C—283-0Y4Y—1058%

APPLICATION FORM FOR ASSISTANCE (Healthcare) g Koshika
HETEAT ¥ SEEE HWIEYy { Trry FEOE) j T Y Y

APPLIGATION Mo. APPLICATION DATE ¢} ~0 Y- 2ol Bl bloc of ke
e A lauan e 2 - L—
NAME of APPLICANT ' ! AGE YEARS W | sEx fin
VS ¢ Meum Slmlrh
FATHER'S/SPOUSE™S NAME :
s W o Mﬂ'"‘l

:ﬂm;%crb T Sallel — PrecP  foshp
PERMANENT RESIDENCE ADORESS - vapf samraity wm

A alaut 0l60 [1elin 1Y
OCCUPATION —
ik ML T MARRIED (Fai#n) / UNMARRIED (sfamien)
mumumﬂ. |Attach Proot of Incame)
w wils s <o ook (57 W W)l
PAN No, w1l T WA
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable)- me
W w s wt e € (O w0 T W wh W P e i
FAMILY DETAILS wftam fm
&, No. Name of Family Member Age (Years) Gender Relation with Applcant
w1 Hom w&mtﬂﬂ:?mm % (=) fin sivs € T Ty
p P RuKrnaru G = Wiie
BASIS for REQUESTING ASSISTANCE (Tick is applicabla)
weram wt firl fimfy sman
BPL Card
Attach Card Copy) (Attach Cartiicte Copy) (httach Copy) Ay Dot
witk tan % B waw LR R R R Firen i > N T
[T % ¥ wm wf T (e w3 w v e B (v v % ww v e E=h
“PURPOSE” for REQUESTING ASSISTANCE:
womm ¥ fen m el W i
8 No Medical Reporta/Prescriptions Aftached
w9 W srmevaie ® wilt w) of sfivey aeit we
] [ F— BT

[E -~  CIJLFE 7HAIRLD

X mﬁmﬁm_nmmﬂ

ASSIETANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES

W agtrn ® vy Wil arm wwe fied s wim W forn o W
Se No. NAME of OTHER SOURCE AMDUNT of ASSISTANCE BEING AVAILED
w4 H= == wim W T o i wermm o




DECLARATION by APPLICANT. s0itw 10 Wy w:

mmmmmuummn‘mmemmu-h.-dmm. false slalement wil render my Application & ongoing assistance |
b for rpecbonicancalnte g o~ ™ "

2} | solemnly confirm that assisianee, I recenved from Koshika Foundation, will be used only for h‘ifmu'.nmdh!hlﬁm for which such sssmtance
wan regquesied by me

Ellhrihymmtmlha-mnaiIﬂnunwnlnﬂﬁmwmmmmmm,m“mmmm.umm
Tor which this mssmtance |y reguested
llimmt#wmﬁﬁtﬁﬂmiﬂmtmmﬁﬂhﬁﬂmmmmnmimﬁrmm w = weh
2) W g W e wte Cwifr e, # o ow oo b, s T T Tt ¥ o ¥ Gk e e, @ oy d wn v b
h!w“{hhamqn-hdrdl,nnhwmlmmm'mm:h#miﬂ-ﬂﬁni@-
AGREEMENT by APPLICANT ( ssdew g1 it
1) By sffining my signatute or thumb impression on this Form, | (Applicant) herety agree & authorise Koshika Foundation and i's Trustoes 1o
usapublish/pul-upireproduce my name, nodress, phato & details of ihe "purpose”, lor which such assistance Is requestedigranted, through any
mm.mmmmwum.mmmmﬂmmmm Foundation andior disssminating infarmation aboul i's

sctivilies/achigvements Bud'buuufmaMlﬂqhﬂhmumwthmmmwmmnmurmmmmmW'
for whech assisiance is biing requosied

:*II!Ammlmwmm-nymhuﬂﬂlmymm,m‘u.m&mdlh‘pm‘.hrmmmmmnuurwwbm
Hmumm&nﬂu&mwrmwuwﬂummnhm #swatance. The decinlon for granting andlor continuing the sssisiance wil rest solely
with the Trusiess of Koshiks Foundation, and thesr decision bs this regard wil be final and acceptatie fo me

1)V A e w6 e e, A (e sl wral Wt g e f o Cwifee wine s we sl " w ey wm f &5 0 W,
n.##I&Mnmﬂﬁi.ﬂ'm*mwtmmptmiw“mMiHM1mw
immihwthﬂmmhﬁmim-miﬁﬁh‘mm'nnhﬂqlh

SRR Rl R R el G R R R R L R T T e pe—————

“wifr" v T i W fele sfe s ) o)

APFLICANT'S SIGNATURE OF LEFT THUME IMPRESSION :

aFTE ¥ T W aE W
‘;’q:-fmz,

AGREEMENT by HOSPITAL (wewmm g0 =1

By affung hereunder, signature of our Authorised Signatory for recommending this case/patient for firancial assisiance from Koshiks Foundation, we
{Hanpital) heroby affirm & sccept following:

1) that we neither are presently nor will in future svall of financial sssistance from another NGO or any olher saurce, for ihe same petienl/case, as we ure
requasiing to ot from Koshika Foundation, o the axtent thal such assistance (s granted by Koshika Foundation If the requesiod assistance it not granted
anwﬂﬂuﬂ.nmmmM.mmﬂhﬂ.ﬂmhmmewmmmummmmMm This
confirmation easentially staies that Ihe Hoopital will not avall any duplicate assistance for the same patentcese fram sy other NGO or any olher source
2) The assistance from Koshika Foundation is only nmmmnmm.thnmmmmm1mmmmmhyhuualtdnnh
patient, is based on the arrangement between the patient & the Hospital, and Is in no way iInfluenced by Koshika Foundution Hence, the Hospital will
Basume sole & complete responsibility of the treatmant & If's outtome & satety of Iha patient. and Koshike Foundation will have no roie ot responsibility
in the matiorn.

et s, wewe W i 6w W) wifie e @ fel won b feele o) w8 4, R e (e S g @ w= w e e

1) e P o iy ot 0 ) ol ST it seee Tl fe wowrl wivees w el sen win 8 s dtot F o w o oF 8, e i e
® firmfinied T ¥ wv F “wifrw wem g oww g e b ool S ifon setm oo e e sfreoee i e o few o b R e
Pl = e e el s e weem W e gim e b TR T wn o e T o o il i e

b wrash e wm Bl e e @ o e
2 “wifrw wietT” A o of ween s fid ey @ o0 e v oo @ of v @ frk o TeUisn W e Gl o e
® ¥ W few & ol i et o el e e v i e v d o0 o pe g sk st W W R P e e

W wrd sl “wifow” @ Wi i m Tl oo o Wl \ /
RECOMMENDED FOR ACCEPTENCE
& vt & fve e \\ W
e Dr. WAFI ANS ARy CHARAN MASSEY

MS (OPH; HAL (Name, Designafdmisulsalanarised Signatory
24fas | vehaind oneamive b S

FOR INTERNAL USE of KOSHIKA FOUNDATION  swafts aweim iy

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE
=mi veme |

-y’ BAT

1an2zo0z2




