Mom- (- 9€- 02— |€F

APPLICATION FORM FOR ASSISTANCE (Healthcare) [
HeEm Y SEES WEg (v TR ) KDFw—'"*nshlﬂkﬂ
merwwr: M (090410948 et "‘“:u;g:_mﬁ_ ==
NAME of APPLICANT : AGE-YEARS 31~ SEX_fein

pbines Porema nl'nrt' G4 [ ﬂ'
FATHER S/SPOUSE'S NAME - N, r-rl'!T

fomwges w1 A

mr:ﬂwﬂ'ﬂm —

" Thndzah- 8022 #o
PERMANENT RESIDENCE ADDRESS : vy simeim wm PEJIZGP 6]9 P
&ame O R Ob3yeE
—— Home MaRs MARRIED (FiEr) | UNMARRIED (sRerfier)
TOTAL ANNUAL INCOME | — {Attach Proof of Income)
HE WiNE "W Y 000 - (W w1 W W)
PAN No. T WIW W& .
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is Yes | No
U A A W o (R W= 9 Tw v o W Fe e LR
FAMILY DETAILS wiam faamm
Sr. No. Hame of Family Membar Gender Rulstion with Appllcant
kil wﬁmi‘mm&mm ?‘Im;: fin ATEF % TN W
B Hsicin (hancl o (o I W 3% ) Z°n
7 | TR TR W S N
q Pamu TE Wi S0F]
A %Ha_mu L i ! M K418)
[ Pinkl ,ﬂ — 507
C J.mcud—__‘_$ } V]
BASIS for REQUESTING [Tick whichever is applicabie
weram ¥ ford firef s
BPL Card EWS Certficate Ration Card Amry Other
(Attach Card Copy) {Attach Cenificate Copy) {Attach Copy) Basis/Proot
i tem W 9 g Ty w9 i g Ty TN W R
(v w1 S we v wee w5 (T w1 W owE v e Wl (wem T W W W WEE W
“PURPOSE" for REQUESTING ASSISTANCE:
e L. L b
Sr. No. Medical Reports/Prescriptions Altached
w9 wen wemmER @ Wi W e T de
m'ﬂ ;;a;:.f'q BT o, TR Al £ % V4T B
‘. 1
7 nﬂﬂ_ﬂﬂ_{l LIE SFALIL gﬂrﬂﬂaﬁ
RE-—_SICS Pk 27Tk [
ASSISTANCE BEING AVAILED for SAME ~PURPOSE" from OTHER SOURCES
0 TV € W Wi o e fesl seo win A feen ma w2
5r. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w9 W 5w WO e o sy ol
DECE a0 - J




DECLARATION by APPLICANT. mirer g wires ww: ;
1) | heraby corfirm ihal all detalls in this Form am Trus 1o 1he best of false siztement wil rendes & mu
oorier my knowledge. Any my Applcation & ongoing .
E}Imhmlymﬂmmmﬁmnu_ﬂmdwdkmmlw.ﬂﬂhmmlﬂwh “purpose”, as siated in this Form, for which such assistance
wal requested by me
3) | harety confirm thal | have not & will not in dure, avall of rembussament. in part or in full, from any other source/emgloyerinsurance company, of the amount|
for which this sssistance s requested
Nidmsm{FTpoiffmod oot ot e s mtstm st b
) # g0 @ T o Cwew TR, i I n T R T s e e w i b

1) 8 e wem f e s s iy e i o o ofn W e o e fee S e ul Tt weeh 3 0 for ol 3 o sfiess o o

AGREEMENT by APPLICANT { siee g ®11)

1) By affxing my signaiure or fhumb impression on his Form, | (Apphoant) hersty agres & authorise Koshike Foundation and it's Tragiees to
uselpublsh/put-upleproguce my name, address, photo & details of the “purpose”, for which ssch assistance s requesiedigranted, through any
s, including bul not limiled to verbal, prinl, sleciions, fod soliciting donations lor Koshika Foundation and'or deseminating information about &'s
actitiesisohiewmments: Such use of my photo & details can be mads by Koshika Foundaton bafora or after my trestment or fulfiiment of the *purpose”
i wehicch pssstrics b8 being requesied,

2) 1 (Applicant) lurther agree (hat any such use of my nams, address, phols & defails of the "purpose’, for which such assistance is requesiedigrantad,
will not autoratically aniite me fof receiving of continuing the said assistance. Tha decision for granting andfor continuing tho assistancs will rest solaly
with the Trusteas of Koshika Foundation, and their declson is this regand will be finai and acceptable to ma,

1) ™ TS W A T W R w e wmen, 4 (amiew) w el S gfe s o Csifee st o vos ol T w sfepr sm (o,
i, il by w e g e o i B, Seifee e o, o, aremn (et Totre @ o wfifled s Tefesd & B fesh @ v e

o wrftn wed o fovn oo & Ty wn fewee g o wes owown § wed o fen il sl sl i §

2) 4 (swbes) yu wm 6 www f fe dn ww, oe wER oy feen o fa wemm o atest o aftle § g e e W veor T s st o

“wi " w TR i W i s e e
wgor

APPLICANT'S SIGNATURE OF LEFT THUME IMPRESSION :
AGREEMENT by HOSPITAL (weass pu %)

ey ¥ yusn W SE W e

By affixing horeundsr, sgnature of our Authorised Signaiory for recommending this cassipatient for financial assisiance from Koshiss Foundetion, we
(Hoapital) heretry affirm & acoept following:

1) thal we nefiner ane presently noe will in fulure avail of inancal assistance from anothes NGO or any offher source, for the same palienticase. a5 we ane
requésting o gl from Koshie Foundation, 1o tha extend thsl such assntance is granted by Koshiks Foundation, i the requesied assistance is nol granted
by Koshiks Foundation, in part or in full. then the Hospital réserves it's nght fo make up the shortfall from anoifer NGO or any other source. This
confirmation essantiolly states thal the Hoapial will not avall any duplicate assisiance for the sEameo palient/cess from ary other NGO or any other souroe.
2} The assistance from Koshika Foundation is only financial in nature. The choice of the treaiment/procedure advised/conduciad by the Hospial on he
patant, is based on the arrangament bedbwoon the patient & the Hospital, and & in no way influenced by Kowhiks Foundation. Hence, the Hospital will
assume sole & complete responsibiity of the treatment & I's outcome & safety of the patienL. and Koshika Foundation will have no role or responsibifity
in the mattar

Tt i, TEET W ST S SR W Wi e # e e w e W i 8, o (veem) fe oem i ms v s e

1) w8 fa 3 @ wdam sht 3 W ofes o il s el ol seEm 9 fed w owe @ e ol d O g A o B s e et et
W feferyod Ten o wery F “wif wEete” o e by faob ui st st g e fede sffeeaeen By v ol e s § o s
fort s T wowrh W W el s T @ weee 2w wfoes e e b ow oo d wm owe o e s ffin e oe SR v Rl
fr woed e Bl =y e o ) S

L “wifew e @ 6 vf woen vien falie wel ot b oh m oo g & o e w fed e Toeafen W pre o v
&y = T e i wresee” oo Bl s w ol swm o b el e F Bl 4 e e b and wd o wd Teoked Ol weeee
w ot o et w = ot w fedah ot € o

RECOMMENDED FOR ACCEPTENCE
e i &

Date of Surgery e i
s oo e

%\a\ e Do L Sta o s St
\ 1 ﬁi&im—hm

- FOR INTERNAL USE of KOSHIKA FOUNDATION _ 5587% 74 1

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

=t T |

7 AP

17.11.2028



