TEL- B=aM - O®- O O

APPLICATION FORM FOR ASSISTANCE (Healthcare) K{%hl!{a
eI tq-! i ( ) foundation
APPLICATION No. . H APPLICATION DATE : Baildirmg beack of fike.
ST T | closas|eolé el I A A P R
MAME of APSLIEANT AGE-YEARS FTq-9M | SEX fim '
wEm T Sakendhes S\ ngg'r\ Rarlek 2,74 0
'S/SPOUSE'S NAME : N
e Kashas, Sueein Ranond
PRESENT RESIDENCE ADDRESS v MG W
y — g_ o =
s = . 3 [ = ry : i 1:}
MANENT AESIDENCE ADDRESS 2 WA T L
Chaged  OA GOl VAe Fﬁ“’-‘l+
QECUPATION:  LaNoptuax MARRIED (FFeT) / UNMARRIED (i)
TOTAL ANNUAL INCOME : - {Attach Proof of Income] .
Gl "'_-\-E%'tf‘ﬁf+ (am w o wer) v B
PAN No. T EM HEE &) B
ARE YO AN INCOME TAX ASSESSEE (Tick whichaver |s applicablo): ¥os/ Mo
A AT W R (S W W FW R wE W P am 7/
FAMILY DETAILE S faemu
Sr. Ne, Hame of Famlly Member Age {Yaars] Gendar Relation with Applicant
w4 Hon ltar & weed W oA aw () fifm T ® AN T
\ Coodoooois s Sotug (&9 L PO NeD i
& ' g’._u-:'.aﬁ g Sn {"-'_-.1:-. WO A CooNnd 2
BABIS for REQUESTING ASSIETANCE [Tiek whichevar is applicabls)
o e 0 o e
BPL Card 5 Cortil Ration Card
{Attach Card Copy) (Attach Gortifcats Copy) {Aitach Copy) Lol
i T e o w5 W T R 1 o
(SFTT T W W ufE S S T T E R T { W T ] W Wi e i
"PURPOSE™ for REQUESTING ASSISTANCE:
e vy R T fa W S
Sr. No Medical Raports/Prescriptions Attached
w9 HE SRRy 3 WA T T WRET e gem
RE- Ceaondpod Gcpa,
Pk Lol
Quanartt . WP -0t
8 O
ASEISTANCE BEING AVAILED for SAME "PURPDSE" from OTHER SOURCES
T v W B WY A WEmE Al S A e o 6y
5r, No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
D 7w W A i i e
b (A




DECLARATION by APPLICANT. sI< R0 SPrm o:

14| hereby ponfirm that &l detalis in this Ferm e True Lo the best of my Knowledge, Any falss statement will render my Application & angaing assisla
lizbte for rejection/canceliation.

2) | sodemnly canfirm that assistance, If recelved from Koghiks Fodndstion; will be used only for the "purpose”, as stated In this Farm, lor which such assista

wis siguesled by me.

3) | heratry confimm that | Rave not & will not In futurs, avall of reimbursement, in part or in fll, fram any elber sourcedsmplayerinsdrances camgany, of e amoue

for which this assisiance is requested;

1) 3 i s g wE A o wd P Sl R s e un W §) AR W T wE e s o # A s wm fem W o
2 g S e A e w0 el e g i g afe W TR ® Tl fem Smm, & wmowen | v o
1) i o § e frm w gy or e 6 & vy w0 wiee o v Tewn et s da Pl wen @ @t fen £ om0 afe 3 dm

AGREEMENT by APPLICANT (amizs g #ir)

1} By alfizing my sdgnature or thumb impression on thig Form, | (Appllesnt) Fersby agres & authoriss Kochika Foundation and ir's Trestaos to
uselpublishiput-up/reproduce my name, address; photo & details of the “purpose”. for which such assistance Is requested/granted, through-any
rmedium, including but not limifed 1o verbal, print, elecironis, for saliciling donstons lor Koshika Foundation snd'or disseminating information @bout its
aclivitiesinohiovamaents. Such use of my photo & details can be made by Koghiks Foundalion bafora or after my treatmaent or wlfiiment of the *purposs”
far which assistance & bolng requested,

20 | {Applicant) furhar agres ihal any such ise of my name. address, photlo & details of the *purpese’, for which such assisiance ls requested/granted,
will not automatiesly antitle me for reoeiing or continuing ite seid assistance. The dadision for granting andior continuing the assislande will rest solely
wilh the Tiustees of Koshika Foundation. and their decision Is this regard will be final and acceptable to me,

L) I W SRR W SO E T S, (S e g W e s o u st sedee shoses e T ey s f oA am,
i, W st A v e | i §, i o s, wm, e e e 9w il s sl @ fad et e arem

# i wed & im0 9T w w0 g R e W e s ¥ i wee e e st §

1) & (o) e R T B S, e w3 e i gwmn womptadt ) wikhy Byl o wemn s v ol s gy oy

W e TR ot w1 Py sl ol ey g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
HEETE S TR A SE W
/

:f. FA,L.,-L-J'

AGREEMEMT by HOSPITAL  (F&9dm 70 1)

By affixing hereundar, signalure of our Aulherised Sigralory foe recormmending this case/pafient for financial assistance from Kashika Foundstion, we
(Hospifal) hereby affirm & accept faliowing:

1} that we nsither are presenily nor will in fulure avall of inancisl assislance from snothér NGO or any othar source, for the sume patient/case, as wi ar
renuesting to-get from Koshika Foundation, to the extent that such assistance is granted by Koshlka Foundation, If the requested assistance & not granizd
by Koshlks Foundation, in part or m full, ihen the Hospital reserves it's right 19 make up the shortfall from another NGO or any offer source., This
canfirmation egsentially states that the Hospital will not aveil any duplicate assistance for the sama patienticese from amy other NGO or any ather souros
2| The assistance from Keshilka Foundation ks only financial in natuts, The-choloe of the treatmentprocedure advisedltondusied by the Hospital on tha
patiant, is based on the arrangemant between the patient & the Hosplial, and 5 In no way Infusnced by Koshika Foundetion, Henos, the Hosplal wil
assume sole & compiele responaitility of the Featment 4 il's outcome & safety of the petient, ond Kasnika Faundation will have no mie ar resmonsinllily

in the mattar i

o sl el 1 AT R TR W s e A el aee i TEwim W ww §, FE e (vemeen) Fee e o e s e s

1) 7% e 7 ot e sl 7 F s # fafr wmn e frowoen st w Bl s wn @ w e F o w3, 39 e e e weee
A Tt 398 = e 1w e o g gy e ol e wemve wm el s g e i e oo & o s
Fotit 39 0 e o R S e @ W 0w st e e £ o F e wm o § TR e i v gl by e
W wrwAT Fom m A S e d A el

2 i mreE A Fonf weven e R wef o) & oddd or iy grn ) e o fe T eyl w0 g Tl o g

o W Twg i SR e g el TEn s T s ) nalent eeme A i W e g sl s a8 el feed dnt v e
1 it st i Wt s Tl v e F W s

RECOMMENDED FUR_.!:I’.‘FEPTEHEE
1 st & e gt <,
Date of Surgery i > ';Qﬂ?: g
Mﬁﬁrﬂﬁ E ; ;“'ll" ,_.;.- !ﬁ-
; - i e ol {Mame, Designatl ¥ atory
= ] 00| 2030 {Name of Op. & Regn, No. with Stamp) © .~ _ <" & DM O Hos
bt b s TR D W 3 AT Sl V-
FOR INTERNAL USE of KOSHIKAFOUNDATION s 7w . &2,,a%e ™
SIGNATURE of TRUSTEE 1 RN SIGNATURE OBTRUSTEE 2
] BT | R

7“’ B B




