SRE- (-

25-03-068

APPLICATION FORM FOR ASSISTANCE
HWIHA] B9 EEH wEg

{Healthcarae)
(TR = )

HAME of APPLICANT :
FHETE WA

v Q10308570950

Mg, Bhusd’

APPLICATION DATE
smiga it

1) -03-2007

AGE-YEARS spy-mi

sEX fsin

61 E

FATHER'SISPOUSE'S HAME -

& .
Koshika
foundation
Buiding Hloe o e

4 g

fere= w1 th_w{ PL
A SIDENGE ARORRSS o PASTE WERE
) .
Paut op Pkt 0P
4mm1mm : i B,Du_u..u (oasij)
oS ATVY X OhoUr
I &=
OCCUPATION e Makes) WARRIE® (FT§a) | UNMARRIED (stfvria)
TOTAL ANNUAL INCOME Attach Proot of Income
5 B 5”; Dﬂﬂffﬂ lltmﬁlmm}l NH
PAN Mo, Bt wm wsm N\ F /
ARE YOU AN INCOME Tumaaﬁtnmnhmmpp#nm Ves | No
w1 s S e F (W TR N 2E W A W FmE e W/ pEL—
FAMILY DETAILS ofrm fasro
o= - wﬁm e [ | e
‘ S
E - ‘q:-? - r
i} J b i o

BABIS for REQUEBTING ASSISTANGE [Tick whichever s spplicabie)

wemm % ford faafa s

BPFL Card
(AttEch Card Copy)

S eSS wn Ty
(T D wW u ey i

EWS Cartificats
{Artach Ceriificate Copy|

s e W we T
L T W W W W W

Ration Card
{Anach Copy)

YV e
{ WM TR W W W W W

Any Dther
Basis/Proof

5w A

"PURPOSE" for REGUESTING ASSISTANCE:
w67 & om el W g

5r. No Medical Reporta/Prescriptiona Attached
w5 W srepreveten & wi W onf wiees g wEe
ﬁ v - =
QoA — KL= SCAIZL  (afaglé |
i N S 5 29 5 R 37D ZV/ VS —
- — — -
I -F_Lu;j,a I S S S SO Th 50 o i I
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T T W A e s aww e s e | o 6
5r. No NAME of OTHER SOURCE AMOUNT of ABSISTANGE BEING AVAILED
N HE S v WA i e v




DECLARATION by APPLICANT: stins ) SIwen ¥3:

111 r:lmhy cu]n-fn'm it nll getats in this Foom am True o the best of my knowledge. Any false statement will render miy Applicalion & angoing assistance, i any
b for pejeclionicancaiiation.

2} 1 selemnly confirm that assistence, # received rom Koshika Foundstion, will be used only for the *purpose’. 85 siated In this Form, lon which such assistaros
wis requisted by me

3) | himrety confirm that | have not & will net i futurs, aval of rembursement, in part or in full, from any other sourcalemployerinsurance company. of the amoun
for which fhes assgtanee g reguesied

1) & wom i f  w S A R T ek e 3 el ® s we el ad §) ok i e o wes s o o o S e B w o e B

2) Wt gm e i s s, ol o, s i s sdw W gl F frd fea s, W @ oue o we o

1) A e wop 4 & o e # i w0 ¥ o it W e @ e e fedt e el el @ 3 W R e 3 0 wfre |
AGREEMENT by APPLICANT | sies g %7it)

1) By sflixing my signatuce or thumb impression on This Form, | (Apphicant) hersby agree & authonse Koshika Foundation and I1's Trustoes 1o

upipublishput-upfreproduce my name, address. photo & detalls of the “purpose”, for which such asslstance Is requestedigraniad, thiough any

mediin, Inahiding but nat limiled o verbal, prink. slectronic, lor seliciing donations for Koshika Foundation andfor disseminating information about it's

setlyiliee/ackipvamonts. Such use of my pholo & details can b made by Koshika Foundation bafore or after my treatment or futfilment of the “purpose”
for which ssasstance & bang mequesled

21 | (Applicant] farther ngree that any such use of my ndme, address, phole & detalls of the “puipase”, Tor which such assistance is requested/granted,
will not sutomatically antlile mp for recalving of continuing he said sssistance, The declsion lor granting andlor continuing the esaistance will rest salaly
with the Trustses of Koshlka Faundation. and their decision i this fegard will ba finad and acceplable to me

() T T 9 MR TeA W s W e e, 8 (aiew) st e o g wom f ot wiee ek o wee sl oWt sfieg s s So o
wn, e sl ol feren pa e o i R, st =i e s, o, wEan et agtvs @ ol nfeiefesd i Tt o fied fed o e e

# i v % fon sfegs &1 9 T oW e & v € W W owe @ v F o i el o sl sfe

2) & (o) TR WM A e TR o Tm, v, i ok fem o f sem W Tgivd | wivin SR e T W we T e e e |

“ ity e awa s = faedn sifie sl e i)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : &
s W gt W s % e S
W &

AGREEMENT by HOSPITAL (weeam gm i)
By allixing hareundi, signsture of our Aulhonsed Signatory for recommending 1his casa/patient Tor Anapcal assistance from Koshika Foundation, we
{Hosplai) herely affrm & accept following
1) that wis nelther are presshtly not will in future avail of inanclal essistance from snothar NGO or any other source, for the sama palisnticase, a5 we e
requesting o get from Koshika Foundation, to the edant that such assistances is granted by Koshika Foundation, Il ihe requested assistance Is nol granted
by Kashika Foundation, ln part or in full, then the Hospital resisrves its right 1o make up the shartfall from another NGC or any other sourcs, This
confirmition essentinlly states that the Hospital will not avall any duplicat assistance for the same patient/case lrom dny oiher NGO or any other source
2) The assiutance from Koshika Foundation ks only financial in nature. The cholco of the trealimentptocedure advisediconducted by thit Hosgital on the
patienl, i bassd on the armngament batween the patient & the Hozpitad, and 15 in no way influenced by Koshika Foundation, Hence, the Hosplial will

assume sole & complete responsibility of the ireatmenl & its oulcome A safety of the patient, and Koshiks Foundation wil have no role of respansibility
in [ha matiar,

ot s, gl W) s @ SpEAT W wif s @ fef e ) firoftn &t o #, Fel e () B v A w3 el W b

1) mr T o i sl 3 v o fafire e e b wowrl S w el e Wi R e Sl F @ ow R o 8, W e et st
# fraftafet w & e ¥ “siive s go W g T b SR wime st g e fede sosass g s 9 e o § A s
firelt s e wed we w S st weones @ T 9w s e e oo e F e wm o # B s fiple wog we el 1 el
sy wew m {9 s

2 “wifwwr wrRE” @ o 7 T v film st w6 0h W veEE om 9 o W w e m rrfen W o oo e

% i fown @ st wifew ante g fael v s o it ) gl wsmee o G ® ser o s ot wE ®) e e i v e
w1 ot alh it W =0 give o Fesnd o F = e

RECOMMENDED FOR ACCEPTENCE

S v e ARNAB MODAK

Date of Surgery [ ADMINISTRATOR

st ) A Br. Mon ta SAHARANPUR
~ I . 53 (Namae, ation & Stamp of Authorised Signatory

40T oS (Name E%‘L No. with Stamp) on behalf of Hospital)

TR W AN e E A R A W G wuwa s
FOR INTERNAL USE of KOSHIKA FOUNDATION  sTrfis: i #7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A | I T 2

Y i

18-08-2024



