OEN- (- 2%3-0\- 258 & =
APPLICATION FORM FOR ASSISTANCE (Healthcare) K(j‘g’h[ka
HETA ¥ S0EEH Wy (P JEwe) foundation
————
APPLICATION Mo. : = APPLICATION DATE : Buitding blodk of fila
T A c\owyz) oooy g vw\u\ 1013 .
AGE-YEARS #IFj-ad% | sEX fon

NAME of APPLICANT

SR = S LCER \kc\»ig \ G ")

FATHER'SISPOUSE S NAME -
e = 3w o, Nlsxmen
FRESENT RESIDENCE ADDRESS #awF SToWAT W
Y ] [

-

LS N
PERMANENT RESIDENCE ADDRESS : =012 s vl %Q Qo:"ﬁ-
Cowt® A< aYwRhiC.
e T MARRIED (Reafier) ¢ UNMARRIED (st
TOTAL ANNUAL INCOME {Attach Praof of Income)
bl o 5,0-1:-@.-(-[- (fedher Tpcome ) (31 % e we). R
PAN No. B0 Wl 8% b p
ARE YOU AN INCOME TAX ASSESSEE (Tick whichover fs applicable). Yos [ No
R S R AR R R B g gy Ll
FAMILY DETAILS gfam fagm
Sr. No. Name of Family Membaer Age (Years) Gender Relation with Appiicant
N T e ¥ ween w1 am 20 (i) fan e I L B L
1 “Dove \oaegis e A Voo
2 Xasaas oA e, £ Y\oan0 9
BASIS for REQUESTING ASSISTANCE (Tick whichevar (s spplicable)
worE # T el spun
BPL Card EWS Certificaty Rution Card Any Other
[{Attach Card Copy) {Attach Certificate Copy) (Attuch Copy) Basis/Proof
T T a S g P9 A W IYIEN e . P
(wmm 51 &1 e ufy W w4 (W W% W ol W (w5 w1 o gl e -

"PURPOSE" for REQUESTING ASSISTANCE:
oW ¥ B R R W gt

Medical Reports/Prescriptions Altached

St. Mo
1 " eEmeEieE 4 a@ wt v ufede aE e
RES W CeroRes Catoray wSron
Lt Lo oA
Suwsaptal 1 BT - O B v
(B ESTRLY
o
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
R R R e i Rt
5r. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
O e ol T TR
WY




DECLARATION by APPLICANT; W% 75 st v

1) | hershy confinm that a1l delails in s Form are True o the biest of my knowledge. Any false statement will rafider my Applicalion & ongoing assistance, if any,
liable for tejecton/mnoaliation,

2) | solemnly confirm that assistance, if received from Koshika Foundition, will be used only for the “purpose”. as stated i this Form, for which such asyistance

was fequested by mo

311 hereby confirm that | ave not & will nat in future, avall of reimiburaement, in part of in ful, from any other source/employerfinsurance company, of the amount]

far which this assmtunce is requestod

1) immm{%wmﬂﬂﬁiﬂwmﬁﬁm*ﬁrﬂtmm tzw'wﬂt}ﬁﬁﬁimwmmwm'iﬁ#ﬁmﬁmﬂmmh

3}t’t‘rlmﬁmnﬁ"sﬁmw:ﬂ".dmmrﬁt.mmmmﬂweﬁﬂmm,iwmﬂmwh

:nﬂHmmthﬁvermiquhvs‘ufi.mnﬁrnmwmﬁmﬁnﬁmmmhﬁfﬁwidﬂﬂmiq’n
AGREEVENT by APPLICANT (ss: mm wt)

1) By aifixing my signature or thumb impression on this Form, | (Applisant) hersby agree & autherise Kashika Foundation and It's Trusteas to

tse/publishiput-up/reproduce my iname, address, phalo & datalls of the “purpass”, for which such assistance Is requestodigrantod. through any

mediim, including biut not imitad 1o verbal, print, elecironic, for soliciting donations for Koshika Foundation and/or disseminaling Informalion aboll It's

aciivitiesiachievements. Sugh use 6 my photo & detalls can be mada hy Koshika Foundalion belare or after my treatment o fulliiment of (ha ‘putpose”
lor whict assistarics is boing roquestad, '

2} (Apphsant) further agree (hal =ny such use ol iy name, nadrass, pholo & datulls of the “puroosa’, for which such assistance i requestedigrantsd,
will nol automatically antlle ma lor receiving of continuing the said assistance. The dacision for granting andinr cantinuing the ssistance wil rest solely
wilh trie Trustees of Keshika Foundation. and Ihair decision Is thiy regard will be final ard accaptable to me

1) T 09 VR e oS Al om s, (o) w-&umﬂr.tﬁvgﬁzm{ﬁ“tlﬁmmmahmmﬁ'ﬁ sfiwgy wm f b W
w.-e:'zaim‘nﬂhmramﬁﬁﬁai.ﬁ“ﬁﬁm"mm.m.mwmﬁmmﬁﬁﬂﬁhm&m&hﬂﬁmm
#mﬁamﬂa‘r#m:ﬂhmhﬂimwﬁwwﬁim#wﬁmmﬂw%m“%ﬁwﬁm'wwmll
:,'-ﬁmt'm:iwmum{ﬁsﬁum.m.vﬁﬁﬁﬁnﬂﬂfwmﬁaﬁmﬂwﬂmiqﬂmﬂmwmﬂmlmmﬂ

" v T e w R s sk s g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION |
R W W w S S

3@” 2

AGREEMENT by HOSPITAL \FRET B0 )

By affixing harounider, signalure of our Authorised Signatory for Tecommendiriy this case/patient fof financial assistance from Koshika Foundation, we
{Hospltal) hareby affirm & stcept following:

1) that we neithar ara presently nor will In fulure avail of linahial asalatance from ansther NGO or any ofher source, for the same patienticase, g5 we are
requesling lo gat fram Keshika Foundalion, 1o the sxtent that such assistance ks granted by Koshika Foundation If the fequesied assistance isnol grantey
by Koshika Faundation, i pari ar in full, 1hen tha Hospital reqarves I's right to make up the shorifall from angther NGO or any ather source, Thie
cotifirmation essentially states thal the Hospital will niat avail any duplicales auslstince for the same patienlicase from any olhsr NGO of any olher source,
2) The-assistance Irom Koshika Foundation |s only financial in naiure. The chaice of the treatmohVprocedurs advisediconducted by the Hospital an the
pabent. s based on the arrangement batween he patient & the Hospital, and is in no way Influenced by Keshika Foundation. Hence, the Hospital will
asslime sole & complate responsibility of the trestment & IV's outcomn & safely of the patlent, and Koshika Faundation will have no role or taspunsibility

in the malties.

n:mﬁs#a’lumﬂn-nnm#mwmﬁm#mwmﬁﬂﬂmwﬂaﬂmﬁmmiﬁﬁﬁwﬂtttﬁ#hm'mm"
ﬂfmfmfmmﬂmuﬂ"ﬁﬁmm&n”mwﬁhtnﬁ“ﬁﬁmm“mmﬁﬂmﬁumnwwﬁmmtﬂm
'ﬁnﬁmhmﬁ#ﬂﬂmFc#tmm#mﬁqmmmhm@timmm!hmmmmﬁw%5&#1
) e ) fEd s A R s
2.‘*wfmvmhﬁ"ﬁﬁrn#wmmmﬁﬁmw&mﬁhﬁwmnﬂﬂﬂmmfﬁv&mﬁmmqm#&ﬂm
aka‘r—-rmfmwidk'mﬁmmdm“mfﬁhmwﬁfmqﬁilwmimﬁ#ﬂﬂmW!ﬂ!ﬂﬁiﬁﬂmﬁﬁu!ﬂﬂ'&ﬂm
w1 il w*m"ﬁwﬁmmﬁﬁmrﬂm-&mw

RECOMMENDED FOR ACCEPTENCE
i & S
Date of Surgery x
I & miw
\u\2003
e_.’tﬂ- 1
SIGNATURE of TRUSTEE pat SIGNATURE of TRUSTEE 2
TR T 1

Steey? DY



