MO~ ¢ — 225~ 03~ 6 |o

APPLICATION FORM FOR ASSISTANCE (Healthcare) Ko‘;;hdm
HETaE B STEEA 9rey (P dEE) e e
oundation
APPLICATION Na. : APPLICATION DATE : "
Yot e '337:3_’ l3[’ﬂ mm,g"?aﬁj b ——=_
NAME of APPLICANT : Aﬁﬂ‘rnuﬁﬂﬂ&l'i SEX fiim
s fuléa 63 iy
Nvegmmm F anattilia
PRESENT RESIDENCE w L
ey
LHaA =
NT RESIDENCE ADDRESS ke
QCCUPATION : faamen { swastiED M) | UNMARRIED (sfratve)
[TOTAL ANNUAL INCOME - s {Attach Proof of income)
w0 wits o R5) prv |~ { 39 W =R W)
PAN No. T 7 715 i
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever is spplicable)- Yes | No
¥ N wW oW ¢ (H T W I w W W e A w /W
FAMILY DETAILS wfram forren
g Narme of Famity Member (Years) Gender Rolation with Appiicant
“i"'l'ﬂ";lf ftamn ﬂwm ?ﬁ[‘ﬂi} fein FETE % W ey
,,.-ri"sJl V) A 0
), U
%
=07 4 ) F
BABIS for REQUESTING ASSISTANCE (Tick whichaver is applicable)
L A
BPL Card EWS Cortificate Ratlon Card Amy Otiver
{Attach Card Cogy) {Attach Certificate Copy) (Attach Copy) Basia/Prool
i e % 94w W WS W Tyden s e ——
(™ T W W R W W (v w3 Y o ufh sae Wl (s W wt e o wer sl
“PURPOSE" for REQUESTING ASSISTANCE:
wer #y fed o ferh W e
Sr. Mo, Madical Reports/Prescriptions Attached
¥ oW \ srer ey & Wil 1 T SR T He
m JE _enili  odarmact
n.p Wl Ada-ar f |
L-f
: = 5 ]
(SIAspar s 3CL WIvh Pina T Capadp
[y
E “PURPOSE" from OTHER SOURCES
mna{mﬁ"ﬁﬁﬁﬁ%mmﬂme
™ NAME ol OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
lr:;:; nﬂ‘% =l s g
Y¥Fu T,




DECLARATION by APPLICANT. Wi o STwm 7=;

1)1 harity confirm thal & detaks in this Form ame T 10 the best of my mowledgs. Any [aise steement will render my Application & ongoing assistance, if sy,
Eable for repeciion/cancefiation

numwmmnm.nmmmmm.muumm far tha "plepioss”, o steted in this Form, for which guch agsistancs
wins requesing fry me

d) I eresy confirrn that | have rot & will not in fulune. avad of resmbursement, in port o in el from any other sourcefsmaloyesinsurance campany, of the amount
for which this assistence 8 reguested

1) & e woe S pe w4 fed o o fewe SR sl € s e o e ol feem o W o e am  w B o w w |
1) % g A s ofe “wifew westee®, b o w o §, e Tvdn ol i o) o @ Bl fen i, @ e d o b

1} 4 gfe wow { e fw s i o ok 9 ol &, 9w ot o afes w wen T el ae v il et @ 3 @ P o 3 R wes d o
AGREEMENT by APPLICANT | smiew g %)

11 By affising my signature or thumb impression on this Form, | (Appiicant) hereby agree & authorise Koshika Foundation and it's Trustees to
una/pubSshiput-uphanroduce my name, sddress. pholo & dotads of the "purpose”, lor which such asakstance s requestedgranisd. hrough any
méedium, ncleding bul nol limied lo vesbisd, print, akectromc, for soliciling donations for Koshika Foundation andior disseminating informition about it's

scivilbns/achevements. Such use of my photo & details can be mada by Koshia Foundation belare or after my traatment of fuifilment of the "purpose”
for whics assistanoa is being requested.

211 (Agptcant) further agre that any such use of my name, address, photo & cotals of ihe “purpose”, for which such assistance is requestedigranted,
wili ol mulomatically entitie me for receiving or confinuing the sald assistance The decison for granting andior continuing the assistance will rest solaly
with thee Truniees of Koshiu Foundabion, and thais decision is this regand will be linasl and scoaptabls 1o me.

1) v s we W W e e, (smbe) sl wefn o ffie won f o i st ol T el © W s o oo
e, W ai W e o A e § TR win” e el o, e gt @ ol ofeld s e o S el 8 o o
# vafts wed & P arfiege b1 S v fae 0 e € e o 4w € i i e s s §

2) & (svs) g w8 e 0 wm, ww v sl e o fe o ¥ Trtvd @ wie € q0 e SR ST T e e e
Yo ™ wy et sfel o) Sty ey el wered

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION |
TS ¥ TR W aE W e

AGREEMENT by HOSPITAL Tywwes tn w17

By aiflixing hargundar, sgniture of our Authonsed Sgnatory for reoommending 1Tie case/patient for financial assistanice fram Kouhika Fourdation, wa
(Hompitsl] heraby affirm & aceepl followng:
1) that we nadthir s prasently non will n future avail of finanoal assistance from andther NGO o any offer source, for the sieme palionticass, o5 we ire

1o get rom Koshika Foundation, to the extent thal such assistances is granted by Koshika Frundation. If the requesied azsistances i nol granted
by Koshika Foundaton, in part of i full, then the Hospital reserves il's right to make up the shortiell from another NGO of any other source. This
confrmation essentially states that the Hospital will nol avail any duplicate assistance for the same patient/cass from any other NGO or any ofher source
2} The assistance kom Koshia Foundation is only fmancil in nature. The choice of the tmatmentiprocedurn advisediconducted by the Hospital on the
pﬂunl.umaudmmmmmbmunmpﬁm&hkumdujnmwhﬂuﬂmmem.mm.hmnﬂﬂ

asurme sole & complete meponsibility of the tratment & (s outcome & safety of the patient, and Koshika Foundation will hsve no role of nesponsitbiity
I me matior

T e, rEe W W el s s et 0 fafies s o frefor W) ool §, fit e (peeee) B wen @ men u sbe wn &
I)llFlHa-ﬂma\ni’r#iﬁmmtmm-ﬁnﬁiﬂﬁﬁfiﬁuiitﬂhiﬂ‘ﬁwﬂﬂm"
 fnfofale 7 & wan d Cwiee s o w0 e oo e et g miee el sfmees b v ) few o € 8 s
fiest wrs iy s s @ Sl v w8 v o o e g e i e A e s e ke stz fipfin ovs ww deteores ey feh
et gow m el ww v @ o A

1 “wife weE A A e v fafe i W b W e o @ e w e e W o o e

& da Wl @ o i wiebm " oo feel wen w o oo o b ri e d 0 8 v e ol s el 6 ol Rkl 99 W pes
w gl dh e o of ofiw o facholl et § o ol

RECOMMENDED FOR ACCEPTENCE
2 =il & fam i
Date of Surgery Dr. Ots=sreep
sivtres %) it M. R V1.5 ROt et

2 P M.C 0-30U746
T W AW Y oy a1
FOR INTERNAL USE of KOSHIKA FOUNDATION =% awim
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=4 A | = T 2

il AT

30-11-2024



