Mo - ~ 090 83— | F04 —n
APPLICATION FORM FOR ASSISTANCE (Healthcare) K[D‘S’hlka
e Bq &R WrEy (Ewem SEw) foundiﬂon
APPLICATION No. - mm#ﬁ
o M183287 1369 s e ﬂgymr
HAME ol APPLICANT : ﬂ' ' !ﬁl\'ﬁm
S Hlerf' [t Sk ‘

T Bl Mﬂ

Ll —-an.n_..—- QUARRIED TRa1Te) | UNMARRIED (i)
TOTAL ANNUAL INCOME - {Attach Proof of incame)

w7 wiis sm 4;,; Brrn | — (5 W W wE)

PAN No. Fai TT@ Wi ===

mmmmmmmumwm: Yos | No

W 3m s e § (0 Ten W 3R W o W feA i W/ W

FAMILY DETAILS witam fammm

Sr Nao. Narme of Family Memsar Age [Years) Gendor Helation with Applicant
Y W i w = (7)) fim WATE ¥ WM wEN
(%)
W
Rl
—&
__E.;:_'E:F'
BASIS for REQUESTING ASSISTANGE (Tick whichaver is applicabia)
e % ford Pefh snm
BPL Card EWS Certificate Ration Card Ay
(Atsach Card Copy) {Attsch Caniificate Copy) {Attach Copy) . _“"'“w
i e # 9 om T s o vl mm_ Bempsre Jinek
(T TN W W wee W (wE T W W T e W (v w1 = W v =

“PURPOSE" for REQUESTING ASSISTANCE:
w4 W R W e

Sr. No.
Ty wEg b ¥

Medical
woows aine 8wl W

Attached

st ), v 3
HIE AE!EH__LMA%

[FTX

O THG /T

ASSISTANCE BEING AVARLED for SAME SOURCES
™ Ictve ¥ iy e e ween e sen v o fem m WD

“PURPOSE from OTHER

NAME of OTHER SOURCE

AMOUNT of ASSISTANCE BEING AVARED
e N

-

.




DECLARATION by APPLICANT. #FS% ST Sivm Ta:

1) § haradry confirm that @ detain in this Form ame True fo the best of my knowledge mﬁ-umﬂmmmlmm.uw,
Esbiie o repesiion/canceiistion,

2) ! slemnty confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, a5 staled in this Form, for which such assstancs
was reguestad by me

3} I ety confien tnal | have not & will not in futune, avin of remBursement, in part or in full, from any othir sourcs/employesingurance company, of the amount
for which this susktance = requesied

Niwememispmmeifivmed et e afib Rsiiesnmrm e mi s as et b
1) % gm A e i " sifre ooste”, 6 W W ol §oowe s @ vhen o g F B8 fem wd, @ wowe F o
1 &y s e T e 8w ks w0k, ow o @ afes e e el s aitriode wee € 3 e b abtw o o F iy

AGREEMENT by APPLICANT [ sevs @0 wo1)

1) By affing my signature of thumd impreseion on Mis Form, | (Applicant) hereby agree & authorise Koshika Foundalion and I's Trustees to
use/pubishipot-upfreproduce my namb, address, pholo & detada of the "purpasa”, lar which such assistancs is mquasindigranied, ihrough any
mirdiurm, iritchuddsng but not limeted (o vertisd, prind, electronic, for solciling donations for Koshika Foundation andior disseminating information sboul iy

Getriligs! st i varman b MmdmrmlmllunhmwﬂmmemuhﬂmmmmwmmﬂM'wm‘
Tor which sssistancs s being requestad.

211 fApphant) lurthar agro thial army such use of my name, address, photo & datuls of (e *purpose”, for which such AREAIANCE is roquestadigranied,
will mot sulomstically entitle me for recebding or confinuing the said assisiance The decksion for granting wndfoe coninuing the assistance will rest sclely
wil e Trustess of Koshia Foundation, and thelr decision is thin regard will be final and scceptabie to me.

1) 7w s e el e, @ (ambew) sl e o e won o “wifen et ol oot il W) e wom f fix de o
W, v alh W e v v @ e §, Wi T e, o, e g it @ g il st awdwd o B Sl @ g mom

W T W e e b St ove w feem 9t e € s w o @ we ¥ fen e wede w ol e b

28 (s o w8 e o e b mn, e, R o e ot fe aeen @ gt @ wie # a8 wo s W e o oA

“utfre ™ ey et sufed w fote o ol ey v
m

APPLICANT'S SIGNATURE OR LEFT THUMB
T ® T W EE W fe

AGREEMENT by HOSPITAL |ysmem g s
By alflxng hessunser. snature of out Authtrsad Sigriatory for ocommending this case/pationt for Snancinl aseislanca from Koahiks Foundalion, we
(Hospitsl) hersby afflem & accept following:
1] et we nlther arn prasanty roe will i fulure svall of Snancial assistance from another NGO or any ofer source, for the same palienticass, a8 we nre
requestng 1o gal from Koshie Foundation, to ihe exten| thal such essistance s granted by Keshika Foundabion. Il e requesied assistance (s nol granied
by Koshvka Foundation. i past of in full. then the Hospital reservers it's nght to make up the shortfall from anather NGO or any oiher source. This
confirmation essentially sites that tne Hospital will not svall sny duplicate agsistance for the same patiesticass from any sther NGO of any other source
2} The sssistance from Koshika Foundation is enly financzal in nature. The choice of the reatment/prcedyrs advisediconducted by the Hospital on e
patent, is based on the amangement befween the patient & the Hospital, and (s in no way influsnced by Koshila Foundation, Henee, tha Hosplial will

assurne sole & complale rosponsibdity of the Peatment & I's culcome & salnty of the pafient, and Kowhika Foundation will hive no fole or responsibility
in Uy rresiter

o wfen, w91 W @ oAl W st st | infes amem iy fefr o el |, Tt wn o) e s o e 8 vl wl b
DR ERER R R LR R SRR R B R e R R S TR BT R RS R R Y TR e eap—
W S e & s d s ws” gn owecon e oo s et gn o e sifeeees Ty s W few e £ F s
foeit arm i wewr) s @ el e e w4 o s e o b e d wee e e | e s T e Tm e dg el
i wowt sine o ferl) o ey f ot bl

2 “wifr wr=ve” & = v wem s fafm vl W @ 00 W o oo @ ol o o e W T o o vee

& d o fown ol Cwlf st g fed g w w oo ot b ot wemee 3 R e e sl o el o Wl Peol o8 o e
w1 v ol “wifreT W e w e e owe F W g

RECOMMENDED FOR ACCEPTENCE sopakripatit

sk . runylﬁl =+ fom A Lr-': il 10
g 0 s g Dr. Shr o [
sty i M. : .~...'3{}T4E Haspr's “";}E:?:r'} :

UP M.C \C (Name, Desighatioh'§ of Authorised Signatory

" 0 Bame 08 No. with Stamp] on behalf of Hospital)
\ e L bR LELE] YWV e

FOR INTERNAL USE of KOSHIKA FOUNDATION s wam ¥

SIGNATURE of TRUSTEE 1 g icbahapyiinct
! R |

rf’ AT

.

30-11-2024




