APPLICATION FORM FOR ASSISTANCE (Healthcare) Kosh[lta

A B9 HET 9rey (FETag 2EEE) Toundation
mm.: [“_\,]Cﬁ) '}Q, q‘ﬁ_%s mmm Y('}h"" Buiing Shock of e
NAME of APPLICANT \ § AGE-YEARS STT-¥1
ikl Ca Larernc. GR F

e N | 1 r-HGw:_:. wn:\‘g:mq a3

€9

,,war (hf‘ ¥

SECURYION =l t peaet MARRIED (eTf¥) / UNMARRIED (siRee)
TOTAL ANNUAL INCOME - {Attach Proct of Incoms)
o Tiiw s (X WS )
PAN No. T TR WE paa
*RE YOU AN INCOME ASSESSEE [Tick whichever in applicable): Yeu I Ng
ol W M % um f (F 5 N TR W W W P s L
FAMILY DETAILS 5fran famem
§r. No. Name of Family Member Age (Yoary| Gendor Relation with Appiicant
= AE fign & T = 3w Iy (W) fam AHTE F HW T

-

BASIS for REQUESTING ASSISTANCE (Tick whichever s applicable)

= i B
end Card EWS i
{Attich Card Copy) m:&%ﬂ l:m/;h (&{Mm
Tl T ® 9 s s Wl T TIEE s YT
(wEm T W wE w s W e s ger ufi e W { e s w0 e i e
T *PURPOSE" for REQUESTING ASSISTANCE:
R v Tl Pt & g
Sr. Ho Medical Reports/Proscriptions Attached
wY T FEMEVETES # W0 W) gl e e
IS . 2z 7 7
i FASH ﬂ."‘"{lb‘u&"q"\l il o4 LolCAgel
= S 21 .

" - "E_'} Af.- =L
Sialgocten gl tf - ‘{—H T lacl ~AJ>Clch

ASSISTANCE BEING AVAILED lor SAME “PURPOSE™ from OTHER SOURCES
¥ T % 8 R o mee fiesd s v B e o w7
St Ho. NAME of OTHER SOURCE AMOGUNT of ASSISTANCE BEING AVAILED
%9 HE= 571 T W =t 7 weom it




DECLARATION by APPLICANT. miess [m whews 73

llmmmdlmhnMmeT&mmlh&MalthMyhlumvﬂumrmvupﬁmn&mm f any,
2} | solamnly confem that assistance i recabed from Koshika Foundation will be used only b the “pumpos”. 3 slated in this Form. for which sich aesistance
wall requestad by me

3 | herwtry confiom that | hive not & will not in huture, avail of rembursament, in part or m full, from any other sourcelemployerimurmnce company, of tte amount
for which Ihis assistances i reguagied
1) & wwm w5 o wws R R o el M 20 wmeeh ¥ s s wd it b o S e o e sEes e et @ 20 oo B W @ wel |
1) g w weren v e w0, W W W R &, e Teem vl wte wt gl o Bl few e, 9t oo o § o

1) ¥ gfe wm § e fan wpsn o o ande 9 ol 4 39 ofn w afer w T e el s Enfienals R 2 o e § ol 3 ) v |

AGREEMENT by APPLICANT (==tw gm 57

11 By affoung my signature or Thymb mmprassion on this Form. | (Appicant) hereby agnee & authonss Koshika Foundation and its Trusiess o
usaipulishipul-up/reproduce my tame, address. photo & detads of the *purpese”. fior which such assistance is requestedigrantad. through any
mediom, meiuding but not imited to verbal, print, electronis, for saticitmg donatons for Kostika Foundation and/on dinsarmnating miermation about it's
acthvities/achiovemonts. Such uss of my phots & details can be made by Kestilka Foundalion bafore or aftar my teatmont of fulfiimant of the "purpose”
lor which assstancs |s being reguesied.

2) | (Applicant) turther agree thal any such use of my rame. address, phola & delails of the ‘purposs”, for which such assistance |y requested/granted,
will nol automatically enfille me for receiving of continling the said assistanca. The decision for granting and/or continuing the assisiance will rest sololy
with ther Trusiees of Koshika Foundation, and their decisicn is this regard will be final and scceptablo to me.

1) ¥ wEN w e W w s W) o we. & (e s weei W g wen f e wifer wte ol et il W) sfieg s o T O T
oy, w8 @ = fam T 6 o b, @ et o Sl e G Tt B o il S wvieed ¥ S i O wem e

# yuit wrd & B afes €1 9 ven W faen e € wpt @ we 9w ¥ B sifew sl 0 = wfep b

1) & (smimw) v oo % w90 o, 952 ol e o e ween € agted W wide & o e wem W e i v @ owma

“wifirer" T =% =ntew w1 faein Sm S esasr o

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
sedeE & e ur st W Fae

AGREEMENT by HOSPITAL (wemm g wam)

By affixmg hereunder, sigraiure of our Authorsed Signatory for recommending i ceselpabent lor hinencial assistance from Koshika Foundation, we
(Hesprial) heroby affirm & accep! following:

1} that we nefiher are presently nor will in iure avall of financiz! assistance from another NGO or any other source, for the same palionticase, as wearmn
requesting fo gel from Houhika Foundstion, 1o iha extent that sooh assstance is granted by Koshikn Foundation. [f the requesied assistanca is not granted
try Koshika Foundafon, in garl or in full, then the Hospial rererves Ifs right to make up the shortfall from another NGO or any other soutce. This
confitrnalion essentislly states that the Hospital will nol avall any dupliceis asgidtance for the same pallentcase from any olher NGO o any othar source.
2) The assistance from Koshika Foundatioh is only financial in nature. The choice of the trastmant/procedurs sdvisediconducted by the Hospsdal on the
patisnt, i based on the srangemant betwean the patient & the Hospital, and s in no way influanced by Koshika Foundation, Hence, the Hospital will
assume sola & complete responsibiity of the treatment & il's outcome & salety of the patient, and Koshika Foundalion will have no role o responsibility
in the malter,

vt aifep, pEmel w1 A @ Tetend W et et @ fafe we oy fewfor o wd Pl e (e fee et @ me el e

1) W 3w ol A oofes @ ffw oo fel oo s w fert w0 wm @ I e F W w A o b o e et
8 fredonfuain e o wae o el wetes” g osee By T b wfe s st go s fef wfmese iy vepE 0 faw o @ A s
frei o= e wew son W e o TEaem B e A0 sl gl v 6w e F e W e s i e e e o e
P wowrtt v w el s Ee @ W v

2. “witfmen T | it v wwee wm S s ot b oof o e oo f of o o e o Tvadfien W ogm IE uE peem
7 o W fovg s wire T oo T T W R o T b v 4 R v o dn wE o W e Pt o o v

o

o o S etenT W et gt @ fasof o d a0 el /(]
RECOMMENDED FOR ACCEPTENCE ] .
oy " e el
Date of Surgery E e T T T \I Mr LA
s ) ! S PREETHI#B:! Senior Manager
-2 'l-(le. | %;epﬂ £l G*FF* S
T L -

T | R T 2

l AT

17.11.2025



