NAN - €-24- 03 = 1116

APPLICATION FORM FOR ASSISTANCE (Healthcare) K&hd@&
HETAAT B HATEEA WIEY (= ) Taundstion
mcmm.: \ {D%Qb{ a9 33 :mmmm: Ib'i b -3‘ ] b _Bolding blockof e
ANT - AGE-YEARS -39 | sex fen
%ﬁ%ﬂﬁc i CW&LHQ LA mij "“:\ = L
W 15y S (i), =/
PRESENT RESIDENGE ADDRESS =37 sTarard il i - —
MM@EE& Jre [‘HP 5@,4 Di\
2redt. Bhar arthan  .2212.02
PERMANENT ENCE ADDRESS : 1§ STarsid Wl
= \
e G BQoVe L.
]
DCCUPATION : Home polked ““W ! UNMARRIED (i)
T U000/~ (Fariy) SrTwwm  NA
PAN No, =S W T i %

R R e Tl |

ARE YOU AN INCOME TAX AEEEESEE {Tiek whichever s lleﬂlPl'l}i
B (W W OIH W A W e e

i

FAMILY DETAILS wiTam fammm

Ralation with Applicant

8r. No. Kama af Family Mambar Ape (Years) Gender
h e T & ﬂ'ﬁéf =1 W (1) fan e
I Chiddha T %) Habhang |
4" Jhecog = 20D M oy
-
BASIS for REQUESTING ASSISTANGE (Tick whichever i= applicabla)
HEHE ® ol M
BPL Card Cortifi
_|Attach Card Copy) (Attach Corifcate Copy) (hiacn Conyl B"ﬂﬁ?ﬁ:&
il T w A e HE9 S T T TS E it
(W= 9% W WEn v w4 (A o ) o W Ee st (v s Y W w w1 e

“PURPOSE" for REQUEBTING ASSISTANCE:
werm &g feg w0 et = oo

Sr. No,
EH He

Medical Reports/Prescriptions Attached
sl @ w1 3 whde gE e

RE = Sem\e Lannack

Cofmnicx

LC - Lewnle

+ FMINA

SN L E = TITS
T e "

ASSISTANCE BEING AVAILED for SAME "PURPDSE" from OTHER SOURGES
T IS W 4 wN w wewn feE s owmim @ fen o6

Sr. Mo,
T4 R

HAME of OTHER SOURCE
5 =€in W T

AMOUNT of ASSISTANGE BEING AVAILED
i wf we wit

T ACY

2000 —




DECLARATION by APPLICANT: SR 350 Siem 73:

111 harshy confirm that all datasde in thie Form are True to (ke bast of my knowledos. Any faise statomant will rendes my Application & ongaing saistance, iFany,
llabte for mjettanicancellaton,

2 | solemnly confirm thet essistarce. IF receivad from Koshike Foundation, will be used only for the "purpose”, e stated in this Farm, for which such assistance

Was requested by me

31 | haraby confirm (hat | have not & will notin luturs, avall of resmburssment, i par or in full, from any ather source/em ployerinsuranca company, of the amaunt

for wiich fhis assistance |s requested

1) A e wwm o o aEw A R oM e A e S e uE w0 ha el e v e s s § o S v e 9w ows
1) T W AEEW O ET WS, § A W W §, T IS e S W g W e e e, 9 e v
3) & yfie wom € fe s s 7 W W S W 3, 0 0 | Al W owEn e i o amtwem e s § 5 8@ o f dow f e g

AGREEMENT by APPLICANT {w@e= Zm =07)

11 By affixing my signature or thumb mpression on this Form, | (Applicant) hereby agree & aulthorse Koshika Foundation and it's Trustees to
use/publish!put-upfrepraduss my name. address, phola & detale of Ine *purpass”, for which such assisance s requesiedigraniad, through any
mdium, |reluding but not limited o vestal, print, steotronic, for soliciling donations for Koshiks Foundation and/or dissaminating information aboul it's
acliviles/achievements. Such wse of my phota & dotails can be made by Koshika Foundation before or after my freatmeani or fulliimant of the “pupoee”
lar which assistance |s being reguesiad.

241 (Appiican)) furiher agres that any such uss of my name, address. photo & detsils-of the "purpes’, for which such assistance ia requested/granted.
will ot automaiically entitie me for receiving or conlinuing the said assistance. The declston for grenting andier continuing the assistance will rost solgly
with the Trusiees of Koshika Foundation, and thelr declsizn is this regard will be fimal and sccplable to me

|) T WS S W A W e e, () ST e w1 ¥ T o e wRdve i w9 afee s f S S e
oA FE e o e v A g E, 58 el e SmE, T, e gt e | e st salend S feed sl ot aram o

& wim W T S 6 9w W T F e T WA R w0 w e Cwi wsie w o s b

1) & () T A A e € T AW, L W s T @ T e g 8w R s w0 e e ey §

" e T s = e s skt e T

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION !
e T U SR % e

AGREEMENT by HOSPITAL (wosmm 3R o)

By affixing hersundar, signaturs of our Authorised Signatory Tor recemmending this case’patient for financial asssiance from Koshika Foundation, we
[Hospitat] herghy alfirm & accept tellowing

1) thatl we neither are presantly nor will in future avall of fingnoiz assistanon (rom another NGO or any other source, for the same patisnticese, as wa &
requesting to get from Kashika Foundation, to the extant thel such sssistance |3 granted by Koshiks Foundalien, Il tha requesied assistance is not granted
by Koshite Foundation, In part arin full, thin the Hoespital réserves (s right 1o make p the shortfall from another NGO orany ather souree, This
confirmation essentially states (hat the Hospital will riot avall any duplicats assislance for the seme patient/case from any ofher NGO or any other source.
2) The assistanca lrom Koehika Foundstion is only financial in natura, The choics of (he tregiment/procedure advisadiconducied by the Hospial on the
patient, is based an the arrEngement between the patlent & the Hogpltal, and is In no way nfluenced by Keshika Foundation. Hence, ke Hoepital 'gq']ll
Assume sole & comolete responsibiiity of e tragtmont & IVs aulcome & safety of the patent, and Koshika Foundation will have na rate.or rasponsibility
fi1 the rmatiar

et sifegy, wemEh S ST F et w i et 4 R e b el W §, e (v frewe @ we S wEen s b

1) 7% T 7 o wouE S S 9 wiw o Tl g e ot sen w RS e i B om D A o # & e owe i weETE"
# fwEmfei T 5 W § Cwfie ST g e i 1w 1w s e g e fe e 4y T W fem e R A s
T 3T T T R W G e S S meew o e el ke e ) 1 T 9 e wwoaw £ e e T e v dviten dg e
i wEE wan w fee 2 T B O e

2. “wiE TR | W TE s s W T o e w9 o sAw 9 W sl W oEme e

=1 s et = = qfee = Pt g s S TR0 TR

COMMENDED FOR ACCEPTENCE
Izt Y et = T
Date of Surgery B |
sty w1 i Dat T‘- -
ate........1ime..
17]33“)[’ (Name of Dr, & ReYii. No/ with Stamyp)
WA W AW G A UL A
FOR INTERNAL USE of KOSHIKA FOUNDATION St % 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

= T |

7 TN

17.11.2025



