SRE -~ (. - 26 - 09 - 0911
APPLICATION FORM FOR ASSISTANCE (Healthcare) Kbvshlka
mhmm (e dgre) foundation
m;:um 5,0,’-:)-6‘ } 0 973 mcggm;&gjﬂj ZQ . Builfing black of lily,
NAME of APPLICANT : " : AGE-YEARS 5T3-74 | sex fifn
peiiiaius P’l?'l 'T‘H(‘Amc/ g | M
FATHER'S/SPOUSE™S NAME : 1
g™ % AW My, - a |
’ A  PRESENT RESIDENCE WA S SR BTE PR HEE
PRl o, [odal, [£0ad, hol T fu op Pas7 op
PERMANENT RESIDENCE ADDRESS - * b (K Tﬁ 5}1{10/
- Vi
Sard 23 abave (08”7‘3)
i =
OCCUPATION : ( A }“:] " # W} | UNMARRIED (i)
TOTAL ANNUAL INCOME : Aftach Proof of Incame)
¥ s A [;{;”, O0ucl (o 1w wo )/

PAN No. Tard mir we [\/ I

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable):

-

AN AW W OW € (W O A T| W e W P s
FAMILY DETAILS ftem faepm
S, No. Name of Family Member Age (Years) Gender Relation with Applicant
wH FEA hii = AN = () Fen F WY TEY
L] it | ] = 0 R -
[ k=] |- Lol
@ B, Spheg ¥ 14 ™ (r#1ahal (o n
BASIS for REQUESTING ASSISTANCE [Tick whichaver Is applicable)
e % fond faafs smm
BPL Card EWS Certificate Ration Card Any Other
|Attnch Card Copy) {Attach Certificate Copy) {Attach Copy) Basis/Prool
nirEt b F < oy Oy sten s o e Ty T ol e
(v 72 ¥ vew ol e W (e T w1 e df HEE ) (v 9 Wi B W w5

“PURPDSE" for REQUESTING ASSISTANCE:

weE ¥ e W s

Sr. No. Medical Reporta/Prescriptions Attached

Y HE semEvERR # Wt w1 afee g e
U - /i -/ 7
Wi IR - TE — SOniIX® (aglghiac/
N il = == 8

L - feeougdopPhnocl/C

c.,, ¥
fmm(y — Yo = SIS wfd%_‘t-’?ﬁﬂ'ﬂ_,
—_oF

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
™ T F ¥ W S wew el o= | e o

Sr. No,
w4 HEN

MAME of OTHER SOURCE
= W W AW

AMOUNT of ASSISTANCE BEING AVAILED
=it T wETaE welt




DECLARATION by APPLICANT: S5 g iem w3:

1} | hereby confirm that all detalls in this Form are True to the best of my knowledge. Any false statement will rander my Application 8 ongoing assistance, If any,
liable for rjectionicanceliaton

21 | splemnly confirm that assistance, if received from Koshike Foundation, will be usad only far the “purpose”, a5 staled In s Form, for which such assistance
was requesied by me

3] I heraby confirm that | have rot & will not in fulure, avail of reimbursament, in part or in lull, fram any other sourcelemployerinsurance company, of the amaunt
for which this ssistance is requesied

1) # wrem wwm f R W g T o e fae S ar @ s we o w ) ul sl e o s s o mm # o ) e e @ . we b

2) W E = e i Wi s, @ e W o #, e e 3@ e St gd & e fam i, & mowen o wnomn #

1) e s f B faw meem kg o s ot v 8, = i W afes mowen S fesl s el sl B ow o B b s o o e F
AGREEMENT by APPLICANT (smies g 1)

11 By affixing my signature or thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and it's Trusloes 1o

useipublish'pul-upireproduce my name, address, photo & delails of the “purpose”, for which such assistance is requesiedigranted, through any

rmedium, Including but not limited 1o verbal, print, electranic, for soliciting donations for Koshika Foundation andlor disseminating information about It's

aclivities'achievemants. Such use of my photo & detalls can be made by Koshika Foundalion before or after my treatmen) or fulfiiment of the “purpose”
for which assisiance |s being roquested.

21 | {Applicant) further agree that any such usa of my name, address, pholo & details of the “purpose”, lor which such assistance is requested/granied.
will nol automatically enfithe me for receiving or continuing the sald assistance. The decision for granting andfor cantinuing the assistance will rest solaly

with the Trustees of Koshika Foundation, and Lhedr decision is (his regard will be firal and acceplable o me,

1) T8 T W AT W W s S e A, (smw) st weni % g wre f o Cwire st ol Tee smiel o) sifiess s o T Ao am,
w, W sin W e v F wifim #, 1w ueg s, o, e g ok A ) e s sueted € e e o wem e

w waf we % T afep 6 9w W fwe S omeow owe woww d o A wie st 8 s s

2) ® (wHEw) TR W | v f T s am, v, w2 sl faem ol iR oo ® oted | ol & s e W w0 wee i s 39 s g

e " T aE S w0 e S A am
_) p-sell

AGREEMENT by HOSPITAL (wweam g &)
By affixing hereunder, signature of our Authorised Signalory for recommanding this case/palient for financial assistance rom Koshika Foundation, we
(Hospital) hereby sffirm & accept following:
11 that we nwither are prasently nor will in future avadl of financial assistance from anolher NGO or any other source, for the some pallent/cose, as we ane
requasting 1o gel from Kashika Foundation, to the extent that such assistance is granted by Koshika Foundation. i the requested assistanco is not granted
by Koshika Foundaticn, in part or in full, then the Hospital reserves [t's right to make up the shortfall from another NGO or any olhe: source, This
confirmation essentially states that the Hospital will not avail any duplicale ossistance for the same patient/case from any other NGO or any other source
2] The assistance from Koghlka Foundation is only financial in nature. The choice of the treatment/procedure advisediconductad by the Hospital an the
patient, is besed on the arangsment between the patient & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, the Hospital will

assurne sole & complete responsibliny of the treatment & it's outcoms & safaty of tha patient, and Kashika Foundation will have na role or responsibility
n the matler

o, stfteg, wenmi WS # A w e WA G Tl e oy fefon ot ot &, frd e (veema) fer s @ AR o sl wT

1) uw T o S sh 3 o s ffm e R e e wee w ed s w9 omm A F d om o o, 39 e e Y s
B fawinfai 70 ¥ waw d “wifew s om o i b R s soE o o et stesees 6 o e o € A s
sl s i wEnt wun W e e T R avee oW afeen gl m b @ e d me e T # e e Tl e = o dy e
i ol e o e 3= wE W@ S dmed

L “wifre wEve B 6w wee Saw i v 96 o wormem o @ o wEw w o spafen e oo v

7w W fwn § s v wen " g R v W o w1 f v v § 0w e e eI ST wE S wE frsed 3 o eeme
1 v o “sif S W s W e oA A

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
ST ® e W SR W e

RECOMMENOED FOR ACCEF
wHimal & fog

Date of Surgery E\

s 1 9 e
a 3 p of Authorised Signatary
05\ "1\ Pr. QEBIEKIgn. No. with Stamp) on behalfof HNpitaI;
pM DELRE: EE R 1§ T FREE S s
FOR INTERNAL USE of KOSHIKA FOUNDATION St swa £
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

2t e | =} T 2

7 T

o/

11-04-2024



