g s

TR RRLT

L 5 TRV A
g

e - CENIT(E

(F=SENTIF CHTARACT

iAoy RE =

S T TH PMMEA

ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
w Tgive ¥ ¥ = ween fesl o= o R fewovm w?

NAME of OTHER SOURCE
o v WO

AMOUNT of ASSISTANCE BEING AVAILED

= of wevem T




DECLARATION by APPLICANT: ST g0 wiwem :

mmugm that all dotails. in this Form are Trua 1o the bost of my knowledge, Any lalse stetorment will render my Application & ongaing assistance, |f any,
i rejectionicancetation

z}lmmﬂmmmmu.ummmm Foundation, will be used only lor the “purpose”, 2 staled in (his Farm, for which such assistance
WS FBgues me.

J) | vty confiem that | have not & will nnlhhmu.lnl-lulriimhummmmpﬂlmhhl.hﬂwmwmmmmmmmdhaml
lor which this essistance is reguested

1) A e wrm | fo o men 3 R o ol fee S8 vl o s we o wl boof s e o wee o e o & 40 s e 0w el b

1) & g e w Cstfs et @ @ owoof 3 e e il v w) o o et fem win, @ o oo b

3) & g2 s { % fan o o o wdn W) oo £, W o W aTes @ wee e Bl s e friesads vl @ 5 A S b st 6 ofe o dm
 AGREEMENT by APPLICANT (sa=s go #7)

1) By aflixing my signature of thumt impression on this Form, | (Applicant) horeby agree & authorise Koshika Foundation and irs Trustees o

uselpubiish/put-upireproduce my name, address, photo & details of the “purpose”, for which such assistance Is requested/granted, through any

medium, including but not imited to verbsl, print, elecinonic, for soliciting donations for Koshika Foundation andior disseminating information about if's

motivitles/achievements. Such use of my photo & details can be made by Koshika Foundation befare or after my treatment or fulfilment of the “purpose”
for which assistance is baing requestiod.

2] | (Applicant) further agres that any such use of my name, address, photo & dataily of the “purpose”, for which such assistance is requestedigranied,
will nol automstically enlile me for recelving of continuing the said assistance. The declsion for granting andior continuing the assistance will rest solaly
with the Trustees of Molhia Foundation, and thalr daclsion la this regard will be inal and scceplable io ma

1) W R e W s W e e, § (sriew) we we o gfe i { o “wifw weEe oin ae i W e e B o
v, wie iy fe v o 4w §, 3 Cefe g s, o, o gt et @ o wiiial sl aveferd 3 e fest o won o

o yanftn wrd o Py afinge &1 9 wee W fren 3t e o W @ e A wel o for * wife et el st )

2) & (awiew) w9 w & v f fe A0 T, o, ol P W fe o ot o witts & e e W e v e e
‘w1 i s sl e Wi

APPLICANT'S BIGNATURE OR LEFT THUMB IMPRESSION :
wETE % Fem W SR W

AGREEMENT by HOSPITAL (wsuma gm %)

Hy affixing hersunder, signature of our Authonsed Signatory for recommending this casa/satient for financial assistance from Koshika Foundation, we
(Hospital) harely affiem & scoepl following:

1) nat wa neither am prasantly nor will in future avail of fnancial assistance from another NGO or any othar source, for the same patientcass, as we am
requasiing o gl from Koshika Foundation, to the exient thal such assisiance ks granied by Koshlka Foundation. Il ihe requesied assislance |s nol granied
by Hoshika Foundation, in part or in full, than the Hospital resarves it's right to make up the shortfall from anather NGO or any other source, This
confirmation etsantially states thul the Hosplial will not avall any duplicate sssistance lof Bhe sama patlenticasa from any other NGO or any olher sourcs
2} The assistance from Koshika Foundation |8 only financial in nature. The choice of the reatment/procedurs advisediconducted by the Hospital on the
patiant, ks based on tha arrangemant bistwssn the patlent & the Hoapital, and is In no way influsnced by Koshika Foundatlon. Hence, the Hospital wil

Tnmlwwmmrbﬂyﬂhmmnwnmﬁ safety of the patient, and Koshika Foundation will have no rols or responsibity
1n maller.

TR wivn, Wl w) S S A s s W faf e 1y el W ol §, B owe (emee) B o @ ues o wie s b

1) e fie 2w b ol o ot ofioe o fiefi o el e v W @ fed o win @ e ddveod F dtomow o 4, de e e aifes s
7 femfrefieds T & wy d “wifen et gmowee iy i b Swifen ot o wee el e B e o fen e § 0 s
flt s wrerft wom w fedlt o T @ woee @3 oW sfieen e tew &) fe F we s oam e s i ow we Gl iy fet
b mowly view w fedl s Ene R o Al

1 “wifw w=tyE” W o vl awem vwn faf wgl ) & 30 o e oo 9 vl e @ fed T aveeiem W wEm Ol o e

% dw w fren # o “sifiew s oo fedt v o Tem o ) it yeem A B # e e ob oo W W o fedof O o v
sﬁﬁhk“mwﬂﬂ-ﬁmu?ﬁm’!mﬂiﬁﬂr

RECOMMENDED FOR ACCEPTENCE
wfEt & fog waqf
Date of Surgery
m W/ﬂhﬂ Rﬂl"'f"np? r‘}c*
- .5, M S
«:m.\““"‘H : *vlﬂ-l,:m

11-04-2024




