Mon- C26-62-223Y &
APPLICATION FORM FOR ASSISTANCE (Healthcare) Kosh[ka
HEEal B9 SEET WEY (Y TEE ) fwnd“mn
APPLICATION Na. APPLICATION DATE : lulﬁlhhd:ﬂi-
s st - H\D‘lﬂ_f;[b"r‘ﬁ s fieh f‘_f?%&é‘._
NAME of APPLICANT | AGE-YTEARS HI]-T iﬂrﬁﬂh
SR Tankeohvay s _H {-
FATHER S/SPOUSES 1
famarges w @ e d
. il
= kife) 1 7 Ya Al T
2O = - Lop ){
PERMANENT RESIDENCE ADDRESS - e stweiis i 5'. 'I'-p
Sune A5 Obave
o Mot gl (| MARRIED (Fife) | UNMARRIED (i)
TOTAL ANNUAL INCOME : [Altach Proof of Income)
s s ?f;rnc}f”" (S8 w1 W )
mmwﬁmm
"ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes ! No
oS WY W vw (9w ¥ TR W a9 W fem e L
FAMILY DETAILS wiimm faam
: ol Member [ Gonder Relation with Applicant
J#"S: mﬁmﬂw 3:5?' fwm L i |
W ITE TR e 2] . 2on
M_LP_MH .l A =77 21
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable]
wpren % fod faaf sman
8PL Card EWS Cartificaty Ration Card Any Other
{Attzch Card Copy) {Attach Certificate Copy) {Astach Copy) BawisProal
it W Y oy = sy wl aw ™ T W R i
L e E e e w (VM W W TR w0 (T W W w s

“PURPOSE" for REQUESTING ASSISTANCE:
o ¥ fed w el = ag:

Medicsl Reports/Prescriptions
s 3w W oy g e

Attached

J ¥4

.

ASSISTANCE BEING AVAILED for SAME
v T % W O = W e s v W T T w2

“PURPOSE™ from OTHER SOURCES

NAME of OTHER SOURCE
o= wm W oA

AMOUNT of ASSISTANCE BEING AVAILED
o wf s ol

ROI0-—7]

(8 LWL




DECLARATION by APPLICANT: wiew g wvm v

1} herety confirm that &l detads in this Form are True to the best of my knowledga. Any falss sisternent will render my Application & ongoing assistance, if ar,
lisble for rejection/cancefiation.

z]lmmwn:ﬁmwmmmtmmmm.mm uisd anly for the "purposs”, os staied in this Form, for which such sssistancs

Wi roquested by ma.

311 harety confirm et | have not & will not in future. aved of resmbursement. in gant or in ful, from any other sosrcalemployemineurancs company, of the amount

Tor which this asulstance & reguegied

1) & dpem wom o e g w2 fed ol ol e 3 el ® s v o it b it i P o W e v o f 8 A e S st w e
NH A A s e i el e T AT s e E i w W h
1) # yfe % { fe fam wwn # W owdn 9 o b, o ofn = s W T e el s dR TRl v € a1 e b ohoa @ ofes  dm

AGREEMENT by APPLICANT | syies g w11

11 By affing my signalre of thurnt impression on this Form, | (Appficant) horety agree & authoriss Koshika Foundation and s Trusiess o
usa/publesh pul-Lipfreeprodecs my neme, address, pholo & details of ihe “purpese”, b which such assisiance is requestedigranted, thmugh any
medium, including bul not lmited Io veroal, print, kectronic, lof solicting donations for Keshika Foundation andior disseminating information aboul i's
actvitiesfachievements, Such use of my phole & details can be mads by Koshika Foundafion before or afier my ireatment or fuffilment of the “purposa”
lor which assistance is being requesied.

2) | (Applicant] furtsr agrea thal any such use of my name, sddress. phoio & dotalls of the “perpose”, for which soch asssiancs is requesiedigranted,
will not automatically entitie me for recehing of continuing the sald assistance. The decision for granting andfor continuing the assistance will rest solety
with the Trustees of Koshika Foundation, and thelr decision |s this regard will be final and scceplable 1o ma

1) T W W ST W W W W I e, § () Wl e W g e o s waine sk Tee swe " W s wm e g
), ¥ @ ferm e oy 4 e #, W Csiee v S, TR wemn gt gty @ o el S oeeiesd 8 S Rl & v e

# wuiftr wrd & fom s & St owm W e 4w ¥ W W A e ¥ T Cwifee wele” o Sl st b

2) 8 (wwiew) w0 w0 o o fiw g we, om, wae s feare ol fie oo o gt 2 wfide § o veen: Tnee W e ol e ooy

“wfiv g T e W Bl o sl sl din

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -
FETE T v T SR = e

h/’%ﬁj’g’ﬂ

MW (T W

By affiming hemsunder, signature of our Authorsed Signatory for recommending ihis casa/patient for financial assistance from Koahia Foundation, we
{Hospital] hersby afirm & acces! following:
1] thal we nedher &8 presently nod will in future gvall of finencial assigtance fram another NGO of any other source, for the sama patlenticase, as we are
reguasting 10 gel rom Koshiks Foundation, 1o the extant thal such assisisnce is granted by Koshika Foundation. If the requested assistance is-not granisd
by Moshlkas Foundasion, in part o in full, then the Hospltal ressrves i's right o make up the shostiall from anolher NGO or any other source, This
conflirmation essentislly states thal the Hospial will nol avall any duplicate asmstance for the seme patient/case from any other NGO or any other SOwrce.
2] The assistence trom Keoshika Foundaton is anly fmancial in nature. The choice of ihe reatmentprocedure sdvissd/conducted by the Hospital on the
patient, is bassd on the amangemant between the patient & the Hospital, snd s in no way influsnced by Koshika Foundation. Hence, the Hospital will
assume sole 4 complele rosponsiblity of the reaiment & it's outcoma & safety of he patisnl, sand Koshika Foundation will have no role or responsibsity
in the mattar.
rur sifewn, vemal ot s @ s W i b @ fafe e oy ot o it £, fed e O B wwn @ oy e wt b
1) % & 7 9 =R 7 7 F oiw J o ww el i e T Tl s we F e e S oa @ w i e v e e
| fawinafs 3@ % v § Cwiew w2 oo o oy e ol st st g s el aifsess B e W e e o s
fielt apm e sowrlt wem W fasl W e W wwew W3 W sfoer g tee & g o we oww we § fe s i oo T Ok iy S

e v w R em e § o9 dmeh

1 e wEEmT T S e v fafe o S 4 0 W e om € v e © e Trmeiem W o W Ow e

¥ Wi w favs & sl el st g fe s wn oo cem o b it w4 el ® g o ol ar wd o w@ faioh S o v
Wt s et o o ofew @ kol moow F ot ol

RECOMMENDED FOR ACCEPTENCE
g =gl & Ty W -
Date of Surgery Dm-m;ahi
ﬁﬂ"ﬁm ﬁli’j u["i tor
Iﬁlﬁl?ﬁ T o ettt
b
MMMﬂmmm wE T 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= T | =y 2

a s

17.11.2025



