MaM - 0-9 6~ 09 -

umq

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kosh[ka
HETAW B HEHEA WiE9 (e ) foundation
m [ APPLICATION DATE @ Buliding slock of iile
- M[0304 ID24- meiid ____of lo3fog
MAME of APPLICAMT : . ASEvEARS Ty
paiioihedina Subhash TiLsam
FATHER S/6POUSE'S NAME :
= T=
nﬁiﬁ?niuucs ---'
- "]
PERMAMNENT RESIDENCE ADDRESS : TuIf S8W U% fp,—gof
Oaie (& abhaye
OCCUPATION ) ST MARRIED (i) | UNMARRIED (ariviier)
mmmmf (Anach Prool of Incoms)
e it s L6, 000 (% W #e He)

PAN Mo, TETE =W Hum

o AT S R T R

ARE YOU AN INCOME TAX ASSESSEE (Tich whichever is appiicabls).
(W W W e W oEE W e e

You | No
Hr’ﬂ

FAMILY DETAILS it famm

Sr. No, Name of Famity Membar Age [Tears) Gander Relation with Applicant
T e gfrmn % weed W AW 39 (mi) fisin AT % W A
y |
= ::m_@guﬂ' TV 75 Vit S0
b= ,ﬂ_ttﬂ_ T:i‘!Jn__Hii g 2 Sain
BASIS for REQUESTING ABSISTANCE [Tick whichover is spplicabls)
o % foe faafn sman
BPL Card EWS Crtificate Ration Gard Any Other
{Astach Card Copy) [Attach Certificste Copy) (Attach Copy) Basia/Proot
TN T W e A 0 ¥ R g T vy o O .
{worm o v ule e wh (v v =t ww af s e (e e w7 wew ofy wfers whH

“PURPOSE" tor REQUESTING ASSISTANCE:

e ¥y e T T W e
Sr. Mo Medical Reports/Prescriptions Attached
w9 W srrevEhrs § wd W it g e
ASSISTANCE BEING AVAILED for SAME “PURPOSE" (rom OTHER SOURCES
W I % ¥ W 5 o fee sem e ) fe o W
8¢ No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W == T W Am w§ g U

I000 =

Fi

9] LY

)




DECLARATION by APPLICANT: Snims g sioey :
131 hersby confirm that all detads in this Form are True o the best of my knowledge. Amfi fziza sistement will rendes my Applicstion & ongoing sssistance, if any,
It for rejectionsanceiition. '

2) | solemnly oonfirm that assistance, i recehed from Koshins Foundation, will ba used Brily for tha “purpoes”. as stated in this Form, for which such sssistance

was reuesiod by s

3) | harety' confirm that | have not & will not in foture. avall of reimbursament. in g2 or I full. from any other sourcalemployarinsurance company, of he st

e which Bis ssaisience 5 requesied

NEsmesm{Fmerifidnd it eslidmpre otk mrars o mmt iAo smsdtaswt b

1) ® gW W v N s e, § W W e I o e R oy e e e, e wmemd s b

1) & fe wom { B fom e 8w ade 9 o 4, T o e afes W e e S e dafesedm el @ g o fm § ol s o o A

AGREEMENT by APPLIC { smime gm wm

1) By affming my signature or thumb impression on this Form, | (Applicant) herety pgiies & suihorise Koshika Foundation and 's Trustees o

usafpublish/pul-upireproduce my name, address. photo & details of e “purposa’. loBwhich such assisiance is requesiadigranted, (hrough any

medium, including bul not limied to warbal, print, slectronic, for solicling donations (@ Koshike Foundation andior disgaminating informaton aboul s

actvitiesfachievementz. Sueh use of my pholo & detsils can be made by Koshiss Folindation pefore or after my trestment or fulfiiment of the “purpose™
for which assivtance 8 being requesiod.

2] | {Apphcant] further agrae thal any such use of my name, address, photo & celaigol the “purposs”, Tor which such assstancs s requesiedigranted,
will rol automatically entitie me for reciving o continuing the sald assistance The decision for granting and/or contmuing the assistance will rest soledy
with the Trustees of Koghica Foundation, and their decision s this regard will be finalend acceptable to me.

1) 16 5 R A v W A S e e, ¥ (S e e W R S| e sl i T i W afep s s G om
wm, wiE s W few g owT @ wiws §, 59 “wifvee we S, R, e TR e W Wi it o seefend & fd e o s e

1wy wrt % form wfowge &) St v o e G g F ned wowe 9w F e S wifew sl w sl afeee §)

2) & (svew) T e W oy o T G e, T, o ol feee ol e woen % with & T8 T e W wEE T e W

‘T OO AWE ST W AT S09 Wi S E

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

weow ¥ wee W W e et |

&l L7

AGH 5y | : PITAL (3somm o %)
By affiming hereundsr, signature of our Authonsed Signaiory for = ity this case/patient for financial assistance from Koshika Foundation, we
{Heapital] horshy affirm 8 acoepl fellowing:
1) that we nedther are presently nor will in future avall of financial essistance from
recuasiing (o get from Koshika Foundalion, 1o e sxiant that such assistsnos is
by Woszhika Foundation, m part or in full, then the Hospltal reserves it's right to mal
confirmation essentially stales (hat ihe Hospilal will nod avall any duplicate oesiatnge
2) Thie 2zsisiance from Keshiks Foundsiion is onty fmancial in raturs. The choae
patient, is based on the srargemont bohween tho pationt & the Hospilal. and s in
assume sole & complete responsibility of the eatment & It's outcome & safety of
in B masting,
W ST, T W A S UEEA s e W i e i e 5 @ § fE o () B oew @ o o wlen e b
1) W T 3 o wiwm s w W e § Tali s T dowonl s w fed sl i @ e ddmed F @ om W o §, e e e Sfre e
W fewfoefesfe Ten % o o “wiew Wt o uee iy e b s s v o e ey anfvssees By v oo few wn € o s
falt sr  wrwrlt W w st R e @ s W w1 sfoen g e s ofe 9 we e ow § e seome e wee e i et
i wrd Hen w fa w e @ i s
L “wifrm w0 o of wwwm st P ol o B ied o peee o o o e m el v Tvevofice W g B o e
% W w fren # ok i et oo Tl e w ooem o ) i wewe 0l @ v g o s S o ol Pl ol v

w wrh s wmet W e e w fr o e d 0 e

other NGO or any other source, for the same pationt'case, as we ans
od by Koshiks Foundation. If he requesied misistance s not granisd
up the shortfall from angiher NGO o any other source. This

for tha sama patientcase from any olher NGO of any othar source.
ihe reatment/procedurs advisediconduciad by the Hospital on the

o 'way influenced by Koshiiks Foundation. Honoe. the Hospilal will
patient, and Koshika Foondation will have no role or responsibility

RECOMMENDED FOR ACCEPTENC

wiwE & f *1_
m:am Dr. Juhi Pabtgrﬂr
B.S. .M,
/%6 | mpgrirmin
FOR INTERNAL USE of KDSHIKA
SIGNATURE of TRUSTEE 1
= wm |

7

17.11.2025




