APPLICATION FORM FOR ASSISTANCE (Healthcare) K(%hlka

mﬁqw&n LIRS ( X ) foundation
APPLICATION No. - APPLICATION DATE [ Susiing block of life
S wE - b[ﬂﬂé[ﬂffég : wiker Frel ok Q’JLEG
NAME of APPLICANT AGEYEARS 313V | sex
S Wt ‘J' {_Gnﬂ..sanm Cg | E
ATHER STSPOUSE'S NAME - =
4 L2 o MID - {K-em:'wzidf,
PRESENT REBIDENCE ADDRESS, s sqararg um;
Ab [ di%rd P f':!:.rta*: NI

.ﬁg,r_w‘; J,'?.E;}S f'fi”
HILS  Hanbanmhe

. [‘f_a.aa-up [eese & MARRIED (WS, UNMARRIED (srui)
TOTAL ANNUAL INCOME : = [ ~Thitach Proo! of Income)

WS A - { W w T )

PAN Mo, s 5 e

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable). Yes / No

ST 3T W UM £ (W W W W W S0 W e =

FAMILY-BETRILS yftemy famm

5. No. Nome of Family Member Age (Years) Gendar Reintion with Applican
w4 Tian ® wEd W T W (W) fiam i i B
N\ N
. X
= Ny
i N
=
N
N
~
BASIS for REQUESTING ASSTSTANCE (Tick whichaver i applicabis]
% o feia sp
BPLCard EWS Cectificate Ratlon Card
(Attach Card_Gof) (Attach Cariificate Copy) (Aitach Copy] Raw i ~let
W T BT yae T = A v oy Fvaren s e
( = ww ufe v wh (v = ww ol s (7 T2 W) v W A w0
“PURPOSE" for REQUESTING ASSISTANCE:
T ¥y e o fedl W e
Sr. No. Medical Reporta/Prascriptions Altached
LR FEETEEE {0 ® o af a ae
ﬂe'ﬁr{)a»:u": Y (olmisack
d L= GatagiaF

- = P Fd
dgE VE [hlnaasl- 1 PrIos

ASSISTANCE BEING AVAILED lor SAME -PURPOSE" from OTHER SOURGES
T OI0N § T W 5 ween e e v A fen owa w)

Ne. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w9 W WG T W oA o =i wren W




DECLARATION by APPLICANT, soive 5 Wi i
1) | hereby confirm thit all details in this Form are True to the best of my knowledge Any false statemont wili renddar my Application & ongoing assistance. If any,

rejection/cancaliation.
Ellmnmlyn::rmm anmistancs, | eoehvd from Koshika Foundation, will be i Gnly for tha *purposse”. is stated In thie Form, for which such assistance
was requestod by me
3) | haratry canfiom that | haes hot & will ot in future, avail of reimbursemant. In part o m full, from any other sourcalempioyeninsurance company, of the amount|
for which fhis sssistance | requestad

1) & e won § fa v ween § fel W S S sl immﬂnﬁh#ﬂﬂmﬂﬂmmmmiﬁﬂmmﬂwmh

1) #t go % e i “sifER e, W o vt & T e = ater W %t few wAm, @ o wen F w b

1}iﬁm{ﬁhuwigwmﬁdldi.mwﬁlnuﬁn!mﬁmm = vt v a3 e b oleos ) ofew 4 S
AGREEMENT by APPLICANT ( st G0 %)

1) By afflung my Sigratile of thumb impraRsin on this Form, | {(Appliesant) ety agree & duthoriss Koshika Foundution snd ii's Trustees 10

ysa/publishiplil-upirepioduce my nama. addmes, photo & detaiis of the “purposs”, lor which such assisiance i requasiedigranted, through sny

medium, including bul not Himited 10 verbal, prn, siectionic, fof solielimg donations for Koshika Foundation and/or disseminating information about I1's

athvitiesiachiovemuonis. Sunh une of my photo & dutails can be made by Koshika Foundation before or after my reatment o fulliimunt of the “purposa”

for which apwstance 15 being requested

211 (Applicant) turther agre= that any such une ol my nams, atideass. photwm & deiain of the “purpose”, ot Which such assistance |8 requegladigraniud,
mﬁmwmﬂnnrmmlemlmmmiﬁnnmmmmumﬂﬂ assintance. Tha decision for granting andior continuing the agsistance will rost solaly
with Ihe Truntees of Koghika Foundation, and Iheir decision 18 {hin regard will be final and acceplable to me

[} TR OE N S e wﬁmm,itmrﬁmaﬁm(w*dﬂmmmﬁm'd#mm{_ﬁium.
m.qmu:in‘rm:umﬂﬁni.rﬁ‘dﬁm‘mwﬂ.m_mwmaqﬂwdwmimﬁﬂmm
ﬁm-ﬁiﬁwmhirmmhtqitminﬁtwicﬂih'ﬂﬁmﬁn'uwmh
ﬂitmiwmﬂmtnfmn.m,ﬂialzhwniMminﬁ#ﬂljm:mnmﬂmunﬂi

‘i wR TR el W frie s s e g |

M‘BMTUHIURLEFTWWMr
w1 T

AGREEMENT by HOSPITAL (wimmm 570 W)

By affing hersunder, signative of our Authorised Signatory for racammending tius caseipationt for financisl sssistance from Koshiks Foundatmn, we
(Hospital) hereby affrm B accepl following:

1) ihst we neifher are presently nar will in luluie aviil of financial eslstance from anathar NGE of any other sourod, for ihe same patlent/case, as we are
requesting to get from Koshika Foundation, to the sxtant al such assistance is graned try Koshika Foundation If th requesiad atisisiance iz not graniad
by Koshiks Faundation. in part ot in full. then the Hospital reserees It's ight 1o make up the shortfall frain anolher NGO or any oiher pounce. This
confirmation essantially states that the Haspital will not avall sny duiplicale assistance for the same patienticase from any oiher NGO or any other source
2) The assistance from Koshda Foundation s orily financial in nature. The chaice of the treatmentprocedure advised/conducted by the Houpital on the
patiunt, s based on the armangemant belwssn the patient & tne Hospital, and (s In no way Influenced by Koshika Fouryation Honce, the Hospital will
assuthe solo & complato responsibiity of the treatrrant & it's aulzome A satety of tha patlent. snd Koshika Eoundation will have no role o responsibiity

in The matter,

wmm#mimﬁdwm'ﬂm““mqﬂtninqmiﬁﬂmﬂmqﬂwﬁi:
nnﬂlaﬂmﬁnﬂﬂhﬂ%ﬂmmhmmuhﬂmﬂ!ﬂm#ﬁmﬁﬂﬂuﬁﬂi.ﬁﬁﬁ‘dﬁﬂm‘
immmewrmﬂ:ﬁm'mmiqfstuh'mm*w-mmmﬁwmmﬂtﬂm
ﬁnﬁmﬂrmmmﬁnﬂmm#mﬁium‘:ﬁnmtlwﬁ#mmmlﬁmmhmmﬁwhﬂ
# wopt sey w el s A @ e
;“ﬂﬁmmﬂm'i?ﬁfﬁwmmmﬁilMwmﬂmﬂﬂmuﬁﬂﬁwmﬁ-wwﬂﬂm
ihumtﬂr'ﬂﬁmm“wﬂﬂlmnﬂmwiimmﬁﬂimw#ﬁﬁﬂwﬂw-ﬂﬁm

N

o W oy cwen W wi i @ Tl e F T W v D
(.
\u RECOMMENDED FOR ACCEPTENCE &M"’
/  wheh w fem s e
Dok of Sutgery Dr PEBETHL B.X Wr LAKSHWIPATHI N
"“’T’“‘ 4B R E DO, FIGO. FPO3 sepior Manager
oAleslae| T iinstti kA s s Prmend mn Buborsed Sgraoy
AR A T . & DIREETE S bl SeAp e,
FOR INTERNAL USE of KOSHIKA FOUNDATICH: Ui 5. Eye 1.{11;*};;,“,
SIGNATURE of TRUSTEE 1 ’ of TRUSTEE 2
i TR 2
r S AP

17.11.2025



