VRN=C-21—04~0 419

7o APPLICATION FORM FOR ASSISTANGCE (Healthcare) Kovs,ruka
e ¥ AT WrEy (e ) ___m
R T A e
NAME of APPLICANT | ’ ASE-YEARS Wy
FACE W T DOVI SC]
femwges w1 W

Den)
W__}:Lm&@ ( Fom)y ) (o) houarneD (et
{Attaeh Proof of
¥ s s ,,(Z@G'U'bj”’ (mnmmmﬂ
'ﬁ'm_!m%uW?m'mmm
W WY W WU (dwaﬁwkuﬁmmi Y;/":’:\//
FAMILY OETALS gfomr e
Sr. No. Rame of F Wemnder (Years) Gender Redation with
w9 o %:::’iuw A%(:'l’)‘ frdn ‘m
] MI«MM ey | - ~™ 7
2. AA =3
k.h.&fn} 25 M =
BASIS for REQUEGTING ASSISTANCE (Tich whichever is applicable]
T @ fid Al sma
BPL Card EWS Certtficate Qaton Card Any Other
(Astach Card Copy) (Attach Centiticate Copy) (Attach Copy)
wirdt tan W N yom @ e s wd v v e W e
(T ¥1 9w v v wt (59 v %) wrw s s wh (warm wx W) v o W wh .
"PURPOSE" for REQUESTING ASSISTANCE:
wpon fy %3 v el W ke
8¢ No. Medical Reports/Prescriptions Attached
¥R Wow weme e ¥ wll W of wie ol Wew
RE —  Senic (afnmrj
LE — BYTHI S n{nnar}-
£
SWW-——' (Le) R/ M 7]
S? v e
ASSISTANCE BEING AVAILED for SAM OTHER SOURCES
nmeq«mmvwmmﬂmwm
St No. NAME of OTHER SOURGE AMOUNT of ASSISTANCE BEING AVARED
T W o i W% wt of weam v
I BTS 722:::3}[*




DECLARATION by APPLICANT, stiTs g W Tw;
1)mmuduunummrmnuuudmm.mmmumwwam

rejectionicancedation.
2) 1 sclermrly confiem that sssistance. If recsivad from Koshika Foundation, will be used only for the “punpose”, as stated in this Form, Sor which such
Wi requesiad by ma.
3) 1 hereby confiems that | have not & will not in futre, svall of reimbursement, in part o in A, from any other source’employer/insurance company, of the
for which s assstance is requosted.
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1) By alfixing my signabure of thumd improssion oo this Form, | (Applicant) hareby sgree & authonse Koshika Foundation and Il's Trusteas 10
use/publishpul-up/reproduce my nama, address, pholo & detalis of 0w “purpose”, for which such assistance is requestadigranied, through any
mediam, Inchuging but not kmited 1o verbal, print, alectronic, for soliciing donations for Koshika Foundation andior dissemingting information about itU's
activiSes/achisvemonts. Such use of iy photo & detals cun be made by Koshka Foundation before or afler my treatmaent or fulfiiment of the “purpose”
for which assistance is being requested,

2) | (Applicant) furthor agrea st 8oy such use of my name, addeess, photo & detalls of the ‘purpose”, for which such sssistance i requestedigranted,
will not automatically entitle me for recelving of continuing the sald sssistance. The decision for granting anddor continuing the sssistance will rest solaly
with the Trustees of Koshika Foundation, and their decision is this regard will ba fnad and acceptable to me
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AGREEMENT by HOSPITAL (visme D9 %0t)

By affiding hereundor, signatura of our Authorised Signatory for recommending this caselpatient for financial assistance from Koshika Foundation, we
(Hospita!) horoby affirm & accept following:

1) that we nolither are prosontly nor will In future aval of finendial assistance from ancther NGO or any other source, for the same patient/case, as we ate
requesting 1o gel from Koshika Foundation, 10 the extent that such assistance is granted by Koshika Foundation. if the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves s nght to make up the shortiall irom andther NGO of any other source. This
confirmation esseniialy states that the Hospital will not avad any dupiicatn assistance for the same patientcase troe any other NGO or any other source.
2) Tha assistance from Koahika Foundation s only financial in nature. The choice of (he treatment/procedure advisediconducted by the Hospital on the
patent, is based on the arangomani botween he patient & the Maospial, and Is in no way influenced by Koshika Foundation. Hence, the Hospial will
assume soie & complete responsibiity of the treatment & it's cutcome & safety of the pstient, and Keshika Foundation will have no role or responsibilty
In the mattor,

vt sy, weowd o ol W weladd W “wifn vty ® O el e iy feefn o wet §, Sl ex (veome) e s B e ow el v b

1) o v o whe aby 4 W wivss o fufien woee el A e shes @ et ey vl @ yw et 4 W w A o 4, B pd Csifew Rt
W frwfnfed sw @ wae f “sifire st oo st iy fe b o Cwifve stne® Do wwen fed sfreen B e ol few o € o s
fott sem A wowd v @ foll sew wewe @ weonn =W et e vem §ove gt ¥ e v e § R seme e wex wer ol el
el W W A e R o e

2 “wifme srtm” & W nf ooee s s vy W 9w vmen oo @ o Wy w A ot avovsiw W g of o v
¥ v w e & sy it st po fed v W W v ot b et g d o @ g goe o st ot @
w vk b Cwifow” o Wi e w Aol oo W e ~

é-

DR. SACHIN SHAR ViRECOMMENDED FOR ACCEPTENCE
magnﬁa_mo{-;.»em} wiph % feg sy 12 {mesjla'.of\}
mm mg'"{'ﬁ}?’i{"’/ =

Designation & of A

09'042\ (Name of Dr. & Raga. No. with Stamp) o e s

TV W W Y T TR 1 ™ v % s e sl
FOR INTERNAL USE of KOSHIKA FOUNDATION  ®=ifts 778 #7
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
[ YR | = e )

Sy’ Jr e

30.05.2019




