APPLICATION FORM FOR ASSISTANCE (Healthcare) KDUShik_a
mﬁumm (Fapay Taare) lolidation
o Bluas]asgo ATeacATIW DTS 14 [L1jos Lo
R : AGE-YEARS =-wd | sEx B
sE = oA PW En wm
e Sl weda
_ PRESENT ADORESS wanu= srsi W
PERMANENT RESIDENCE ADDRESS : ayi Sy wn| n
I by, a&ﬂr
— 2edP ;
_‘ﬁﬁ% aAparna .
OCCUPATION : Coolce | UNMARRIED | wfimiie)
TOTAL ANNUAL INCOME - Praod of ncermm
%= it - Q4 ovof~ gy
PAN Mo. TarY W e .
E YOU AN INCOME TAX ASSEBSEE (Tick whichever 1a appiicatie) You | No
Hm S W T ¥ (A e W T w W P s Hy'lr’/r
FAMILY DETARS oftat fsrrey
.Ne N, Familly Momber | Gendar Ralation with Applicam
r:'m ﬂft”:tﬂ:i:maimm ?im fan IS & W W
a) Matedea P, — don:
&- Jladu Judava ') AT B0

BABIS for REQUESTING ASSISTANCE [Tich whichavar Is appiicabla)

avinn ¥ fird firie amam
BPL Card Centificate Ration Card
Attuch Card N.EE.,MEW Any Other
ninl = wum™ 71 &= o o W ﬂ:“”.'“'
(™ W o o wh (7Em 1 W) v v s o (V9 51 =Y Wm W W owh

“FURPOSE™ for REQUESTING ASSISTANCE:

5 No. Mrdical Reparts Proscriptions Atchad
¥3 uEm FEERVERT § W W T Ao i e
&faﬂ_ﬂ—‘ PcCiol
£E  aimeack
mmmmmwmmm

W I ¥ B W = T et e we @ few e W
Sr No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
N W ¥ W W T & 7 wwoeE T




DECLARATION by APFLICANT, SPIv® 57 W= Ti:
1jlM?'WMHMIIMHH%memhmdwmmﬂ.wwmﬂuwmyw&mnuhmlm
Tt for repochon/canceliabon )

:LLMTMM If recabved from Koshio Foundation, will be used anly for the “purposs", s sinbed b this Form, for which such sssisiance
roquosied by ma

1) | haratyy confirm that | have nol & will rol in future, avail of reimburssmant, o part or in full, from any olher soustwemployarinurancs company, of the amoun
for which this sisisiance is roguesied.

1) % e woe f Fe g wer o Rk ot o fewey 5w ¥ g s wd w oo wi Feeon o wwe s we e o S wene B ol et
2) W g ® wpww o et v il et i o i i e Ry i e mesi s m b
1) 4 vfe v § f fom swen &g o s W ol &, W ot w sfew @ wew e el w antvdee s @ 9 o e e 3 o ofew d

AGREEMENT by APPLICANT | s g1 woit)
1) By affixing my signature or thumb impresaion on this Form, | (Appilicant) herebry agree & mulhoriss Koshika Foundation and s Trustess jo
use/publshipul-upreproduce my name, address phodo & detalls of the "parpose”, [or which such assistance Is requestedigranted, through ary
maedium. Including bt not limited to verbal, piinl, slectronic, for soliciting dotations fot Koshika Foundition atidlor disseminating infortmation sbout I's
uctivitiesiachievemanis: Such ust of my pholo & detalls con be madi by Koahika Foundation belore or afer my reatment ar fulfiiment of the “purposke”
for which pasistance is being nequested
2} (Applicant) further agree [hat any such use of my name, sddiess, photo & details of the “purpose”. lor which such sssistance is raquestedigreniad,
will nal autamticatly antitle me for receiving ar continuing the sald assistance. The decislon for granting andior continuing the essistance will rest solaly
with the Trustees of Koshika Foundation, and thair deciston is this regard will o final and acceptable 1o me.
11 T T v T e W e, (antew) weR weein o e wor f o Cwif wies ol e s © ot afem e { e o,
w, wia abe @ fesre wo v o wifen 4, Td S e wey S ) e Rt o W wl wiiededl s aeefend w R el @ v e
% wafer Wk ® iy shenn b3t v w e B e @ ved w e A v ¥ Bt elow wini w ed e
2) 4 comies) v w9 weem o e v wm, v, R ol e ot e o o gk @ wfse § g e e W v S oW we | N\
“wifew" o Toe Sied w1 Iede e o e o)

APPLICANT'S SIGNATURE OR LEFT THUM®S IMPRESSION -
wrw % v ¥ R W P

AGREEMENT by HOSPITAL (vo9ss £ 1)

By affising hereunder, signature &f our Authonisad Signatory for mcommaending this case/patient for financisl assistance from Koshika Foundation, we
(Hoapitsl) heraty affirm & accapt fofiowing:

1) thit we nelther ame prasuntly oo will n fulune avall of finsnclal assistance from ancther NGO of sy other source, 1ot the sémé palienticass, o we Bre
roquesting 1 get frém Koshika Foundation, 1o e axtont thil such assstance is granied by Koshika Foundation, If ine requesied assistance is not granted
hymmrmmm.mpmmmmu.mmwmmm@:mw.upmmmm-mm«wmﬂu.m
confirmation sesentielly states that the Hospital will not wvail any duphcate essistance for the same patienticane from any gthar NGO or any other source.
2) Tha assistance from Koshika Foundation is onty financa! in nature. The chowce of the restmentiprocedure advisad/conducied by the Haspital on the
patisnt, is based on the arrangesment betwsen the palient & the Hospital. and is in no way influenced by Koshika Foundation. Hence, the Hospital will
auklme soln & complele responatbiity of the treatment & it's outcome & safety of tha patent, and Keshiks Foundation will have na role or sesponsibllity

in the maher

it sfoge, weowh #Y s A AR W e sk @ il e g fesdtn w0 el §, fe s (e B i d e e s b
|Jqﬁnﬁiﬂﬂttﬁﬁﬂihﬁummhmm-ﬂnwiﬂﬂwﬁiﬁtﬂﬂtﬁhmmw
# fmfefes Tw ¥ W 1§ Cwfe e g v by e ool “sifee s o w St sfrsen ] g few e b d s -
e ot At e wRg g fed w e R e B sheen gien e b W e F we s e e o w e e i el
vl vy w fesh s ey 8 W dman

1 “wifs st @ o of v e el e w1 & 0 re g 4 of e e T evouEe W e 00 W e

® sty free & o *wifee e o Tl s ow el e o bt seme d B # e e sl o @ Wl Feil 4R o e

=1 vl ﬂt'ﬂbﬂ'ﬂﬂi#IMHTﬁﬂmM1

rjmmm | M"”

wiwdt % foy def
Date of Surgery M ITAKSHMIPATHT N
su %1 mow Sanior Manager
Lt[fu.b{ (Name of Dr. & Regn. No. with Stamp) urpommnsovor SR oy
TR W AT A v Iﬁ 4 o g .-'.-"-‘:.'_..?:'r%-l. |
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= T | T 2

v s

20-06-2025



