C- 25.60 - $ Lo

APPLICATION FORM FOR ASSISTANCE
HEFAl 54 SEEA WEd

{Healthcare)

Kt%hika

foundation
S

e [))082.5 /04 3¢

( TR 2 )
c

e o5 - =26

uildiieg blodk ot bile.

NAME of APPLICANT :
HEREH T 1Y

Sthamihad 4 i

AGE-YEARS Ff-7% | sEx fam

25 | F

FﬁT_I'IER'EFBFEFUHE'ﬁ M
firmmgee =1 9

€010 — AhyaH

PHEE RESlDEHEE ADDRESS =T

- |urh:ru:

Paﬁ

5 il rr-inﬂ-.-wrm_

—

OCTA

PERMANENT RESIDENCE ADDRESS : w8 S8E7HY 0

QLCUPATION
e IR

~ |

OpME MAIcE £

MARRIED [mmmsn { aferami )

Eﬁmlﬂﬂ

TOTAL AMNUAL INCOME !

—

Reoooe |

(,q

rtach Proof of income)
I R R HET)

PAN No. =18 2] Wi

Fermif %‘U cors |

AT M SR g

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever I8 appl]tubll}‘
= W W B W

Wt 0 Frene =

"ﬁ"%_r’/
i1

FAMILY DETAILS wfiam fasmm

5r. No, Name of Family Membee Aqe (Yoars) Gender Rnlnilnn with Agplicant
g nfinn % TEEq W AW 334%1 & EE Y
) i SR h Pt
v/ U-—DEL-\: Y 1 &)
P ot .o VDR = . .
) ot 9 —i=t ST
=5 W | IS S =
L /] eV L LT A e
== AJ '“,\
BASIS for REQUESTING ASSISTANCE (Thck whichever is applicabie)
mrm % g fafa snm
BPL Cird ' . Ration Card
| Atkach Gir:lr Copy) :mﬁgﬁlmﬁﬂ:wr] MI‘H;:R E:wi :::ﬁi's?ru::;r
it e A W o e 3 = T SHPEEEe ] T W
e R LR e ] {ror W w9 e = (WH ] W R e

"PURPOSE" for REQUESTING ASSISTANCE:

T fd T f = T
8¢ No Medical RlpmﬂPrnnnmEummuch-d
F RN aeEEr B W w) T e g e
F il I A n | i vl QLHFHL I
12 LYAIRR Lii2e T A ; Fordersrarc——
) T {”“'_ AN/ PE Lo FL
L — oL JU B e g
T T T = Zi
L= SIS UL AL (L, =  Fdig '“_H_’L!ULJ uidffé:a’
= \/ < f
ASSISTANCE BEING AVAILED for SAME * "PURPOSE" irom OTHER SOURCES
T IR W B S e wemw R w9 i g fe T 62
51, No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
E A4 B W W T Fe O
ol &Y S7EKS ]  ——
8 L R XD =




DECLAHATION by APPLICANT, S RRT T 75:

11| hersny eonfiem et pll detalls in Wls Form s Troe o the best of My knowledge, Ary falss statement wil render my Application & ongaleg essistance, i/ Y,

lable for rapactiondancelation
Z) | solgmnly confirm thal asststance, | recewed from Koshlka Foundstion, will b used enly for the 'purpase’, as stated in this Form, far which stch AssEEnne
wag requasted by ma L

30| haraby confirm fhat | ave aol & will msd b uloes, 2es) ol Rimbargsmenl, fn par ar in fll, e any ather spurcelemplaysninsurance company, of the amaunt

farwhich this asskstanoe Is requested

1) & s v T v W A T e T S e s e v w &) o S e vS e s e e § o e R we b

2) W g e W i e, ® A f e e e s e g s e e e, W v wn b
3) ﬁgqmihmmﬁ[wm:ﬁﬂi.mnmiﬁrMWmﬁmﬁwﬁmm:ﬁmmm#ammimwﬁqﬁqﬁﬂm.

1

AGREEMENT by APPLICANT (e g 1)

11 By alfleng my sigrature of thumb impeession on this Form; | 1Apphoant) hereby agree & aulthorsy Koshiks Foundation and (s Trustees to
uss/plblishipul-uplreproduces my name, sddress. pholo & details of fie ‘purpase’, for which such assistance s requasied/granted, through any
megium, inciudmg bul rob Emiled ta verbal, prinl alackenis, for sollciing donations for Koshiks Foundation andier disseminating nformation about s
Actytestachisvemants Guch ose of my pholo & detalls can bo made by Koshike Foundaiion bafaré or after my treatment of fulfiiment of the “purpase”
bar wihioh assistance & being naquesied

21 iAophcant) further agres (ral any $uch uss of my name, sddress; phole & datsily of (he ‘purpose”, for which such assistance |s requestergianted,
will net sulmalizally entille me for recmving er continuing the said sssistance The decision for granting andior continuing 1he asslstanca will res| salaly
with Iha Trustess of Kashlka Foundation, and thelr demislon is this regard wil be final and acceptabis o me

I} T OWE R T e WS R e e, AR s ety 5ol s f e witfver oreewe ol T S "= wrf e R B o
W, s S T gy g 2 e 3, 0 R g =m, g, i) e g A oSEr il s soeiet quhfrmw

7 v w9 A fier s 30 w0 e A e o e w e # f ere g @ s st

2 B L) w6 9w 9w o fe o, v, e el fra w o memm o w9 witn § 99 S WO W ST T v

it v e =t SR sl sl et i

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
FETF T WET W S fm

AGREEMENT by HOSPITAL {we9am g #o7)

By iffimng Paraunded, sgnatere of our Auionsed Signatory for recommending (hies caselpatient far finansial sesistanse from Koshika Foundation, we
(Hospial) hereby affirm & acoept followlng

17 that wie neither wie prasantly sorwill in fiiure sl ol fngncial sssigtance from anothse MEO arany oifier souran, (or the sgme patienticase, d4s we are
requesting i g2t from Keshka Feundation. o the exient ihal such assistance i granted by Koshika Foundation. If the raquested assistance is nal granied
by Keshike Foundation, in part or in full, then the-Hospital resarves it's right te make up the shaetfall frarm anothar NGO of any other source, This
confimstion sssenfially states thal the Haspltal will not avall any duplicals assistance for the same patieitcass from any othar NGO or any other source.
41 The asslatanes (rom Koshike Foundabion e only finencial in natute The choice af the reatment/procedure advised/condusted by the Hospital on the
patlenl, b based on the arrngrment babwesn the paliant & the Hospital, and I= in no way infivenced by Koshika Foundstion. Hence, tha Hosgdtal will
asiume sole & cormplets responsibllity of the roatment 4 its outcome & safety of the palent. and Koshike Foundation will have no rale ar respons:hility

1 ke misther

o ST R w5 Ao w8 wiins ey d fafre e i frei = o 8 PR o (e fre wen o g S e w0 2

L) b A g @ efas o fem e Bedt st vem w et s o 8 e e F S W 8w R e owe S we
A fRmTOU T T e Cwi wEEve g ae oy T d il e wetve am e Sty sl ) e W AR W f W e
ﬁm’tﬁﬁrmﬁmwﬁﬂrmHrmfilmﬁwaﬁwmﬁamhm@zﬂmmmiﬁmfﬂnmwﬁmiﬂm

T sl ey m SR e A AR S

2, "t TR # T e S S T w6 6w e R 6 Ay W T = Sv=mTED A Ol e

AN W T S s g e aan e e s e § e wee o Gl gers gan st s o #) wel feteh A o e

£ whft o i = ow ofew e omE o S R

L € _:'-ﬁE"_'_;:lu_r_-l_Eungn FOR ACCEFTENCE

l.'.?f:_""r'*?I1r & T el
Date of Sirgery Fily. Lyt &1 ;

{Hame, Desigration &

ggg - Z,j {Name of Dr. & Regn, No. with Stamp) anb

mp of Authorised Signatory
i of Hospltal)

TR A S TR T 0 WA SV S
FOR INTERNAL USE of KOSHIKA FOUNDATION  siifta 7w 37
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=t T | A T 7

%77 I

. T- B LLT



