MO ~ (296 - 02 ~ |

(Healthcare)
{ T faaE)

21
K 2hika

APPLICATION FORM FOR ASSISTANCE
Herga ¥ HEET WEY

foundation

Mﬂﬂﬂﬂﬁ. APPLICATION -
MloRo¢l0%0 e 18
NAME of APPLICANT : AGE-YEARS ¥T]-
waw ol 61
FATHER'S/SPOUSE'S MAM|
s W T8 # Imegbtmhr-
PRESENT RE L,
, [ n:ﬂggmgnir-gg FIE'IE -
V24 TV e (Y W 245 (¢ T KN AP DAY
" PERMANENT RESIDENCE ADDRESS : =% swARa
TImE % AVIVE

(i) | UNMARRIED (i)

w9 Wm0

OCCUPATION :
Wﬁﬁm
TOTAL ANMUAL : -

79 000 —

{Attach Proof of Income)
(4m & T T

PAN No. 75 T We

ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver is applicable): Yas | Mo
T W FW R oM T (W O W 9 W I w6 e e L
FAMILY DETAILS wftm [
Sr. No Name of F [T— Age [Years) Gender Reiation with Applicant
w9 W i # w AW W (i) fin ST W T T
BASIS lof REQUEBTING ASSISTANCE (Tick whichever is applicabin)
wa % e fh amm
BPL Card EWS Certificats Ration Card
{Attach Card Copy) {Attach Certificats Copy) (Attach Copy) Lo o
W T AN W W W W ITIET FE 50 W T
(YR v W e W e W (om0 w3 s el (T vy W wen ufy W W '

“PURPOSE" for REQLESTING ASSISTANCE:
v 4 R i e W s

Medic: | Reports/Prescriptions Attachad
STETATE T R ﬂ'ﬂi‘iﬁ'ﬂumﬂfm

Sr

Ho.,
w1 =

—
L=}
=l

g

[1F Sﬂﬁw

mr _":.'_!f‘-: ﬁﬂmm_ﬂ' 121

r’zmy:?

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
™8 I700 ¥ ¥ Wi & wpren e aee wim 9 fea e W2

Br. No.

! MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W wE i

= =R W i s oWl

OBLS Ja00=7




DECLARATION by APPLICANT. ¥miow g sree ww:

1)1 naveby confirm at af detsils in this Form ame True 1o the best of my knowledge faing mstament will render my Applcaltion & ongoing assistance, Il any,
Nabiln for repecticn/cancalation.

2} | solemily confirm that essistance, If recsived from Koshvka Foundation, will be anly for the “purpose”, s sinted in thés Form, for which such assistance

wias requesiad by me

3} | heesby confirm that | have not & will not in future, evad of rembursament, in in i, from any other source/smployesfinsurance company. of the amodnt

for which this sssistance = recuegted

1) ¥ wrem wem B oon wen @ fod ol wndt ey S wrel € s e aft wi feron o W st ww W § 8 5w S W = el |

2) &t g o T o “wiver ewstyet, @ @ m o) ¢ Tew T T The % ol fen won, s wwsn d s &

1) 4 ofe wow { T fom s i v wde o of 8, ool o few w e ol Rl e o i@ weel @ 1 o e § she 2 @ ofing 9 o
by {3TEOK Em W)

1) By affing my signgture o thumb impression on this Form. | (Applicant) hersi) 8gree & authorise Koshika Foundation and iCs Tiustess 1o
usapublish/put-upireproduce my name, Bddress, pholo & detals of the “pu for which wuch assistance s requestsd/granted, Mrough any
medium, inchuding but net limited 1o vertal, pont, slectronic, for soliciting for Koshine Foundation andion disseminating information about s
actvillesachievemanie. Such wsa of my pholo & details can be mage by Kos Feundation before or after my trestmant or fulfiiment of the “purpose”
for which aEsance is being requestod,

211 (Appiicant) furttar-agreo that any such use of my name, address, photo & mm*m‘,mmm‘mmmmﬂ.
will nol sutomatically entitie ma for recelving of continuing the sald assistance. The decision for granting and/or contiiuing the assistance will rest solaly
wilh the Trustoes of Koshika Foundation. and their dectsion is this regard will and acceptable o ma

1) 8 v W ST v N W e, § (sies) st anft o g e o Ceifew st o e i * W) sfeg e € s S
n, st shr o fewn oo f e §, o s o s, o8, e il antve @ qe i s reteed % i fed o wan e

9 wurfin wrd o fooy afown § 6t s e g o upt moee @ e B Py Cwifew sl w s efegs b

2) 4 (sview) W o W wyes € S oww, e, W el e o oo w # witin # g5 wm, e W v T T o o

“wifvrm " o e il W fein S s e v

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
Moy ¥ wre W S W (R

il

4

HOSPITAL (wyomet D0 %)

By afflung hereunder, signature of eur Authorised Signalory for his case/patient for financal essistance from Koshika Feundation, we
(Hoapital) hersby &ffirm & accept following: !
1} that we neither are presently noe will in future gvall of Bnanclal assistance anofte NGO or any cther source, for the same patientcase, as we are

requesting 1o gat from Koshiks Foundation, to the axient that such sel grantied by Koshika Foundation. If the requested assistoncs is not gramted
by Koshika Foundation, in port or in full, then the Hospital reserves &'s right up the shortiall irom anather NGO or any olher source. This
cenfirmation essentially states thal the Hospital will rol avail any duplicais for the seme petienticase from any oltwe NGO or @ny other source
2) Tha sesisience brom Koshia Feundation s only fnancial in naturs. The of the treatmentprocedure sdvised 'conductad by the Hospital on the

patiant, i basad on the smangement between the patient & the Hospitel, and & in no wey influsnced by Koshils Foundation. Hence. (e Hospital wil
ansyimg sole & complale iesporaibility of tha eatment & i's oulcoms & safe of the patient. and Koshika Foundation will hiave no role o responsitility
n i@ mator.

w sfen, remed o) s 0 s W st st @ e e o) foefn o w4, el v (v SR T S TR oy W s

1) f g & wham ol 5 o o fufin s fah & el v e e H v Tl o o om W o 3, e o “wifres st
# fri i T % v § Csifee vt o W i e b ool YA T e T afeeaen by ooyt ot fen oww & 0 svem
Tt F Ay s wew el s EE e o W s e el b e F e wn w i s S e e i a e
e ol wtem o faeeh e v 0 ol Sy

L Wi W @ @ ool awres e fdie wgie w & 90 o e i W w fet T orrevdEw W o ol o v

% @9 w0 fvm § s i et o el e s w Tow W bR e S O € e e o R W @ o felod 99 oF e
ﬁ#ﬂt‘ﬂh'ﬁlﬂﬁi“ﬁﬂﬂjdnﬁl

ACCEPTENCE
witglt W s La
Date of Surgery 0 :
sttty ¥t Wit = Or. Juhi &ﬁf '
N S v s g
NQ«\@/ mw::miftw
FOR INTERNAL USE of
SIGNATURE of TRUSTEE |
= v |

7

17.11.2025



