-

=

i (-2 -05 -0 307

APPLICATION FORM FOR ASSISTANCE (Healthcare) KO”SI’L['QB.
mmmm!' CRSI T foundation
APPLICATION No. - APPLICATION DATE : (y |- O &~ &1 g b ol e,
s T ﬁ/ﬁmfm&'l s freh
NAME of APPLICANT © AGE-YEARS 3174 | sex fim
T “Bhax-pay T2 £
FATHER'S/SPOUSE"S NAME :
T W Chiy luem
= PRESENT RESIDENCE ADDRESS &HT L
- - i ey . =
A - Helypl FTE“ ﬁffaj:'
PERMANENT RESIDENCE ADDRESS : #f SUFrale W
B¢ clhevl
OCCUPATION : Hﬂwffﬂakﬁ' nvﬁ){hnn}fmt“}
TOTAL ANNUAL INCOME - (Attach Proof of incame)
w s S3ew |- (famk) (o w e we) ]

PAN No. 71§ a7 W

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever |s applicable)
oM s s o d (A T W T o i m e e

‘ruﬂa
w/

FAMILY DETAILS wiTap firmm

B No Narte of Family Member Age (Years) Gundnr Relation with Applicant
= AEE _ oftam % w5 W W ™ (=) fetn STEH F WY wE
B | ShiVHdm 70 45 HOIS Oand
2 TaWy 6 4| Con
Y SUESHA L =5 2 dagghtey w4l
LS Vo Voo 78 ™ B D G )
BASIS for REQUESTING ASSISTANCE (Tick whichaver s appiicable)
it i
BPL Card EWS Cartificate Ration Card Any Other
{Attach Card Copy) {Attach Certificate Copy) (Amtach Copy) Basis/Prool
Wi T % N T e e Wy FIGE e a0 O
[y vy W e ufy W Wl et wn WY el wle W (e o wh o ol e Wl

“PURPOSE" for REQUESTING ASSISTANCE:

wrem #q fet m sl W et
Sr, No Medical ReporisPrascriptions Altached
¥3 e wegme/Eie @ il w1 whee e wee
T DEL ST A—. 1 Semp Cuteratt
I — Seolf  (wenall
= Eu?ulrcw ~ RE- CICC o PminA
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ I % ¥ w o e feel s wi W fem o W7
Br. No. HAME of OTHER SOURCE AMODUNT of ASSISTANCE BEING AVAILED
#9 Hen W= v W A et = s T
i 711l




DECLARATION by APPLICANT smivw gm wiwm m:

1)1 heraby confirm ot all detass in this Form are Troe 1o tha best of feise statermvent will ronder i assistance, if
il my knowledge. Any miy Application & ongolng any,
Pyl Mgﬁmmm.ﬂmmmm.wummwh purpose”, 85 siated in this Form., or which such assistance
was requested by me

3} | Py confirm tha! | have not & will not in future. avail of resmbursement. in part o in full, from any other source/employesinsurance company, of the amosnt
for which this assistance & requesied

1) & wirew wow e orw w4 ek g wd fewre B sl ¥ s v v b ool sif e o s wee e wm §d 30 s e @ W wet b
1) % pn o w0 Csifre e dda b e T al i i e i A e i mem i b

1) # gfe won f fi o s o wdw Wt nf b, T o W s @ wen o el w el werlt @ 8 o e b @ o o o
AGREEMENT by APPLICANT (spies on W)

1) By affaing my signature or thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and it's Trusiees 1o
usepublsh/put-uplreproduce my nama, address, pholo & detalls of the "purpose”, for which such assistance Is requesied/granted, hrough any

madam, includng but not imited 1o verbal, print, slectronic, for soliciting donations for Keshika Foundation and/or dissaminating information aboul it

activilies/achiverments. Such use of my pholo & detalls can be made by Koshika Foundation before or afier my treatment or fulfiiment of the “purposs”
for which assistance is being requesied

2) 1 (Applcant) further agres thal any such uss of my name, address, photo & details of the *purposs”, for which such assistance is

will not sulomatically entitle me for recehving or continuing the sald sssistance mmmmmmwmmuﬂwwy
with tha Trusiess of Koshiks Foundation, and thelr decision s this megard will ba final and acceptabls o ma

L) v v o e w A W an mmer d (anles) e wrefe o gfe s o v Cifow et o owe i W) e wo s S o,
Wi i fewrn g owen o wifer &, o “wifen” g i, o, e get agten @ wl ikl sty avefond o fid fal ) vam

o yftn wrd % fie s § #t woe e fee it g ® Tl e @ wn ¥ fim S st sl g

2) 4 (www) Wowm @ wpm { s 0, v o e W e e € i @ el 4 o8 em: e W e o o e

“wifrw” ey T =il w fle s shy srsre g

APPLICANT'S SIGMATURE OR LEFT THUMB IMPRESSION :
wrrs o wrwr wm el W T

) fet

AGREEMENT by HOSPITAL (w=ms 0 so1)

By affixing hereunder, signature of our Authorsed Sgnatory for recommending this caseipatiant for financial assistance from Koshika Foundation, we
{Hospital) herety afimm & accept lolowing

1) thnt we neither ane presently nor will in future ovall of financial assistance from another NGO or any other souroe, for the same pationt/cass, as we ara
fequesting 1o gol fram Koshika Foundalion, 1o the extent thal such assistance s granted by Koshila Foundation, If the requested sasistance B not granisd
by Koshika Foundation, in part or in full, than the Mospital reserves iT's right to make up the shortfall from another NGO or any other source. This
confirmathon essentally states that the Hospital will notl avall any duplicate assistance 1ot the same palient'case from afmy olhed NGO of any ofhel souice
2} The assistence from Koshiks Foundation i only financial in nature. The choice of the trestment/procedure advised/conducied by the Hospital on the
patiant, is based on the srmngement betwaan Me patien! & the Hospltal, and is fn no way influsnced by Koshiks Foundation. Hence, the Hompital wil
assume sola & complete responsibiity of the reatmant & i's cuicome & salety of the patent. and Koshika Foundation will have no role or responsibility
it the st

et wieps, wemed ¥ i 8wl W s wetE 8 fads weres vy foraofon el §, e v (ree) P oewn @ mesow wm e b

1) we i or o ol by oy o i o fadivr s el e sl s w el aee vl A e Dl F o w A ok #, A faowed “wife st
A firrfnfirdh 7 ¥ wav 4 “wifen wew po v i e oo Csifos smetm pn e fefe sffesoren iy o W fen e o s
ot ar= i ol s w fedt o= e o wew W w0 s gie o b o gfe f we we e TS s e o oae b &y el
e wowf siew o sl W e W o) A

2. =wifs wTR" @ o m wewE we fafm i W b ol e g S o e W e e W ol T e

& v = fam § & Sfew v o F oW wif Tm ot b el e  oh 2 e g s T 9wl el 9 o e

FICO (UK) | Signatory
QW D
_3\5\ %umw 1 O, X s}
FOR INTERNAL USE of KOSHIKA FOUNDATION  s=sfrs 7w
SIGNATURE of TRUSTEE1 SIGNATURE of TRUSTEE 2
=l T | = Fe 2

S’ )




