APPLICATION FORM FOR ASSISTANCE (Healthcare} thlka
HETAW ¥ AT ey VRSN ) foundation
move ) 0226/n 5 yolmmene o V4 T e
NAME of APPLICANT - : AGE-YEARS S19-W | sex fom
s
o X ayas emu 60 | M
FATHER'S/SPOUSE'S NAME /

w1 W

o
e
¥

-

PERMANENT RESIDENCE ADDRESS
= s vre 8P PoStop
3 5 4 2 Tamtam oy,
OCCUPATION . ;
JOCUR Com 1 r; MARRISE-FT) | UNMARRIED (i)
TOTAL ANNUAL INCOME - {Attach Proof of Income)
@ afts am —_— (379 %1 W HWe)
PAN No. R & oe
nnnummcmmqm&smmmmwuwj: Yes | No
el 5 AW Y (W 5= 0 TR oW e W e AT LA
FAMILY DETAILS witaw fomm
S¢. No. Name of Family Member Age (Years) Gendor Finintion with Applicant
F1 Hem iAW % W W oam g (ad) fan RS ¥ TN S
BASIS for REQUESTING ASSISTANCE (Tick whichwvar is applicable]
s % fem el
8PL Card EWS Certificats Ration Card _— Any Other
[Atiach Card Copy) | (Attach Cartificate Copy) ‘__I::%Gwﬂ" m’
Tmﬁmmﬁrﬂ%w:/" %= wi gur v i RN
(597 T W oW 7§ ne wh (w71 W e wfh e s e o w o v wh
by o “PURPOSE" for REQUESTING ASSISTANGE:
e ¥ fe e fed W g
5¢. No. Medical Attachad
Fu mﬁﬂ-ﬂﬁnﬁqu o
(i) Dilaernao s = o i = oot A’
e = = o
L. E rwfaﬁ f7 I L
ey =, . | 1 1 n o
1&?1 ‘-‘-‘:r@t&{‘lﬂﬂt{?} L E O CIA LTt T LT
ASSISTANCE BEING AVAILED for SAME "PURPGSE" from OTHER SOURCES
Wi T W ¥ W o7 W fet s w9 o ovw w2
Sr, N, NAME of OTHER SOURCE NT of ASSISTANCE BEING AVAILED
N W S B W oam __,,.;-"/ﬂm & nf wonm o
P
—




DECLARATION by APPLICANT. ses g siwer 1.
1) | hereby confirm that all details in this Form arn Trus 1o the best of -Any faise
able tor relsction/canceliation. my knowledge. Any faise statement will render my Application & ongoing assistiinca. If any.

2) | solemnly confirm that assistance. il received from Koshika Foundation, will be used only for the “purpose’, as stated in this Form, for which such assistance
was requasiod by me

5) | hereby confirm that | have not & will not in futurs avail of neimbussemant, n part of in hul, from any other sourcalemployerinsurance company. of the amour
far which this Bssistonce is reguestsd

nlimmthmmimuﬂmﬂminwmﬂuﬁhnk#ﬁmﬂwmwmlﬁﬂmhﬂwﬂh

z}ﬁﬁunmnﬁi‘mwﬁm‘.ﬁﬂtml,mm:ﬂ#ﬂﬂ##hihwﬂ+inm£wmh

'nﬂgﬂzm{ﬁrﬁmmtuwmdnlt.?nrhmnﬁmmmhhﬂﬂmm#qihtﬁaﬂmi@
AGREEMENT by APPLICANT | wmow [ W17)

1) By affimng My sgraiure of thim impression on this Foom, | (Applicani) beoaby agres & auihonse Koshixa Foundation and TS Trustses o

usaipublsh put-uplreproduos my name, address, pholo & details of the “purpose” for which such gssistante is requostedigranted, through any

medium, incilding bul not imited Lo verbil, prifl, glecrome, for soliciting donmhions for Kosnika Foundation andior dissammating information aboul it's

acthitieslachisvements. Such use of my pholo & datails c&n De made by Koshina Foundation bafore or after my reaiment o fulfiiment of the “purpose”

\or which sssistance 1 being mguested,

21 | (Appleant) horther agtee thist any such use of my Rame, Mm.plﬂbamﬂsmnn'pmn‘.hwnimﬂmuWnuummm

iﬂlnxmmﬁnuyenm“wtwmmqarmnlwmimmm.ﬂum&nthnﬂmmﬂlmmamﬂmm

mmth-eTmnlmdﬁmuFwMM.MMrMuMmMﬂIMMMnmm-wma.

l]!ﬂmﬂtnﬂmiﬂﬂ'&ﬂmﬁnﬂ,#lm’uﬁ mmnwmuﬁ-mm#mw " w sfegy wom f v S0 T,

w,ﬁ#immwimiaﬂ';ﬁm'maﬁ_m,wwmﬁ#ﬁﬂﬂmmimmiwm

ﬁmsﬂimmhﬂtmnmﬁtmiﬂmuﬂth‘mm'nmmh

:}MmtWIHm{ftﬁnﬂ,w.uﬁmMﬂtmim#ﬂhiﬁm:mum#mumMi

'iﬁm'm_wimiﬂﬁnhmmmrﬁmn

AGREEMENT by HOSPITAL (weamms o W)

By affiing hersundar, mtmuulwm:trmimSmmrwmmmmpmwanmlmmmmmm.ﬂ
{Hospital) hereby affirm & accept following:
1.'1thutununm:raru;wﬁmﬂynnrtﬂhrlMumnuaun&ﬁnmdﬁumwhmmm{}mwumﬂm.lwmmmmm.nﬂm
mumhrq!pﬁaelhmﬂnmuFounuaum.tnm n:lmlum:mnimumﬁmmwmmwm Il thio requesied assistance is not granted
tryHuhthuurdutimhpaﬂnrinﬂm.:hcnmm-p:mmwma:ﬁqrummhupwwmnlmmmmmuwwmThh
wﬂlmﬂhnumﬂmlwmmmmHmpna1w+limtnuilmuupm;mﬂnnnfmm-mwum!mmmummﬁmam-wm

2} The asmstance from Keshiha Foundation is only lirancial in raturs. Tha enpica of the treatment/procsdurs advisodiconducted by fhe Houpital on the
mamumm-wuwmmrpmm&m Haotpital, and is in no wary influsnced by Koshiks Foundation Henca, the Hospital wil

assume solo & compiets responsibility of the trestment & it's outcame & safaty of the patient, snd Koshika Foundation will have no role or responsibility
iny tho rrastiar

mtw.mﬂﬂmﬂwd‘mm'#mmnMHﬁﬂthﬂwtmiﬁﬂmiﬂﬂﬂmﬁh
nuﬁ#a‘rﬂﬂ:haﬁuﬁﬂiﬁlﬁnﬂmfﬂﬂ#nmhquﬁdﬂwﬁiwﬂwﬂiﬂiﬂﬁtﬂtmﬁ'ﬁhm'
immimﬂ'mimﬂtm'wmqhhm‘mm“mwmmqwmhniim
fed s e v W W fa S T A T 4 W mwmhw*imwmikmmwnmnﬂ "
& et wan w el w= e o Save
L'ﬂmwﬂwi#ﬂmmﬁh'ﬂﬁﬂh@ﬁmmmﬂﬂmmﬁﬂwﬁuwwﬂum
iﬁqnml#'mm'wﬁmmuﬁmaﬁhﬁﬂﬁmﬂﬁﬂmmmmmﬂwﬁﬁﬁﬂ#ﬂﬁm
& vl o “uifee W Y gfte w feol e s oW

1 P
RECOMMENDED FOR ACCEPTENCE I't i@__ﬁ.!_f_i‘-i,.-
i w fem wegiw

s Y Wi CARSHWIPATHTN
Senior Manager

MBES PO

e | | {OAERE

{Name of Dr. & RogaNo» with Stamp)
IL}jl}l‘E T TN ARy
3 mlmuu&gl’eﬁqp f:
SIGNATURE of TRUSTEE e SIGNATURE of TRUSTEE 2

= T | TR )

Sl P

17.11.2025



