K®¥hika
foundation
Besileiyg bl wl sy

APPLICATION FORM FOR ASSISTANCE {Healthcare)
T %9 SrEeT W { Fveary dapare )
ICATRON N - APPLICATION
it o 4 FIJ-LFJ(J*TE’}" vt w0 | WL (2.0 264
HAME of APPLICANT AGE-YEARE ﬂ—m" BEX Tam
pailot '2):?-;‘:&! L"ﬂxé.llq_z-{"{-f!] 59 ]
mww “,_-51 O _Sotar o ity

PRESENT RESIDENCE ADDRESS inr semam gm

. q - I
e e V¥ LY [ N —

T

—_—

g9

}"J‘r ¢ ﬂ_r?“
o P &

[ ackmen treten) | unasanmes (atvet

Pfﬂl».+r

TOTAL ANNUAL
w aff am

s (OO0
INCOME

A’-’*[ﬂpr*l =

dttmech Prool of Income)
{ T R e

F 3

PAN No. TN S TSN

TE YOU AN INCOME TAX ASSESSEE [Tick shichaver s applicable).
1] ET W% S & (W R TR e W e A

You [ Mo
L

FAMILY DETALS wiam fiEm

e Name i Family Member Trewrs] Gendar =
N T ﬁmimmn lril:"h fin “'“::W
: W o e
A DevVoar . E Gl VI
ABSFTANCE [Tick whichwvar s applicabis)
e % Fi el s
Carg P
ﬁmcmr rmua“g-mg“p ﬁ&:] ‘_ﬂﬁ-—
Wi p % E v we v wl wum T ot i
(W v W e e ol e o) wn o e W (T W W s W = W wne
2 “PURPOBE" fer REQUESTING ASSISTANCE.
wr ¥ fed o fied o et
% Na Madical Reports/ Prascriplions Aftached
= W= e % wh W T e g
‘kii_*' Do gapeTg RE Coifeanal-
F i o el 1
. _ﬁ k- = . 3
_%Fﬁj oo - LA Celforyoe - 1 ML:
ASSISTAMCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T %ty W o wwen el o v @ fere ot
o MAME of CTHER SOURCE AMGUNT of ASSISTANCE BEING AVARED
Y W= VI W W o nf wEm el
) :
Lz JTIETX 2onb =




DECLARATION by APPLICANT: SP0T8 7 wvT ¥

!jmmﬂﬂﬁﬂhﬂu Form are True fo (v best of my knowiodge. Ay Iaise staternent will render my Apgplication & ongoing axshiance. # any,
ﬂlmﬂﬂnmmﬂnﬁmmhwm.ummmum'wm as yinded i hin Form, lor which such essistance
was morusled iy m,

3} 1 havuby confire thar | have ot & will not in Suire, aval of reemborsement, in part or 1, bom any oher sourcslsmployerinIUtaNCa cormpany, of b aroun
far which This asssiance i reguesied.

11 4 viwes wm o e v w0 el o i e o Miqﬂﬁwﬂrﬂhtﬁfmnnm—nutmﬂmm-ﬂ-ﬂh
3} 4 g o uE i e st @ o w ot & v T vi o o Bl few i, ® wowe d wnom ti

33 4 e o o S o werem iy o ke o i §, 79 of o sfew W e e el wn il el @ 7 A few b oo B e F A
AGREEMENT by APPLICANT | sstow g %)
1]Eyun]ulngru-ni;|muﬂnrm+mtulmm1tu|Fm.I:mm]hmwlmme-ﬂnTmu
usa/peiblishipul-upireproduce my name. adtrass, pholo & detsils of the “purpase”, for which such assisiance is requesledigraniad, through Ay
M.mmﬂlmmmﬂl.mm.hrmmmﬁmhmhrmmwmmn

aotivities/achisvements. Such use of my pholo & details can be made by Koshics Foundation belare or afier my traatmand or fulliiment of [he “purpose”
far which assistancn = Daimg requeniad

211 {hpplicant) further agree (et ary such use af my nams, pddrenn, photo & catails of the "purpose”, Tor which such assistance i requesiad/granted,

will il autormatically sntite e Bor reciving of coniinuing i said assistancs The gecision for gramting Bndior continuing the Bssistance wil rest solefy
wih the Trustess of Koshika Foundaton, and thair decisan n ths negand wil o fingd ard coepinbls b me

|} wH T T e sl W owmn e, & (sbew) Wl wvin wt e wm o o “ee e s e * wt wheqn wen o f B W
wm, whA alr ) S vee o it v e s e, o, e g T A ) e st o o fvd ol o8 v o
4w wrd % fr o 1 T P e et W W W € o i e wften 1

1} & (wwdew) 7w A wom f e oW, . i e e 0 B e o weoed @ wiin & o v e w o S W R A

“wifyna” o yws ol ® e e by ael e -

APPLICANT'S SIGMATURE OR LEFT THUMB IMPRESESION |
seie ¥ W g i W e

AGREEMENT by HOSPITAL (e gt %)

By aMfinng herpundst, signature of our Autharmsed Sigralory far recommending e canmipatisnd for financial assistance ffom Koshia Foundation, we

[Hospital] heraby ofrm & accepl tollowing:

1) thad we neither are presonly nod will in future guad of financis! assistance from amother NGO o any other source. 1of (ne same patienlcasd, 33 we are
i god fram Koshika Foundation, 1o 1ha exisnl hal puch assisianoe s granied by Koshics Fourdstion, If the requested assintance A nol grankad

nulm.hmﬂmnmwmnmmsnﬂmmmalnmmmwﬂwiﬁwm Hanoa, the Hoapital wil
mmlmﬂmMdmwanmaﬂdhmmmFMﬂMmem

i o, werwll W1 sl & sk w SR s @ foe s iy finei =) wh &, feit v () B e wE W win W

1) w3 e sl 3 o e ffg e Ted #y st wenr w fesh ams wiw W e driane W0 om o of #, 4 fi o S werse

& fredmvde 3o % o e W gm e A S # ofe = wifisw wrastve® g e T affreaem & v A Tem wm § o
Foet s A et s fedd v TeE A Ty # W whewn e Tem b v g § w0 i % e fodn o TR Bhar T e

by st wew w fait s e 0 9 s
l‘lﬁmmﬁm‘ﬂHl‘imiﬂmﬁﬂﬂhﬂrﬂvmmﬂﬂmmﬂﬂmmwwﬂﬂm
1‘;-nq-Hmiﬂx'ﬁmmﬂm"wﬁmmnﬁmdhmﬂmiﬂimm—tnﬂﬁ-ﬂvﬂrhﬂﬂﬂmm

o i e twtme” = w ofow = fadeht m oo w e

P
RECOMMENDED FOR ACCEPTENCE W.
wipgA % fg sl [
Date of Surgery I anns Aty M
ke IZ_Ir. rennavar

BS,MS,FPRS,FICU =
: {Mams, Dasignation & Stamp of Signatory
cal ey | Conplgnta e s Dugeain & Sump 4 st i
.- -"'-"".-. -."r.mm
FOR INTERNAL USE of KOSHIKA FOUNDATION  SF1fr 797t £
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
il i 7 2

7

11-04-2024



