' (~26-08 — 0AYR

APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
HETgE ¥ sEEs urey { Ty e Toxadstion
APPLICATION No. @ m‘l‘mm‘l‘E Bunlohry bilock of e
S o : n[n:;fufoqtm s o f.’FJ"‘*ﬂ " AR
muunm: AGE-YEARS g SEX fifn
ol Rard Deaql 33 F
FATHER SSPOUSE'S NAME :
T HEF%
PRESENT AW HE
M*MMWM
J%i;ﬂ:ﬂm- g lha™ oatd
'PERMANENT RESIDENCE ADDRESS _saii sty w1l Put'o P
A5 abeue
o Worde N MARFGED (i) | UNMARRIED (i)
TOTAL ANMLIAL INCOME : |Astach Prool of Income)
¥ wits s G ool 114 (W W W) R
PAN No. TEI§ Wil Rl
INCOME TAX ASSESSEE (Tick whichever Is applicable).
ﬁ%m#mmﬁ-wnmmm"%wa ‘lrr?»(*rﬂj
FAMILY DETAILS i7aTt Tamm
8, No. Narme of Mot Age (Years) Gender Reiation with Appiicant
Lk ot & AW W (=) fin WS ¥ W Ty
Bhanid findos 50 ™ SOA
- ATV AT us = u)gn.&.u:iu_'m_bm
2N il ad s %) Giand SR

BASIS for REQUESTING ASSISTANCE (Tick whichaver s applicabis)
wrom % fenl el s

BPL Card
(Attach Card Copy) (Attach Coriiioate Gopy) (Afineh Copy) Lo 4
i e W A o T wvg Wy T Ty i 1
(v % % I v T W (WA T e Wi e W (W w3 = e W e e
“PURPOSE" for REQUESTING ASSISTANCE:
e ¥ fied m el = e
Sr, No. Medioal Reports/Prescriptions Attached
w1 Hiow wemmewter § wil W) i wivies il wEe
\ AT} s - — Somili caalosack
ﬁﬁ.bn:h- [N
ks - I =Pryb

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
¥ wgtvn @ ¥ W e weren fest s s @ By o @

B Mo NAME of OTHER SOURCE AMTUNT of ABSISTANCE BEING AVAILED
Y HeEm = win W A= sl wnerem owl




DECLARATION by APPLICANT: srew oo s ws;
1|1mmuﬂmmmm“TmhMdew Any lalsa staterment will render iy Application & ongoing assisiance, f any,
for rection‘cancaliation,

1|+mmm snsintance, If recaived from Koshia Foundation, wil| be used anly for The *purposs”, ae statad in this Form. lor which such assistance
Was

wmmmmuunma*ulmmmmu!m i part o in ull, from any other sourcalsmployerdinsurance company, of the amaount]
far which this assistance s requesied

1) & e wom o fo oo A ik od ad few &6 sl o s owe ol wh §ooft i few o wen s we we £ S0 e B W w wed b
2) it g W e ofy “sifew st @ o ow ool v wwin wl wtee o) off o el few i, 9w g oo v b
3) A yie xw { % fam weren &) = ool W o o o W wies @ e e el s s frienadse el @ A e ol v ofee o o

"AGREEMENT by APPLICANT (swies DU %0
1) By affiming my signature of Bumb impression on this Form, | (Applcant) hereby === " = " <rigs Koshika Foundalion and s Trusieos to
usefnibishiput-upfreproduce my name, address, pholo & details of the “parpose”, b v = -1 AESHEANCE b5 requested/granted, through any

medium, including but not limited (o verbal, print, slectronic, for soliciling donations for Koshika Foundalion andiar disseminating information about It's

sctivitiesfachiavementa. Such use of my photo & dotalis can be made by Koshika Foundation before or after my reatment or fulliiment of 1he “purpose”
lor which assistance ks heing requested.

2) | (Applicant) furthet agres that amy such use of my nama, sddress, phota & datalls of the "purposs”, lor which such assistance
will nol automatically anfitie me for receiving or continuing the said assistsnos. Thﬂdmhwnﬁnu:ﬂmwﬂhgh“mﬂhﬂm
with the Trusless of Kashika Foundation, and thelr daeciwen |s this regard will be final and accoptable to mae.

1) v T e e e, (weiew) sl w8 e won o o “wifies watte ofe got e " wi adony wom € fx B
v, A s u e v v o i f, T Sl g s, e, o g agie @ e il s avedend & Bet fed o e

& warftn Wt ¥ f sfoq b A4t e w fee @ e o Tt m e R e ¥ g e st w s s 6

2) A (ondw) wwowm @ wem f e S wm, we, wi ol e o feowmen o agted @ wide & g9 e wee v e e s g wsy d

“wif” e T sl feln sl sde weatt W

APPLICANT'S SIGNATURE OR LEFT THUMS
s ¥y w s w P

AGREEMENT by HOSPITAL (wwamm pw wan)

By sffixing heroundar, b of our Autharised Sgnatory lof recommaending this case/palient for nancial asalstance rom Koshika Foundation, we
(Hosphtal) hereby affirm & accep! following:

1) that we neitter ave presantly nor will in lulure ovall of Snancial assistance from another NGO of any other source, for the same palisnbicase, ns we are
requasting to get from Koshiks Foundation, 1o the extent thal such assistance i granied by Koshiks Foundation. If the requested asalstance is nol granied
by Koshika Foundation, in part or in full, than the Hespital reserves i's righl i make up the shortfall from anothar NGO o any ofher sourca, This
confirmation essantially states thal the Hospltal will nol avall any duplicate assistance for the same patient/case rom any other NGO of any other source.
2) The assistance from Koshica Foundstion is only financial in nature. The cholee of the teatmentprocedurs advised/conduciad by the Hosplal on the
patient, is based on the arangement betwasn the patient & tha Hosplial, and i In no way Influenced by Koshika Foundatlon. Hence, the Hospital wil
assuma solo & complste responsibity of the treatment & I('s outcome & salety of the pafient, and Koshika Foundation will have no rls or responsibility
in i matter

wt sfogn, wawd W s @ mdal ) Coon st @ el e iy feeftn o sl 8, P e (e B we @ e w sl s b

1) o i 9 W whaw ohe W wive o faf we fesh & weerl) dem w e o win @ we dhom F O g A w4, 4R 0 o Ceifoe ot
o fewfon v 9 % waw § “wifew s oo e i e ol Cwife st o e feds sfewass B s e owe § o s
ot oew v weerd wfem W Tl e e @ wen W ow adfeor e v & ofie o we wn we £ fis s fiple e Te Ot iy fel
g R BRI ER SRR T

2 “wiftre wrstve” 8 = of wemn e fufrs vl @ & 00 @ e po 4 of o @ et TrevYieT W R o v
% W w fows § sbe “eifem Wb oo Pl v w Wil e wl b peiied e dd @ pee o abr aod we W ) ol 4 o weee
W Al oy “wifw” W i sfw w fasmi W o A .l oabi

mm ' Mﬂsﬁmhumm:xm |
G\EG\;I, Ophiheinogy Dr. mim
\ LTS« et

FOR INTERNAL USE of KOSHIKA FOUNDATION  #ifis 7wam ]

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
) T |

S aa FAE

L

20-08-2025



