HMNOM-(-6-01 -1350

APPLICATION FORM FOR ASSISTANCE
HETHT By EET WEY

(Healthcare)
(=g T

APPLICATIONDATE : |3 .()| - -6

Ko‘s’hika

foundation
Duilding block of ide

ArpucaoNMe.: ( [0\ 2] 0\ b8

s fivedl

it R -
H*rnmwu NAME - ﬁmm

PRESENT RESIDENCE ADDRESS A9 AWM Tl

(oM YY

=
m“m"*l.ﬂ.[)w MARRIED (rfis) | UNMARRIED (3fm)
T gt YO, GF% (Famiy o) TR L

PAN No, 7Tl W HEl

ARE YOU AN INCOME TAX ASSESSEE (Tiok whichever Is applicablo):
wmmnﬂwimmmmm!ﬂmhﬂmn N

‘l';;‘ "é/

FAMILY DETAILS viam fam

87, No, Nama of Family Membar Ago (Years) Gendar - Relation with Appiicant
w1 e A F e W AW 7 () fem WATH % Y T
AWK 5 g AL
2 PRI 0 L ;
N T N ) N T TSE0HD]
(! YDVl 20 [Ehal z
l
BASIS for REQUESTING ASSISTANCE (Tick whichever is appiicable)
wemm ® o feafi s
BPL Card EWS Cortificate Ration Card Any Other
{Attach Card Copy) {Attach Certificate Copy) (Anach Copy) Basis/Proof
i T % A v T e | U W Fa W wne
(wsor 1w v o W Wl (g e W w wih W W (yam ¥ W W IR e
“PURPOSE" for REQUESTING ASSISTANCE:
wEIT B fwa mh PR 9 AT
Sr. No. Medical Reports/Prescriptions Attached
w9 HA FemEERL § WA W T v [E W
Er - UINY
. LT - Tooneal UiCD]
I o .2
ASSISTANCE BEING AVAILED for SAME “PURPOSE" trom OTHER SOURCES
I W 8 W &= werEn Tl 5 enE R o w?
St No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
BN WEN T VR % 9 1 I HETwm

" L i




DECLARATION by APPLICANT. sibew gt oy w4

1) hereby confirm that all detads in this Form s Tmlnﬂuhutafmyhnﬂlﬂbdgu.ﬁnyhhihmﬂ render my Application & ongoing assistance, if am
lisbile for rejection/cancelialion

E]memm+fmmim_hmnHMthndiﬁnn,mﬂhmmrhﬂﬂm',ﬂ!mﬂd i Ihis Form, for which such astistance

was requesied by me.

3) I heraty confiem that | have not & will pot in Kiture, avall of reimbursement. in part of in full, frarm any ather soume/employerinsurance company, of he amoy

for which this asaistance is requestod

uimmttnm&ﬁﬂmmmmimmm@hwﬂ:ﬁmiﬂmmwmiﬁﬁmﬂmﬂmmm'

AGREEMENT by APPLICANT (sries g wirt)

1) By affixing myﬁ;mu mmmhmwmmmmthl{Amﬂm]mpym & auihorise Koshika medmlnnmdir: Trustess o
mmmwwm My M, mrun,m & detalls of the “purpose”, for which such assistance ls requested/granted, through any

for which assistance is boing requesiead.

2} | (Applicant) further agrise that any such use of my name, address, pholo & details of the *purpose”, for which such assistance I8 reguestadigranied,
will nm;umm:ﬁmilrmﬂunmhmmﬂﬂnnmmuﬂhm-wm-ﬂuﬂmm Iwmnumd#mmﬁnmngmusﬂmwmrm solely
with the Trustess of Koshika Foundation, and their decision is this regard will be final and acceptable to me.

|}mmmnﬁm1Mﬂmm.ﬂtM}mmiﬁﬁmtu“mmaﬂtmwﬁi " Afiess = { s 40 Wy
ﬂu.mh}ahﬂM'HMﬁﬁlkﬂ‘m'mﬂ.m.mﬂmﬂﬂﬁMﬂ!ﬁWiMﬁﬂ'ﬂmw
i|mﬁutﬁthmhﬂmwﬁmﬂmﬂmmmiwﬁtM'mm“nﬂmh
nil(mmmmim{ﬂﬁumm.ﬂ&#ﬂmﬂﬁmtﬂwiuﬂhigﬂm:mnmmmumm#
'ﬂhﬂ“mzﬁﬂﬂmﬁhﬂﬂﬁMMI

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -

T W W aid W Py ) '

— AGREEMENT by HOSPITAL (sewm o0 300)

By affuing hereunder, signatupe of our Authorised Signatory for recommenting this case/patient for financipl assistance from Koshika Foundation, we
(Hospital) hereby alfirm Saccep! fallowing

1) that we neither are presently nar will in future avail of financial assistance from another NGO or any other source, lor the same patient/case, as we are
requesling to gal from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistanca Is not grantad
by Koshika Foundation, m part or in full, then the Hospital resarves it's right to maka up the shortfall from unother NGO or any other source. This
conflirmation essentially states that the Hospital will not avall any duplicate assistance for thir same patienticase from any other NGO or any other source.

RECOMMENDED FOR ACCEPTENCE
ety % R s
Date of Surgery b NS r

wiyt w A i! ™ I._*_::ﬁ' 1

S m 5 S TR W o

FOR INTERMAL USE of KOSHIKA FOUNDATION mmﬁk' .

g3 o0 ,iu',‘“F
SIGNATURE of TRUSTEE1 o 1. .~ SIGNATURE of TRUSTEE 2
2l T | oY a8’ Ty 2

o NP




