owm-€-9%-|] -~ 504
APPLICATION FORM FOR 0 '
e I Kothika
mmﬂu.. M 1]'2-—9—!0 gga ;;t.‘nnmnmm H hl\l.nr— m

MNAME of APPLICANT :

AGE-YEARS 09w

HAITE W A

U.}Lr‘.ru la D0 ui

L ﬂk"h_ "uuﬂ_r———,n .7 oA i
TOTAL ANNUAL INCOME {Attsch Proof of incoma)
FA Aew w5 "’\DETDT‘ %.”-“ (3% W W H{er)

PAN No, TE HF HE3

mnuumncnuemnmseenmmum s apphlicable); Yes | No
W ST S WA R (W W ORI W a W Fe o) R
FAMILY DETAILS wiiam Taamm
Mama of Family Mumber Ago [Tears) Gender Relation with Applicant
rql«?ﬂ_ afan w1 T 4 =) fam TR ¥ e meE
) b3 [ AN
f..h BTN
Pa e 1o\ M BT
J
BASIS for REQUES TING ASSISTANCE (Tick whichever & applicable)
weram & fed et amam
BPL Card EWS Certificate Rastion Card Ay Othar
|Atimeh Card Copy) Certificate Copy) (Aftach Copy) Basis/Prool
nivd % ¥ ™ s vl g awiren Wi = Y T
R e ——_——— (W T F W W w9 (v ¥ W W s s

“PURPOSE" for REGUESTING ASSISTANCE:
= ¥y Y m fel = 2ge:

Sr. No. Madical ReportaPrescriptions Attached
8 W srmEyRtRT @ Wil w1 o wie T de
AT TR P 3oRT o ratamrt
W S5 73 { W TP RS
o]
Pt Phayn Ol 1 oWA it
ASSISTAMCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
¥ aten o ¥y W se wwe Tl e i @ fem T e
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wG T W ot of sree
- ]
Iors me’;




DECLARATION by APBLICANT. smies gm s wa:

1) | haveby confiem that il details in this Fem are True to the best of my knowlodge. Any faise atatement will render my Application & ongoing assistance. if any. |
ligtien o
zn-uum?mmm # recaivad from Koshika Foundation, will be usad only for the “purpose”. as statid in this Form, for which such aasmstance
uesiag
:ﬁmbrcm:m":dlm not & will piod i luture, vail of resmbursemént, in paet of in full, rom any other sourcalemployerfinsumnos company, of e smount
tor which thus psssiance is Mgquesied
() & vy wT £ e T we E el o o e 90 el f sep e od w b ot wi e ) v s ow bR S e e o el
11 6 g W e o Cwfie s, @ @ w ah §, e T T vt o g 4 Bt fem i, R e d o h
v) # e wem § T o me o e b v 8, W winow wfee w wee T e w0 detries e @ 3 W B b ok 0 s d A

AGREEMENT by APPLICANT | =i=s gm =110)

1) By affiung my signatisne of thumb impression on this Form, | (Apgiicant) herety agree & authorise Koshika Foundation and It's Trustees 1o
usnipubletvputup reprotuce my name, address, photo & detals of the *purpose”, Tor which such assistance Is requestedigrantad, hrough any
medum, iheluding tul nol kimited (o verbal, print. electronic. for solicting donations for Koshika Foundation andor dissammnalting information about s
pelvesschivvaments, Such use of my photo & details cen be mode by Koshia Foundabon betore or afier my ineatment or fulfitment of the “purpose”
for which assmssance & bemg reguesied.

21 | (Appleant) further agres thet any such use of my noma, sddross, pholo & dotalls of the “purposs”, fof which Nuch assistance is requested/granied,
will Pt automEscaTy enfitle me for receiving of continuing the said assisteance. The decision for graniing andfor continuing the assisiance will rest solaly
with thes Truutess of Kosthea Foundaton, and their declsion is ths regard will be final and scceplable to me

[) W e W s W e, 3 (o) ared w9 i wom f o Wit wies o T i ¢ W e s e d
=, wra ot @ Bare gn e d gifw §, 0 e T e o,y gt agin | o ol s awefend @ S Rl O w s
# i we % fow afuee #) @ v w foee e ¥ e W we W W ¥ o “wifes e w e afiege &

2) & (e o A wew { W wm, v, w2 sl e W T e % el @ wiin § R T e W oweor T e
=i~ o) v =ofend w fiu o s el g

APPLICANT'S SIGHNATURE OR LEFT THUMBS IMPRESSION :
s § T U SR W s

AGREEMENT by HOSPITAL (woyms gm w7t
By mMfliing herednder, signiluns of our Authorsed Signatory Tor recommending this casedpatient for financial assistancs from Koshika Foundatson, wo
| Hesgatad) herety affrm & scoespt Tolowing:
1) thal we pithar ate presantly nos will in future avail of Snoncial assislance trom another NGO of any other source, for The sama pationy/cage, a8 we are
reguesting to gat from Koshiks Foundation, to the exient that such sssistance & granted by Koshika Foundation. if the requested assistance i nol granted
by Hoshika Foundation, i part of i full, then the Hospilal reserves i1's right o makes up the shorfall from ancther NGO o any other source, This
confirmaton essentially stales thal the Hosplal will not avail any dunlicsie assistance for the same patienticase from any olher NGO or any olher source
2) The aasisinncn from Koshika Foundation is only inancisl in nature, The choice of the treatment/procedurs sdvised/conducted by the Hompitsd on the
patient, i bazed on the amangement between ihe patient & the Hospial, and 18 in no way influenced by Koshika Foundation. Hence, the Hospial will
asgume solo & complele responibiity of the treatment & il's oulcoms & safety of the patienl, snd Koshika Foundation will have no roke or responaibiiity

i s matiay
MW.MﬂI'!ﬂmﬂﬂ”ﬂmm"iﬂhmﬂmtﬂl_ﬂﬂ(”]mmiﬂiﬁﬂﬂil

1) fe s o wters sf 3 ofm F Fif oeren Sl A weedt T w el W iR e iivees § A w oS of W8 oo i et
7 FPm AR = T T A CwE wEeT o e T G 0 e e o e i sfeeees 6 s few e # 0 e
frst s v et s fed e e @ e R W e e T §) ge e f s ww e & e st i e e e i fed
by wrlt sien el o= was o Al

2w TR E F W T e v 0 T oewes o 2 v vew W e w wreetee W o o e

W e e fwn & s e st g Tl e s ol oem i #) gl w0 o pewe gow ol s e W Wl il R o e
wh el ety et e gfew m fasthl e w3 el

RECOMMENDED FOR ACCEPTENCE
witgdl ¥ o W >

Date of Surgery
st ¥ A

Nl

FOR INTERNAL USE of KOSHIKA FOUNDATION ~ s=ifte 7wl h

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
I T | J A TR 2
oY) P24 el

18-08-2024 .



