APPLICATION FORM FOR ASSISTANGE (Healthcare) Kovshlka
WU WY SrEES wrEy (warerm Sw) o T
cundation
ml.ﬂ'l'mli& APFLICATION DA Boslitieny bleck of obe
B/ w,éam g 12 I#
MAME of APPLICANT ; AGE-YEARS #1y-wi =
w gu -
FATHER'SMPOUSE'S NAME - >
Fmers = 9w
e.of POSHop
——

— 3900 Shukeelthmiy
el il ron ‘N 0 MARRIED JJowiie) | UNMARRIED (fivain)
TOTAL ANNUAL INCOME : Broot of Incame)

55 wits am MnL EECE ]
PAN o, DI ST WA ol
ARE YOU AN INCOME TAX ASSESSEE (Tich whichever in applicabler
nmmwmi{i‘mrrﬁﬂﬁNMWs ‘;.;h =
FAMILY DETAILS wftmm famm
5. No. Wame of F Wombar (Years) [ Relation with Applicant
w% T mu?ﬂmw ‘;{ﬂ} fin FETE % TN T
[ Sabenn T4j 70 12 rm;rﬂ?_
BASTS for REQUESTING ASSISTANCE (Tick whichaver Is appicati]
sEn % o AR e
BPL Card Corlitinate
(Aftach Card Copy) (Attach Cortihcste Copy) (Aach Capy) = s
TR W e W g W 4w et
(WA= ™ W o W W (9 5w e W (™ Wit ¥ wh
“PURPOSE" for REQUESTING ASSISTANCE:
werem ] BT wd Redt w el
Se. Mo Medical Reports/Prescriptions Attached
T swmeaher A wi 8 nf ey gt Se
K = .
SN TRV I \VTTYC70CW W S R ) 1751773
& ' i
N 77 57142 8
F e
A Y W) BEE [ abaget FpCIpe
AN . L
ASEISTANCE BEING AVAILED for SAME PURPOSE- from OTHER SOURCES
W It € 3 W = T fed w wm @ oo
5 Mo NAME of OTHER SOURCE AMDUNT of ASSISTANGE BEING AVAILED
L] = W W W o wnee uvit




DECLARATION by APELICANT: WPTwW Em W70 I

1“hu'nbyhrmmlh!ﬂMBMWmemT'muhhbmﬂmm.My!ﬂnmlﬂmmw&m-m L I vy,
T )

2) 1 sodayminly confim that rssistancs . (! recslved frovn Kouhivs Foowistion, wil be used ooly foe e "purposs” a5 stalpd o tus Form, for which such sssstsnce

W KL By me.

3} | neratry confiem that | hawe not & will not in futom. svail of rembursement, in pan o i Rll, from sy ether scurtamployerimsurance company. of the amount
for which this nesigiance s regquanitpd.

1) 8 s wow f fie e we Rl ot o R o S e e ol w ool o S ol wr s v = b R S0 s foe o ool |
1) oo % wpen o “wifem wrin dW el nm et A s i S i memtwm b

3) A gz wom § i o o &g o ok W v 8, T ot oW afee W e foe Bl s R tetewale et @ 0 B € ol 3 @ wfes S o

AGREEMENT by APPLICANT (=t oi wm)

11 By affoang my signature of humb impression on this Form, | (Applicant) herety agroe & suthortse Koshika Foundation and il's Troxioes 1o
useiputilshiput-upireproduse iy namie, atdress, sholo & detads of the “purpess”, lor which such ssalstance |s requesied/granted, through any
mediym, induding bul nal Umiied ko verbal, print. ehsctroniic, for soliclting donations for Koghika Foundation andior dissathinating informialion sbout It's
sctivitioniuchigvtments. Such use of my pholo & detalls cen be made by Koshika Foundafion talors or afiar my trestment or fuliiment of ihe *purposa’
for which assistlance s being requested,

2) | (Appiicand] further agres that any such use of my nisme, addtess, photo & cetalls of the “purpase”. lor which such assistancs is requested/graniod,
will nol pylomatieally endlie me for 1ecelving or conlihuing the said assistance The decision for granting andior continuing the assistince will rest solely
wilh tha Trustess of Noshlia Fousdabion, and thelr dectsion is this regaid will ba firal and acceptable 1o me:

1} 1% T W A e W S W a owsn, @ (o) s anes 8 e e o o Cutfe wtes o Tee e wt e v o % Ar o,
i wtd e o S g ow F ez B nt twifem” eng cand s e g wgtn g sl ofdidind s suefeed W e et ) wan e

W ywfr wr % fvy wfeen # 6 e W e S e ¥ o W R w8 P sl wee T w sl sfie &

2) A (swew) = o | we o e U w0 by e o e e o ool @ e 4 S wE: S W Tw T T o o

“sifva” oy s e W el e b wweh v

frm

AGREEMENT by HOSPTTAL (vw=m §m 1)

By affixing hersurder, signoture of our Authorised Signatoey for mcomimendiig this caselpationt for financinl assistnen from Keoshila Foundation, we
[Haspital) homoy afirm S accepl Iofiowing:

1) ot we meliher gee prssantly oo will in future avall of Ungncisl suslitance trom anather NGO of any othar solrce, for the sams patisni/cass, os we are
requssting fo gat from Koshika Foundatiom, to the exton! that such assistance s granted by Koshilm Foundanon. if ihe requested assistance is nol granted
by Keshita Fourdation, in part or in full, then the Hospital reserves If's right 1o malke up the shortfall from anathes NGO or any other souros. This
confirtnation aussatially ytstis that the Hospital will not avall ny duplicals sssistance for the sumae patient/case from any other NGO o any olher source.
) Tha assmtanca from Koshika Foundation bs anly firancial In natuss. The choloe of the tresimentiprocedure sdvised/conducted by the Hospital on the
patieni, bs based on the wrrangement betwssn the putlert & the Hoopital, and i In to way infilienced by Koshika Foundation. Henc=, this Hospital will
sanura nole & oompieln responnibility of tha treatmant & it's outcome & salety of the patient, and Foshika Foundation wifl have no role or responsibility

Iy Ehe maller

vt afewn, vl =) s F wsid w3 i weshmt | fden wrien ¢y fredte o) el § fas v (weme) B g @ wies o whes e

1) W % 3 i d v W e A e wen et fowel sem ow el s e d T e 4 AR ot £ e e etiem e
¥ fofinieds 9 % waw § “wifmwm weEw g we iy fe b o sl weeet oo T fel s B 0w Tew we € o s
fissit == &1 wrwit S w fed = v A anen A W afeen e TeE @ e o we ww wm £ e s Tpie v w Ol iy e
B ward) dew w fed s w3 o Al

2 “wiftrw wretw " @ o of wron e fafe ot @ b W e on @ o e w e el W oy o o e

w dwow fievn 4 o e Wk g el v o em ol & i veem F 08 5 e ogow el smE R o o Fedd i o e
wit it she “wifm ™ o w5 wfion o fasalt oot R wh

}l/\-v RECOMMENDED FOR ACCEPTENCE / i

— = % fem iy
Date of Surgery Vi m
sivh W) i 185 : hlr.ltSH
/ {Name of Dr. & Regn. No. with Stamp) oL i d Signatory
16 [t T e T AR DIABET 8 &

FOR INTERNAL USE of KOSHIKA FOUNDATION(, smfteotihigd dha

-| =LA 2
SIGNATURE of TRUSTEE 1 Wmﬁn&-‘\_}

i T | A T 2

i JoAE

7/

20-06-2025

SIGNATURE OR LEFT THUMS IMPRESSION ; o



