1941

MOM ™~ - 475 ~ ofs
APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka
HETAT #9 TETT Wi (Fara ) —_—
foundation
APPLICATION No. : S S
s ’“IQ*S- l”éﬂ “m"m"_g‘“‘.i A ¢ Buseling block of lfe
NAME of APPLICANT : \ AGE-YEARS S-71|| sex fom
sdes = AW
W\ q }‘1 —+
FATHER S/SPOUSES
g 7 ‘Hﬂhol .
A o ST
{eat [ ',....fr o #n
o "NnyJrl e T
Uddel n —
PERMANENT RESIDENCE ADDRESS : 1 om
OCCUPATION - ¥ o WRIED (Res) | UNMARRIED (i)
TOTAL ANNUAL INCOME y ' (Altach Preaf of Income)
w® wits s Faml‘ (1% %1 TN FHor)
PAN No, 75T =T
ARE YOU AN INCOME TAX ASSESSEE [Tick whicheser Is spplicable)- Yes |
mmmmmhmmﬂrﬁuﬂmﬁmm: l'i'.u"-;&
FAMILY DETAILS wian feam
5 No Name of Family Member Age (Yvars) Gender Relation with Applicant
i % 3 (i) bisil HATE WG W
N { yn | LN
N 2
~ |
8 79 7 SV 4 V" o Aok
A > .
BASIS for REQUESTING ASSISTANCE [Tick whichever ks appiicable]
e W T Al aam
BPL Card EWS Certificate Ration Card Any Other
{Attach Card Gopy) (Attach Cenificats Copy) |Amach Copy) Basis/Proof
i tan % N e ™ ¥ wa ! T ATV W 7y O W
[T T W W S s w (v W v e (v T W w wf s wh

“PURPOSE" for REQUESTING ASSIETANCE:

ey fod T P W
S No. Medical Reports/Prescriptions Attached
T HE \ \ Femme/Een 8 W Wl wiee g ieE
W SNl [atoecE
v 13 SN 3 Y s 9.2 DA U L
X m‘lriﬁ P E
g . _—k a__ JeYY
= Y ’U‘i | e 4 _ . p—
g _J :
ASSISTANCE BEING AVAILED for BAME “PURFOSE" from OTHER SOURCES
™ TReve ® ¥ w @ wew e e mm R fem o W
S, No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Lkl _ 57T T W AW o of wer ot
D) Yar -




DECLARATION by APPLICANT: SIFT% & "mee 9ii:

1) | haretry confiem that 4l detais in this Form ase Trus lo the best of my knewdioge Ay Pabee siatemient will rendes my Applicalion & ongoing assisiance. f sy,
libiber i

2) | saleerely confinm that sssistance, f receved fram Kostba Foundaton, will be used only for the “purpose’. sn stabid in this Farm, lor which such assistance

wiag raqussing by ms.

1) i herety corfem thal | have red & will nol in lubure, avall o relemBurasdmint, in past of in full, Iresrn any athe solrca/amployerinsurance compiny, of e amount

for which Sis mssstance is mguested,

1) & e wom f T Wy & fed vk el e e 8 s e v s bl e S o e s we o | o 40w P W W e b

2) W g0 @ o ofn e w4 o wood b ovee i G st o o ol few i, 8 gm0 o

1) # e wor § & fea om0 o wndw o of # = ofn o wfee W e S S Hmwﬂﬂlﬂhtﬁaﬂﬁ-ilﬁm
AGREEMENT by APPLICANT | ames g %77

1) By aMliaing my signature of thumb impression on this Form, | (Appbcant) hereby agiae & Buthonse Koshike Foundabon and s Tnstees 1o
use/publahipul-upleproduce my name, address, photo & detads of Ne “parpose”, for which sech assistancs s requestedigranted, through any
medum, nclusng bl not imied to verbsl, print. elecirone, B soliciting donations be Koshika Foundalion and/or dissemanating informiation sbou! it's
aschillies/achisvaments. Such use of my phito & detalls can be mads by Koshiks Foundaton Sefom of after my iraatmant or fulfiiment of the “purpiose”
for which assisiance 5 being requesied

29 L Apphaani) furiher ggres that ary such use of iy name, address, photo & deiails of the "purpose” Tor which such assstance is requested/granted,
will nol sutomatically antithe m for recediving of continuing the sad assistance. The decision for granting andior continuing the assistance will rest solely
with the Tresiess of Kozhika Foundation, snd thair decision s Tis megard will be final and soceplabie o me

1) T e e w s o sen, & (smirew) s w wt e wom f o wtfen st ol ek i w sllege won f e i o
v, W dn @ feem v d dfe €, T “sifee gw e, T, s g antrn 9 =0 afieRed o seferd o St ferlt o v o

% vl v ® T sae §1 w W fe St opew o e W owe § oW fom S wifvw weder W S st

1) % (oermw) @ 4 svr € fe dn we, v, w2 sl feem W e moew € Tt W ol § SR o w1 wE it SR o e |

“wivn” Ty e s w faedy s shy sl g

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
e ¥ waw W S w e

by HOSPITAL (wovea M won)
By aMicng hereunder. signatus of gur Authoraed Signattey for recemmending this casalpalian for Rnancial ssslstancs lrom Kouhika Foundalion, we
[Hospital) heraby affion & accapt folowing:
1) et we nelther aoe presently o will in fotere avail of noncisl ssslatance from another NGO o any offvd source, for the sama patianticass, B8 wo ane
reguesling 1o g2t from Koshike Foundation, to the extent that such assistanoe s grented oy Koshiks Foundation. If the requesied assistance 5 nol granted
by Koshikm Foundation, in part or in full, hen the Hospital reserves #'s nght to maka up the shortfall from anothar NGO or any othir sourcs. This
wenfirmation essentially Hates that the Hospital will not avall any duplicats assistance for the same patienticase from any other NGO or any ofher source.
2] That msgistianos from Kashika Foundation (s anly financial in neture. The cholcs of thi irealmenlprocedurs advised/conductod by the Hospital on ihe
panent, = based on the artangement betwsen the patlent & the Hospital. and s m no way inflvenced by Koshita Foundaton. Henoe, the Hospstal will

assumg sola & complale responsibliity of the treatment & if's culooma & safaty of ihe patient, and Keshika Foundation will have no roke or rosponuibiiity
Iy iz ke

et wfiemn, wemed @) s A Rl e Tt R el Seee oy feaftn o ol 4, b e () B e @ e o e W B

1) me e s o i sl s ot e Py s Bl A wrel e w el om o @ T e 4 O m o oot §) S B v e seem
T T e T W S 2 S Seee T §U W g 06 ¥ W S SEETE T 0 SN e SeeeEes iy T W W W ¥ N e
e s i wowrd) st @ Pl s TR 8 W o W safesn gder e b e e f s oW e e see i we gw e i e
A o wem w feell W W @ o AR

2 “wife wEkee T 9 @ T s S oan TeiE ol T T Teme T 6 W weE W e T T WO T e

3 W W s § 3t wieR Wiz pe el sen @ oo il b o e | il S e e ol e W S W Pl o o e
wi vt s i o = oo = feod ot d o el

RECOMMENDED FOR ACCEPTENCE
wir % e degf

Date of Surgery -
;g v“"y; 2
FOR INTERNAL USE of KOSHIKA FOUNDATION 37 7sgin 7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=3 woE | et w2

0 s

18-08-2024




