VRN -C-21-04-0%#38

Ko‘s’hika
foundation
Duindng bioch of bfe

fowzm w1

/APPUCATIONFOR“FORMWANCE (Healthcare)
WETQMW By AT WS (ereag )
werven: V0421 6D5¢ wane o 14lvalz) b
3 ; -t
BRER™ Gani Singh o
FATHER'S/SPOUSE'S NAME :

Makua

— IMM:W(M)
TOTAL ANNUAL y (Altact Proof of Income
9wt sm |9 60°/— (o w1 wwes ey N -
PAN No. W —
ARE YOU AN [Tick whichever Is sppliceble) Yos
W NSO (% N T W) W A o rl;::’t L
FAMILY DETALS wfturt frem
% No. Narme of Member Gender Reistion
R W it % W W ‘;?.1; fin m?m
L IS R E G Fe
e S Con Ao PN %) =6,
BASIS for REQUESTING ASSISTANCE (Tick whichever s applicabie)
woon % R faf
BPL Card EWS Cortifcats Ration Card Any Other
{Attach Card Copy) (Attach Cortificate Copy) (Atzach Copy) BesisProof
»id o @ N ym Uy we 2 vy Toviren wid -
(vam T W ww v W wh (e W) wew ey wh (vom vy o wen i W wh ¥R .
"PURPOSE" for REQUESTING ASSISTANCE:
werem g fed md feelt W gt
$e No. Modical Reporta/Prescriptions Attached
LR sEpEvET 2 Wi % o sfic o vy
RE — Jenile (olasdial s
L — Semile (k¥
Qu;;&‘g -—EI_EZ LN o S N ;W
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
W Itve ¥ g i w woew fesh s win @ few v o
. No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVALED
TR W e v W w of weran ot
™ TTDRCT m/i,-




DECLARATION by APPUCANT. ses g whwey 5%;
1)mmmum~huswmurmuumdmwmumuwwwlm

rejection/cancelation.
z)muweu:mumm,cwmmmuumwhnmﬂumnmmumm
was requosted by me.
3) | hereby confirm that | have not & will not in Auturs, avel of relmbursement, In part o in 1ul, fom any other sourcelempioyerinsurance company, of the
for which this assistance Is roquested.

1) & v wow o f v wer @ Rk vl nd femr S8 W soper W o W SR ] feror o wen s we e § 8 40 woen e oY w vk
2) %t pu % e oin “sifen sl @ W w o §, vew s Tl vt o ¥ ¥ vt few wdn, o W owe d woove
3) # ¥ v  f% frw s By o onin ot o 7w w0 afw @ wen frem e e seftweds w8 3 o fve £ ey @ ol ol

AGREEMENT by APPLICANT ( ses @ %00

1} By afaing my signature of thumb imgression on this Form, | (Applcant) hereby agree & authorise Koshika Foundation and Ifs Trustess 1o
usaipublish/put-upirepeoduos my name, addrass, photo & dotalls of the “purposa”, for which such sssisiance is requesied/granted, throogh any
medium, nciuding but not lnlted o varbal, print, electranic, for soliciting donations for Koshiks Foundation and/or tissemingtng information about I's
activiten/uchiovements. Such use of my photo & dotalls oun be made by Koshika Foundation before o after my treatment or fulliment of the “purpose”
for which assistance & bolng requesied

2) 1 {Appiicant) further Ggree (hat any such use of my name, address, photo & detaly of the “purpose’. for which such aseistance is requested/granted,
will not sutormaticaly enttie ma for receiving or continuing the seld assistance. The Cecision for grantng snd/or continuing Ihe asssstance will rest salely
with (he Trustees of Koshika Foundation, and thelr decislon s this regard will be fingl and occeptabie 1o me

1) W Ty aet et @ vl o) e woer, # (apiew) et wndh W gie wor o Cwifom st ol et et afuge wm e %0,
v, w2t ot @ fewrw o wuw o e £, w0 et weq sml, s, weam gt axtre @ g el sic Tl ¥ Bt Rl @ e

A wufty wrd ¥ S adewy 1§ Tor W few W P ¥ vt @ we # e ¥ ey “wifw et v and e b

2) & (ko) wo oo weer o 75 S0 o, wn, 088 ade fenrw of e woem ¥ acted @ e | g0 we: o W yeor T v W e

“wiftre* vy Tue Swfid W fde o b weeed v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
sitw W yeow W i W fem

AGREEMENT by HOSPITAL (yo9ms DU wU0)

By affxing hereunder, signature of cut Authorised Signatory for recommanding this case/patient for fnancis! assistance from Koshika Foundation, we
{Mospital) horeby affirm & accapt folowing.

1) that we neher are presantly noe will in Asture avad of financiol assistance from another NGO of any céher source, for the same patientcase. as wo are
requesting o get fom Koshika Foundation, 10 the extent that such assistance is granted by Koshika Foundation. If the requosted assistance is not granted
by Koshika Foundation, In part o in full, then the Hospital reserves It's fight 1o make up the shoetfall kom anothe: NGO or any other source. This
confirmation essentially states Sat the Mospital will not avall any duplicate sssistance for the same patient/case from any other NGO or any other source.
2) The asséstance from Koshika Foundation is only financial in nature. The choice of the ireatmentprocedure sdvised/conducted by the Hospital on the
pationt, is based on the arrangement betweea the patient & the Hospltal, and is in no way influanced by Koshika Foundation. Hence, e Hospial will
mnﬂo(mmxyummthmluﬁudhmmmFMﬂmMm«m
wot sfoyn, vl W) s wel S W “wifee wrrtee” 4 e wpee f feefn ot wd £, A v (vow) P ven @ w o when vl b

1) U fis % o wie ot v ) oS o Bdlee wem fed A woel v w fed e iy @ 3w St F W w A o 4, e e Ceifew St
# fraftnfvdh o ¥ wown § “wifow st pr wee iy e ) Wk Ceifn srte oo e S st et few wm § o s
foul s & e wen w el e e @ s W s e v ) T pe F W ww o e oo e wex e St £y el
#t vl dem @ fedll on e @ 90 Al

2 “wifm gty 4 o of wpey S ffr gl o 38 s veme po @ of wer S o8 veuEee W T B o v

% e w e ol Cwifre st g e v o v ot b et peooe € S 8w gre bt ot w0 e Ao b Nvg)

e ab i o W e Pestod v e ) o
DR. SACHIN SHARMRZER ‘gmﬂgm

Date of Surgery -
o o Wiy Reg. No. -
15104421 (Name of Or. & Regn. No. with Stamp)
TN W L YL L
FOR INTERNAL USE of KOSHIKA FOUNDATION
SIGNATURE of TRUSTEE 1
v |

&4

-

30.05.2019




