ANRNV- € -25~03~ «6F]

APPLICATION f‘iﬂﬂl'!'l FOR ASSISTANCE
HETAT #e HATSET WEY

(Healthcare)
(T A )

APPLICATION Nao.

\le338( 1732

;’ﬁ?'qﬂ“%"" DATE : 115::{ (a9 }' a5

K®¥hika
fnlu-ndatiun

: I = :
m%m;;mmr. Mgr}\ S_If}q % J.G«Ep‘r?ésliﬁﬂ s‘f;:ﬂ
FATHEH'Sr;IPﬂqI::E'S HAME : S’}ly" a (}}1 fc.-"-! @ @f’ {ngpﬁp
PASTE PHOTO HERE

PRESENT RESIDENCE ADDRESS @99/ SEI9M 9

v Cal

LS. e, P a8 [6eY

| Vtre T g-afim

PERMANENT RESIDENCE ADDRESS : =% siaraia o

TAadne  ah  alie

QCCUPATION :
EH

L obaiis

\MABRIES (Penfer) / UNMARRIED (sifienfi)

TOTAL ANNUAL INCOME :
G A

SFooo/—

{Attach Proof of Incoma)
y NA

{ a7 FE He

PAM No. =m0 Hem
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicabla): Yos | No
T % S ECEE R (S O 8 30 W E S B e SV \.,r‘/ﬂ
FAMILY DETAILS =fi=am TEem
Sr. No: Mame u[FamIﬂ Member Age [Years) Gender Rlﬂljlun with Appllcant
T G . TfEn = A W () b TETE % A Ae
[IE \J g JV [AR! ﬁ Wiele
= Fasifak A Ja) 2]
E= Eak X, K4 E 2 NS
BASIS for REQUESTING ASSISTANCE [Tick whichever is appiicabla)
A & ol T amn
8PL Card EWS Ceriificat fi d
{Attach Card Copy) (Attach Gertificate Copy) LE:E:: E;Lﬂ B‘“ﬂlﬁm
T T F A v 9y s a5 )
STER ST FEm YT TR Py Pl

(A o o w5 e

(WA 73 w1 afE wwe e

(T U= wm i W W

"PURPOSE" for REQUESTING ASSISTANCE:
werT g T S W st

Madical Reports/Prescriptions Attached

Sr. No.
1 T SEREVERT # O 0 W g we
RE-___Coatonacd
EE— CedagAc F
5 P
Lun @y TTE = TICC JP MM B
_f L-?— —
ASEIE’TANC? EEIHq.MI'ﬁH.ED for SAME “PURPOSE" from OTHER SOURCES
T IR & w R S qEmm R e e o o we
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
= HE = THA 1 W 1 e i
i AL CY D Omd J—




DECLARATION by APPLICANT, STHY¥® o whawn s

11 | heraby confirm that &l details |0 this Form ate Tree to the best of my knowledge. &ny false statement will randas my Application & engoing asststance, i any,
ligbie for sgjaction/cancallation.

2} | soleminly confirm that asslstance, If received from Koshika Foundatian, will be used only for the "purpose”, 25 siated in this Form, lor which such assistance

w3E requasted by mis,

3) | heraby confirm that | have not & will not in future, avail of reimbursement. in par of in hull, Irom any other sourcefemployerdinsurance company, af the amount

for which this ass=iance is requested

1y e s o g ey 8 Tl wd) e S we 6 e W vE W b o e e T e s o H wee e awm s

) g S w8 s e & e ain and wive o o = fem i, @ om wew F o

v & o won £ Tan mem v i St nk  wm ofe 5 s W we T fel) s SR s o 3w f @ o 3 @ s |

AGREEMENT by APPLICANT {smcs gl wilt)

1} By-gfiining my signature or (humb impression on this Form, | (Applicant) hereby agree & authonse Koshika Foundation and (s Trustees 1o
wse/publishipui-uplreproduce my name, address, photo & detalls of the "purpose”, for which such assistancs is requesledigranied, ihrough any
medium, including but not imites toverbal, print, slectronic, for soliciing donaliens lor Koshiks Foundalion andlor disseminating information about it's
artvitiesiachisvaments. Such use ol my phote & detalls can be made by Koshiks Foundation bafore or aftar my treatment or fulfilment of the “purposs”
for which assistance = bang reguesied.

2) | {Applicant) furiher agree that any such use of my name, address, photo & details of the "purpese”, for which Sueh assistance & requestedigranted,
will nat autaimatically enlitle me for recelving or continuing the sald azzistanca. The decision for granting and/or continuing the assistance will resl soiely
with the Trusle=e of Koshika Foundgation, and their decision &5 this regard will be final and acceptadle o me.

|3 g T S TR W ST E s § (v v meE ) g v f oF s s ol 7S s " s stfiegn v g fE A,
wE, W W S e o e e g s, o, S ge e A e e s aveferd # fid fee o e wm

# i W ® R s W T o 9w R W W ws d e F e i wedest s s b

5y B (e o5 W R Tewe f fe R e, w whE sl Fen S B s & setvdl @ Wi § R R WEER W OEETE S T e A

“swifa " v e st w1 Frele e sl s g

APPLICANT'S SIGNATURE DR LEFT THUMB IMPRESSION :
T N T W = W e

AGREEMENT by HOGPITAL (W B Fal)

By affimng herpunder, signature of our Aulhorised Signatory for recommending this case/patient for financial assistance from Koshika Foundaton, we
{Howpetal) haraby affinm & scoept lollowing: _

1) that e neviler are presently nor will in future avall of financial sssistance from anoitisr NGO ar any othier source, lor the some patient/case, ag we ara
requesting to get from Koshika Foundation, to the sxtent that such assistance is granted by Koshika Foundation. If the requesied assistance t5 nel granted
by Koshika Faundation, in part or in full, then the Hospital rassrvas it's right 1o make up the shertfall from anather NGO or any other sourca. This
confirmation essentially siates hat the Hospital will not avail any duplicate sssistance for the same patienticase from any ofher NGO or any other source.
2) The assistance from Koshika Foundation (s only finsnclal in nature. The choice of lhe treatment/pracedure advised/conducted by Ihe Hospital on 1he
patign, is hased on the srangement between the patient & the Hospital, and e i nd way influgnced by Koshika Foundalicn, Hence, the Hospital will
azsumi sole & complets Fesponsibility of the treatment & it's outcome & safety of the patient, and Koshike Foundation will have no rals or responsbilify
iri the mathar

¥ Sy, TR s A A e s 3 fal e by fn 1w e () Few e R w0 B S

|} T = T A s T R i o T e e i aewr s e o we A e i A S om oo ¥ e e e
1 Py 3 ¥ Ay 4 e wEEea” g W by e b o e s g s e s # e W e o W s
st e A T wem  fe A TN R R A s e T §m e § we wm o # fr s i ww ww e w1 R

o wom o  fed e e 8w SvEnh

=t At she “wbmn w1 i Fesed o d e

5HM_H.ECUMH‘EHDEE FOR ACCEFTENCE

DR. PRAVEEN SEN

it % fow s

Date of Surgery
sitee ) i

o3 [2

Reg, No. 97415
111 - -

[Mame of Or."& Regn. No. with Stamp)
T A% A w3 O A

Tt LA

ation & Stamp oTATTOTSE
on beha!f of Hospial)
TN V5 FEA S s

FOR INTERNAL USE of KOSHIKA FOUNDATION  3iits, 3wl #

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T FEET | S R 2
ad /?:.04/5’:
- 4 p—

18-08-2024




