K¥hika

APPLICATION FORM FOR ASSISTANCE (Heaithcare)
1 o " foundation

APPLICATION Wo, - APPLICATION DATE | i 1l b
o W | ﬂ\tl;}‘::u'l LA s et 10 | (0|34 o
MANE stAPPLICANT : Asusns Wy | sex W | —s

T Dy tattatommwe. 9 £ f",;:. %ﬁ
FATHER'S/SPOUSE'S NAME U f -
fromwzea Wi aw Elc‘ - ” " | Y

ANDSERS

Eesiil

r-ﬁHiJ.uJi_ bl el Aciin Lot balll &

= 3

] i ¥ L‘t

Falight

PERMANENT RESIDENCE ADDRESS e Foop
= Fru nF' f“'—’
e (Al - oty o fgns
i_ﬂn;wm. B | ferm W?Lﬂ M’m:m{m: /
TOTAL ANMUAL INCOME ncome)
WA it s — o e o
:E;T:umiumnﬂmn‘rmﬁ;ﬂnWJ ' :.,-Iﬁ

FAMNLY DETALS wiimm f-]'q'_

? Br. No. Natre of Farrly Murities R
o [y — Gendr Rniathan with Apgican
w4 wfmw & Wl W Ty () o AETE W W e
'
| &) N LTI TT = e e S—
Gl E.L.'.Mﬂ.ku.h:ﬂ-"« ES I~ e

BASIS for REQUESTING ASRIBTANCE (Tich whichess i apgilcabin)

P mprn B foafn s
BPL Card
{Atch Card Copy) {Astech Camthcsis Copy) m nﬁﬂiﬁ;’r
T T S W T #oy g WY ﬂ-ﬂ'"m"ﬂ
e st W uf s Wt { warm oy wh wey o e wh (e wy wT e wf e wT
“PURPOSE fur REQUESTING ASSESTANCE:
o w7 fen m felt W e
50 Ne Wedical -
st s Eiee & il w o wfivicr it v
i ¥
! ﬂm — -
= _I_.E_ P ¥
£ Fa &
© ZLSTY.GB W T¢- ralallt X pldl
ABEISTANCE REING AWAILED for BAME -PURPOSE™ frum OTHER
¥ IO W W ey o T s v W e w7
. NAME of OTHER SOURCE AMOUNT of ASSISTANCE DEING AVAILED
':1:;1 o= W st wf woum v
D5t P2 =T E

S




DECLARATION by APPLICANT: Seies g wiwe W
T]mm“nmhm%m True to Bhe best of my knowledga: Ary false statement will endar my Application & ongoing assistance, if any,

21 | sodernnly confiem that assssncs, i recarived irom Koshike Foundaton, will be used priy for the “purpose”, @8 stated in fis Form, for which such sssstance
vk nequarsind by me.
:|:|Iruﬂym:mhllr-wlr-uthmman.ﬂiﬂm.ManM.hnwﬂmmﬂwm.ﬂh

for which fhis aasistancn i equesisd

1) ¥ v wam s ve wen & Fob oo e femm 2 el o g o wd bl sl e o wes were v w @ S0 e Fem oot el
1) g o wpey wie “wifw Wi, 6§ @ W oft § vew T wd vt o il of el few e, woge s o oo

1) ¥ yfe won f e frm wmen by o v W o F, oo W e @ T e el Bt et 8 o e | oo f ofes F

AGREEMENT by APPLICANT | wrimw o0 1)

1} By affuing my signafure of thumb impression on this Form, | (Applicant) heretry sgres & suthorise Koshika Foundation and s Trustees o
usaipublish/'pud-upireproduce my nems, sddress, photo & detass of i “purpose”, fof which such assisiance i requisisd’graniad, through any
prediurm, ncluding bul mof limibed 1o verbal, prinl, alecironic, for soliciling donations for Koshica Foundation andior disseminating information about '
activiiesiachiovemants. Such use of my phelo & detalls can ba made by Koshika Foundation belore or afler my treatmend or hallliman of he “purpose”
Ior witich aESEIBNES 1 DSING regieghed

2] | {Appicant) frthar agres that any such use of my Aame, sddress, photo & deiais of the “purpose”, ol which such assistance &
will not aulomatically enilie me lor recaiving of contiruing the e assisance Thlﬂldmh'm-ﬂhmﬁﬂmhmﬂrﬂmr
wifh tha Truwises of Koshia Foundation, and thir decision i thés regard will be final and accaptabde fo me.

1) 8 W e e W s W e e, @ smes) el weie o e s f o “wifes wite oy v i Wl afeg e o B S o,
wm, wiA st o fewrm v wm o b §, wd Sl e el T, wew et et @ wl il st refand o flad fesh o s e

% wafm wri W fom wfeae T W e e o W W e @ e ¥ B e el w el e |

2) & (owbrw; Towm W e o e dn e, e, w i e o e omem W e @ wikde § qg e T W ovem W v W ey F

*wifen™ sy ek =il e Py S s e )

APPLICANT'S SIGMATURE OR LEFT THUME IMPAESSION | -
wive ¥ v W o w fae

AGREEMENT by HOBPITAL {wems o0 %11}
By affaing hemeunder, signatire of ou Authorised Signasory far recomimending (M casepaibend for hrancel sssistincs fom Koshika Foundation, wa
[Hospital] eraby B¥irm & pooapt fallowing
1) thari wa renither are presantty nor will 0 halste svail of inencisl sssstance Irom sncther BGO or any other sowce, for the same pabont'case, 565 we Fe
requisting o gel from Roshea Foundalion. o the extent fhal such aasistancs is granied by Koshiis Foundabion. |f e requadted assslance & nol graniad
by Koshika Foundatkon. in parl or i fll, then ihe Hospaal ressrves i('s right to make up e shorifall from anolher NGO or eny ofher source. This
confirmaion sssentialy siies that the Haspital will not sail any duplicate assistance for (he same paSiariicase fram any other NGO or any odher source
2} This assistance from Koshika Foundabon is ony financzal in natuie, The choles of e ireaimentiprocsdure advisediconducied by ihe Hospilsd on the
pbent, s hassd on the arangement betwesn the patient & the Hoapital, aed is in no way imlluenced by Koshika Foundation. Henos, the Hospital will
gssumae sole & complets respanaibiity of the reatmant & it's outcoms & satety of ine patient, and Koshika Foundation will have no role or responsibility

i P ettt

vl ufvan, yerell 1 sin @ e W st et o il e by e ot aft §, f o () B o @ e ow i e b

1) w f o wie ol v ot wfive S ffen mwrem feek &y wreoft wemey m Pl o e o e it o b w W o | de e e < it b
| fewfmdd v ¥ waw 4 “sifvs st on oo i e b ool Csifee st oo e el s iy T few e @ e
fodt w I ot wen w Tt o me o e B oW s e e b o g d e wn oo § i s i e T ey Pl
by v v w el @ w0 S S

L “sifm wEdE 2 H of s e fefi g 6t & i e g d o e w et v rfies o e o o e

o e w T ool Sl et g Tt v w wh v o ) el weeee o B € e gow i =R o W w faeied R o e
w vk e “wifew” o Wi gfn w ol e oo o wh el

RECOMMENDED FOR ACCEPTENCE I
e 3 o s VAR
Date of Surgery ;£
wwdaw | nDp Luﬁuumuuavar

Hl.mll“-f ﬂg EB!‘HEFICD c

T EEA AT M, T
FOR INTERMAL USE of KOSHIKA FOUNDATION m?ﬁlﬂ
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

Y JTAE

S .

11-04-2024



