MO~ ~-36-02-1600

‘ APPLICATION FORM FOR ASSISTANCE (Healthcare) K{}"'sh[ka
HeTaal ¥y START WEY (TR ) foundation
Busiiding b of iibw,

T Mlox0¢]o91] R

oY o4
NAME of APPLICANT : AGE-YEARS 57571 | sEx fam

i i € L7 If

PERMAMENT RESIDENCE ADDRESS - w20 amarena 71

%%} T T § DA | 2V, VYV d

e Hom e malin | MARRIED (Reftes) | UNMARRIED (swae)
: {Attach Pros of Incoma)

TOTAL ANNUAL INCOME

i At = Z <, Do ] (9 = = )
PAN No. T T8 Hem) 4
ARE YOU AN INGOME TAX ASSESSEE (Tick whichaver Is applicable): You | Mo
T AM wW s g ¢ (W ues f TE W E W e e /o
FAMILY DETAILLS wftam fimmm
§r. No. Nama of Family Mambar Age (Years) Gender Relation with Applicant
i it % R W T (W) i AMTE ¥ W A
I Ju‘s(g.m 35 1= T i
2 A
T Bediod - - Sl
i Sohindadl I P Ao ,
0 TR [ [l Sah
- S, =
BABIS for REQUESTING ABSIS | ANGE (Tick whichavor i applicable)
b R B
BPL Card EWS Certificate Ration Card Any Othes
{Attach Card Copy) [Attach Certificate Copy) (Attach Copy) Basis/Prosf
TN T ® A9 T T W S W T TIEET W P el
(s 7w wew e A ot (g W) W sy e sl (v wy ot ww ofh W
“PURPOSE" lor REJUESTING ASSISTANCE:
e ¥ o el e
8, Me. Maddizal ReportsiPrescriptions Attached
w9 WEn srogmey e W oW ) i a wer
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
v TN ¥ A s 5 s fes 5 e 6 few e
Sr. Mo, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
=0 WSl = TR W =it wf e wit
LS - f00aq -'—?:"




DECLARATION by APPLICANT: Wrivs m W T, A" 4

1) | horeby confirm that all detais in this Form e True 1o the best of my knowiedg mmmummmlmm.nm}.
abile for rejctionicancellation.

zllm;ﬁrmnmum.ﬂmﬁmmmﬂm d only for the "perposa”, &5 siated in this Form, for which such assistance
Wik regues me

1) | hereiby confirm that | kave not & will not in future. aveill of refmbursement, in pal or in full, from sy other sourcs'employerinsurancs compary, of the smount
far which s ssaisinnon is roguesied
1) & wmwwy won { fe o gmn @ fed ol fewm S0 e ® o we u will & oft e Feeen o e s we we | # S0 wee Bo o w el b
1) St g o o vl Csifvm wret et b e i T e W s i Sn e 2w dwm b

1) 4 ofe wrn f T fom wmoee dg = wde W o & T8 o W afew 0 el o P werdl & o @ form & obe 3 ) ofirs o o

AGREEMENT by WPPLICANT ( mrbes o w1t)
1) By affiing my signature or thumb imprassion on ihis Form, | (Applicant) heselly agree & authorise Koshika Foundation and i's Trustees (o
use‘publish/put-upireproduce my rame, sddress, pholo & detads ol the “purposdll, lor which such assislance is requastedigrantad, inroLgh any
medium, ncleding Bul not limited 1o verbal, print, electronic, for soliciling donaticls for Koshikks Foundation andior disseminaling information about s
actvities/achevements. Such use of my photo & details can be made by Koshed Foundation before or afier my reatment o fulfliment of ths “purpose”
[t which assistance is beng requesied.
21 {Applicant) further agree hat any such usa of my name, scdress. photo & d@isils of the “purpose”, for which such assstance s requested/grantad,
will rot automaticaly entite me for recoiving or continuing the sald mssistance. dociuien for granting sndfer continuing the sssistance will res! solaly
wiih the Trustess of Koshika Foundalion. and their decision is this regard will belinal and acceptable to ma.

1) T T W v W A W e, (s s w W e e o Cwifne st o s bt ) e s { R S om,
. A i W v w v F wifes d 39w weg s, o, s gl svoe O o wiiided s reefeed o fd Rl @ wee am
7 v wrd & frow sfon & 91w @ e 3 pen € opt @ e @ wrd E B el wrier” v oad s b
2) & (wwiew) oW @ s e o, e, w8 ol Fivew o e o 4 & wftfa & i = wEm W v e §
“wifen” Tmn IEe SieY W Seie s s weed B
= R -T-N-W

APFLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
s W e W agE W T

AGREEMENT by HOSPITAL (wrmm gm =)

By affoong heseunder, signatiwe of cur Authorsed Signatory for recommending #ivs caselpatient for financial assistance from Koshika Foundation, we
{Hospital) harebry affirm & acoepl following:
1) thal we nesther are presently nor will in future avall of financial assistance frdin another NGC or any ofhar sourca, for the sams palianticase. as we are
requistng o gel from Koshika Foundation, 1o the extent thal such assistance Wl granted by Koshika Foundation. If the requested sssistancs i not granted
by Koshika Foundation, in part or in full, then the Hoespital reserves it's right to fake up the shortfal from another NGO or eny other source. This
confirmation essentially states ihal the Hospial will not weall any duplicate B e 1ot the same patlent/oase from aey other NGD or any ofhar source
2} The assistance from Koshika Foundation is only financsal in natere, The chole of the teatmantiprocedure advised/oonducted by the Hospital on the
patiant, is bosed on the srrangement between tha patient & the Hospital, and iliin no way inflienced by Koshika Foundation. Hence, the Hospstal will
assume sole & complete responsibliity of the treatment & I1's outcomn & salely Bl the patient, and Koshila Foundation will have no role o responsablity
In the matier.

vl e, w0 W1 SRW amer W wate wiee " w fafi s a fedor w1 ol €, Tl v (vemm) fre e @ ows W wimm o

1) W P % o whe sb w o wies o fafiee s Pl e owod) war el e v W e Ofored o SR om 8w # 4% R ot sifs s
# Srim/fedh T ® waw § “wifen T oo e i B b ol s wore” on s e sifesaen iy v 0 few e o8 s
fef w= ¥ wowh v @ e I weem R weww R W sfisw g e b g d me s o= § T e ol o v S iy el

At et whve w Pl s vew o ) wpey

2 “wifws wadn” 1 & v S falim e W SR o g @ of sew m el o Trenalew W o Bl oof Tee

# @ = fawm § o s wete " o0 Bl v w0 w T ) # el e 4 ¥ e e sl R e W o el ol o e
w ol ol “wifre” w o oftee W facisd ot 4 ot ol

FOR INTERNAL USE of KOSHIKA BOUNDATION 7t 3w ]
SIGNATURE of TRUSTEE 1 | SIGNATURE of TRUSTEE 2
il v | ‘ el e 2

A 5>

=

17.11.2028




