Menvl- 96 -03 - 044

APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka
HETYHl B IwETS UEg (e TEa) YT P
aundation
APPLICATION No. - APru:a‘rm Duisting besch of e,
v M 0296 lppsi *:3 [,
MAME of APPLICANT : Aﬂ!f!ﬁﬂ‘ﬂfﬂﬂ SEX fEn |
w -
. Kannﬁa Aoyl 5 1F-
FATHER'S/SPOUSE'S z] *
== Honke ol
A PRESENT RESIDENCE ADDRESE  wiai rers e o :
L, i - 1 - T T IR
[
v 7 ﬁ’ff Mo
- PERMANENT RESIDENCE ADDRESS - w1y S a1 IQP =
oncum
rum. if-fmﬁr\_n mq_fﬂﬁ | MARRIED (FoufEn) | uNMARRIED (sifwuieT)
ANNUAL INCOME (Attach Proof of Income
R s s Aﬂ&ﬁﬂ"" tmmmﬂm)]
PAN No. Tl wamm s
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever |s applicable).
AT S o Tﬂnﬁaﬂﬂwﬁ%mﬂl ‘;;:.ﬁ
FAM|LY DETALS it famm
S, No. Name of Family Mambar Gander Relation with
WY e Wﬂ'ﬂ&ﬂﬂ Hl;ml fism m,_i!m
@i Toalsiam a7 il =07
:«‘%7' Mm’f 4] W AN
Adhlnam g_]. R | _.Sg)j
R ZTan ] % A A T n
=) LR Om 3 2 704 1]
BASIS for REQUESTING ASSISTANCE [Tick whichevor is spplicable)
wgren & ford Byt s
8o, Curd EWS Cartificats Ration Card Acwy Othr
{Attmch Card Gopy) {Attach Certificate Copy) {Amach Copy) BasleProol
T T AN T T =y ol T ™ T W ) % 3t W
(= e W) wm Wi e wh (W W TR S (wam w3 = Wi iR seew wh

“PURPOSE" for REQUESTING ASSISTANCE.

W v et v fedt = g
Sr. Mo Madical Reports/Prescriptions Aftached
N e e # Wl W g vl el Wem
mbm.‘sﬂs_m EM_T_J‘WT =
Sy ¥ E-FJHF! f‘ﬂ#}m?f
ﬂ%‘:ﬁm‘;
ASSISTANCE BEING AVAILED for SAME -PURPOSE" from O THER SOURCES
8 Igtvn 0y W o wee faed s e @ S o o
St No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w9 Hen 35 M W A = wewm ol

TS 2000 —]

i




X [

DECLARATION by APPLICANT, amiow g0 wiwey 93:

11 | rereby confirm Mat-all detads in Mis Form are Tree o e best of my inowiedge Al false staternent will render my Application & ongoing assistance, if any,
lhabla for

zummrmmmﬂmmmmmwm ed ooy for e “purpose”, 85 stated In this Form, for which such assistance

Wi Feguested by .

3) 1 herety confirm that | have not & will not In future, avad of rembursement, in part offln ful, from any other sourcafsmployer© insurance compaiy, of the smount

lar which this assistance & roquisled

1) & e wow f v e d o w36 w3 sE W w8 ol W S o s s we e 8 0w e o e )
1) & g e T s weeT, @ ow o b T Ty v vt ) P @ Bl e wiy, s mowm A wmom b
35 offe wem o e fen oevom i e owd W o 3, o ol W slfew = e ot sy vl wordt @ 3 o feee & ol o @ ofem o o

AGREEMENT by ARPL) ( ¥ T W)

1} By affoomg my signaturs or thumb impression an this Form. | (Applicant) hersty Bgree & sulhorse Koshika Fourstaticn and iU's Trustses to
umafpubiishipul-upireproduce my name, address, photo & details of the *purposd” lor which such assislance s roguosied/granted, thiough any
medium, including but not limited to verbal, prnt, electronic, for soliiting donationgfor Koshika Foundation and/or disseminating information about il's
setwillesachisvements. Such use of my photo & detalls can ba made by H.u-lhlhl pundation before of after my treatment o lulfiiment of the “purposs”
for which assistance is being requesiad,

2) 1 (Applicant) further agree thal ary such use of my nams, address, photo & detlls of the “purpose”, for which such assistance i requestedigrantsd,
will mol sutomatically antitle me for recelving o continuing the said assistance. Tl decision for granting dndior conlinuing the assistance will rest solely
with the Trustess of Koshika Foundation, end their decision is this regard will b2 (il and acceptabie jo ma,

|) v wE W aed e st o s e, O (amies) el iy o g e o “wifioe sl e e sl ¢ oW s we o T g0 W,
am, wrd s fawor g e o ifen &, W Cwifoe " e sl on, wewm geletre & gl ofdifid sie avedeed ® ford fieh o wer e

o warfon Wl = fem s §) 0we o v S e oW wed w oA 8 e o B et sl w sl sfvse b

1) @ (seiw) TR WW 3 weme  E A Im, =, 9 ol e W e weew ¥ o @ wfil § o e e s veen W e o s |

“wifw T T6e e W fele sl sl weeed B

AFPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
ureew & Erow W s W e

r-olpr
AGREEMENT By HOSPITAL (W= 20 W)

By affizing hemundar, signatre of our Authonsed Signatary for recommantdingihis casaipatieni lor nancial essitance from Koshika Fourdation, we
{Hosgital) hersty affirm & sccept follawing:

1] that we neihal ere presently nor will in kiture svall of financial sssistance infim anolher NGO o any othet seurce, for the same palienl'cass, as we are
requasing to gat from Koshika Foundation, to the extent that such assistance | granied by Koshika Foundation. if the requesied assisiance i not granted
by Kouhika Foundation, in part or in full, then the Heapiial resarves it's sght loimake up the shartfall from anather NGO or ary bther source. This
confirmation essentially states that the Hospital wil not avall any duplicate assistance for the same patient/case from any other NGO or any othor source.
2} Thar asalsiance from Koshika Foundation is only Hinancial in natute. The ahilios of the treatmentprocedure Rdvised/tonducing by (he Hospital on the
pabenl, i based on the arengement between the patient & the Hospital, and 8 in no way influenced by Koshiks Foundation. Hence, the Hospits! will
ri;:nnmlilmrwmmmnnhnmtmma.llwutumrul of tha patent, and Koshika Foundation will have no role o responaifilitly
i} matter

vt s, pomed W) st @ S W e S @ il e 6 et Wl §, e e (o e e @ ws s ek b

1) m f 78 v ol 7 0 ofrw F felen weee Bl A st e o Felll s v @ v s F @ wm A o £, S e oo Cwifs TR
# fenfefefs 39 & waw F Vo W 0w iy e bl Csioe s o felh sfwoese ] W e T @ s
ft s Ay el e w Tt oo e & T o W s e vl v e F e wn we § e s i oo v bt #y fad
by st stem m el e W dme

L i T § o e S e i w1 T w v gl @ o e W fed o avewien o o wem

W w fws ol i et g fal e w ] o ) # gl w0l 8 e e s s ook ) wd Pl 9w e

wi vl shy “wifimm” oft i gfton w fetgd w s F i e

Eﬂm OR ACCEPTENCE

prploy | Dr Juhi Fa’&\%é
06 [03/24 B85
Tt A e XL
FOR INTERNAL USE of KOSHINA FOUNDATION s v i
~ SIGNATURE of TRUSTEE 1
= v |

7

o/

17.11.2025




