T‘ r.{\-& f3 | = L— L_\L. - {]'-.\,. {_—n_-h\__,,ll _'\

APPLICATION FORM FOR ASSISTANCE (Healthcare) Koghilea
HoTaal Bg SAEEA Wy (T S ) TounBating
APPLICATION Mo, & - " APPLICATION DATE : Bualding bloch of fife.
et o ¢|osar]ovls et A\ ¢\ a6n =

AGE-YEARS -4 | sEX Tom

v 5

NAME of APPLICANT : .
e Tm&—;‘k\k&

FATHER 'SISPDUSE'S NAME .
Sty VAo Gond g s,

i il
PRESENT RESIDENCE ADDRESS “ﬂﬂrﬂ:f ﬂﬁl’-‘iﬂ'ﬂ Rl
U-ln-:}]u}u:. CE%) BlaMe Yollanh X bl b

'\--"ntLuk.\.ﬁ-'(\l.’.k‘--\'} \AGD
5 PERMANENT RESIDENGE ADDRESS . =a7s SITHT TA1

Soxr@ A OIS D EIVL [{.&F'_ pm::\

il looaus MARRIED (i) | UNMARRIED.(3fen)
TOTAL ANNUAL INCOME ; e~ [&ttach Proof of Incomo)
o A A Y1 oo |- (o = Emg wem) NP
PAN No. TT{ ST S=__ Yo (%
ARE YOU AN INCOME TAX ASSESSEE {Tick whichever |s applicable): Yes [ No
T HW ET TR (W W OE T 9 W W e e Ll
FAMILY DETAILS Tjfisr fammm
Sr. Mo, Mame :IfFan'l.iI1_||I Member Age [Years) Gﬂn:iur Relatlon with Applicant
WY HE 0 0 . 0 W () i HETH % Y e
h MeLEnAlg J [ oo
o e O wra e A 04 i Ananls
BASIS for REQUESTING ASSISTANCE (Tick whichover s applicatie)
werm % i el amm
BAL Card EWS Ceriiflcats Ration Card Any Other
{Attach Card Copy) {Attanh Certificate Copy| {Attach Gopy) Basis!Prook
iEl T W i g S ol e AU B w1 T
(T ws W) e W (s oo R wen i e W { U 7B Wi W
“PURPOSE" for REGUESTING ASBISTANCE:
T ¥ e Rt = e
Sr, No. Madical Reports/Preceriptions Attached
W wen T W W W e wE W
RE . wYipkio Cosnsa
€ - mean Cedntn
Chatioally, ., L= O
Q)
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T A % W W S W R 5= e A e o w2
Sr. o, HAME of OTHER SOUREE AMCUNT of ASSISTANCE BEING AVAILED
A =) FE W A T
KW=




DECLARATION by APPLICANT. S/ims 0 vivg v
111 hereby confiom el all deiails in this Fom are Troe (o the best al mp knowledge. Any false stistement will render mﬁppllmunn & pngairg ssskslan
feades for rejecicmicaEncesieton,
24 | sodaminly confirm that assistance, |Frecelved from Koshlcs Foupdation, will be used only for the “purpoise”, gs stated inthis Form, for which sueh sssisiar
Was requested by e
3 | hereby oonfimm that | e rot & will nat In utare. svall &f rolmbofssmant, i1 pait e in full, fam any other soutcsemployerinsusnoes company, of he amou
for which this aesistance i3 equasied.
11 5 ey e of 6 g w8 fos ma b T G0 TR S e T W AR = fam v e s w0 weem e @ s e i
R - e O TRV T O e 8 B e B L B

1) § uhe s § T Tm e S o wonE R, wn ufow sl om o oo fieel s bRt St o W T w3 e

AGREEMENT by APPLICANT (ades o )

1} By afllxing my. signature or thumt impression on this Form, | (Aoplicant) homby agres & authonso Koshika Foundation and its Tristees to
ussipHiblshipul-uplrepreduces my marme, address, pholo & detalls of the “purpose’, for which swoh assistance |8 requested/granted, thiough any
mdium, including but hal lmited 1o verbal, prink, eleclroniz, for salicliing dorations for Koshika Foundation andlor disgeminaling information sbout (s
aetivitles’ashiavamants. Suah use of my photo & details can be mode by Koshike Foundation before or aflar my ireatment or fulfliment of the ' purpose”
[ which asslstance is helrg requesied

2 I tAnplicant) fusthsr agree that any such use of my name. address, phato & details of 1he ‘purrese’, far which such assistance |s requestedigranied,
willl ot putematically entitie mo for ieaeiving of oonfinuing the said assistance. The declsion for granting and/or oonlinging e sssieance will feat sekaly
with e Trustens af Koshika Foirmdation; and thelr decision s this rogard will be fnaland scceptabie o me.

1) TR WU W Wi s o) wm e, (Sees) el et o gfe w f v O wifen wdtve s s el o9 efigs wen o & S0,
wE, T S S T g e o s §, o "t e s, o, e e & @ it s aeferst ® e o war mvy

# warttn W R fw sty #1W T W fEw m W et W oaw g e W T e wEge w i s

2 & (SuETw) T0 AR A e TR, sl R o e e s Wiy # o s T w6 wsr S S S i g

" v wEE s e S sanam )

APPLICANT'S SIGNATLRE OF LEFT THUMBE IMPRESSION
aE F TEnE 0 S W fm

BT (o)

AGREEMENT by HOSPITAL (memT 2m =)

By affixing hereundsr, ssgaalurs of o Authorged Bignalony for recammending s casalputiant lof linancial gssistencs from Koshba Faundatlon, we
{Hospital) harsby affirm & sccapt following:

1) that wenzither ars prasentiy nar will 0 fuluss nvail of finondal ossistands from anather NGO or any ather soure, Tor Lha same patienticess, os We fre
reguasting o gat from Keshikn Foundation, to the estent that such assigtance Is granted by Kashika Foundation, If the requested assislance & not granisg
by Koshila Foundation, in par o in full, then the Hospital reserves 108 righl to moake-up tha shortfall from enother NGO brany other sobres. This
cenflrmation essenlially stilas that the Hospltal will nat aveil any duplicaie agsistancea for the same patenticese from any ather NGO or any ather source.
1) Theasslatancs lrom Koshikas Foundation is anly finanslalin nalure, The chojos of the lrestmenlpracedine sdvisediconducied by the Hespital an he
P, is based ob the arengemean] between the patlent & ths Hoopital, and {510 no way Inllusneaed by Koshike Foundation, Hence, the Hosphtal will
gssume sole & complate resporsibllily of the treatmant & it's outonma & satety of tha. patlant, and Kashika Foundstian will kave no mig or respansiblliy

i |frs matter

ot afirn, gt WY o e e st g™ @ Tl wre gy fasifen w2 R e (ereee) Fre v d T s s R

P) W T 7R e ol T R sl of ffive s fee sl dles o e s i o e et o O n @ o £ I S e it s
T famivimg w & A W T e oo e v o aly e W= g A e aeseEe By e 0 e w1 @ s
U e s e e B v B e U B e s e e R e e e e R R el e e s R e e e |
7w e 9 S S AW A R R

2, iR TEAE T 6w e Saw Rl v 31 b R e woner o @ w A Rt T reermafEm w e dhit o g

F 9 = A § A e eRavR g el e W e il 3 s wee F O 8 g que sl s SR S sl Bl A o wmm
T A St R o W it PR v A 8 e

RECOMMENDED FOR ACCEPTENCE
wtgdl & faw def

Date of Surgery ;i‘

AT w A
2”5_]7-91-}# (Na n?[lr & Regn. No. with Stamp]~ .« ,,r r;!.,;},“t.

S A TR e £ A T

FOR mTERHALgsE @g&iﬁ.ﬂg@uﬁmmn

SIGNATURE of TRUSTEE 1

] T 1

o



