VAN-¢ —23- 65-1ed)
APPLICATION FORM FOR ASSISTANCE (Healthcare) K{g h[ka_
— HEEA ®e, FAEEA WEd P m_’ foundation
e \/[0522 [l e e ) LY

MAME of APPLICANT AGE-YEARS Wi-md | gEx fm

=HTE ¥ TR ’DUJ:‘.UU* F0o -

PRESENT RESIDENCE ADORESS W99 ST W
L4 el

mﬁgﬁu::rs NAME Nﬂ chi mh o1 L:i

me Al  aboyc

SKesganh, Shengash, Sheigash, Nheaganh Jamgan o oo~
Mathun W%W— : cﬁf, o
ENT RESIDENCE ADORESS - [ (:_CJIS,_D:DUJ{U{_;'

CCCUPATION

s Home M aKen WARRHED TR | UNMARRIED (sva)

TOTAL ANNUAL INCOME : 5 (Attach Proaf of Income)
w1 witw A3 - ¢ Faow 1Y) (e werm) /N
PAN No. i @@ Wl
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is apphcablel: Yes / No
e i s w wm t (W o W T W Rl w1 o e R
FAMILY DETAILS wiimm o=
5. Na. Mamo ol Family Membi Age (Years) Gender Relation with Appllcant
Y W wiEn ® @ w5 T W (7) fn F W Ha
IE Turrasd F5 M Hus a0l
i Vo ga - e ¥l SN
i J_ ¥
) AL b Iy | L .U_&igdli‘_ﬁz_"ﬂﬁnﬂl'_
q KT I iz (oamd S0
S.
BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicable)
wemm % e faefn s
BPL Card W
{Attach Card Copy) t.l.ulihwgiunmgiu:gupy] ﬂi’ﬁ'gﬁy BA"".' u“""',p '
witdt o % o s T e W W T Ty WTE -
(Yo 73 W R wEE (T T e O = W (7w 75 =1 TP Ui WA W T &% W
“PURPOSE" for REQUESTING ASSISTANCE:
wyrom 7 fed m fee = e
8r. No., Medical Reparts/Prescriptions Attached
w0 wEN  seARvERT @ 9@ Wi pies el e
HE - Seanade Calanart
oy - Seaulf  Calaidalt
e
Sungeiy - {_;HE:',J S ECS + Tol
i i e
ASSISTANGE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ TR ¥ 7] w4 o= wem e = ww oA few o oo
51, N, NAME of OTHER SOURCE AMDUNT of ASSISTANCE BEING AVAILED
N T ¥ Vim W . wf v o
| DS QEOE;—




DECLARATION by APFLICANT: S g T T
1)1 hizeby confinm thal afl dhitalls in this Farm are True 1o e best of mym:rmdgu.ﬁnfmwnmmﬂ render my Application & ongoing
linile for rej cancellaton,
1 poiamnly confirm fhat assistance, |l mecaived trom Koshika Foundation, 'mﬂhuummwrhu‘mmm‘.mamd [y this Foem, fer which
was [oguested by ma.
1) | hereby confirm that | have n-ulhﬂnommm.mulmmmnt.hpmwlﬂmﬂ.ﬁmwmmmalanp&mmmmnmmm.ul
for which this assstancs s requested,
nim-rm{rmmmﬁﬂiﬂﬂl WHMﬁmwﬂmi:ﬂﬁmqﬁm s w e £ i TS P W
1} ot Em 2 wrren vin o s, B W tﬁt,mﬁﬂﬁﬂrﬁﬁiﬁimm. o= uws | s ma &)

3) ¥ e wom { s ol mﬁnmﬁwﬂ,nnﬁtmnﬂﬂumhfﬂmﬂﬂnﬁuﬂﬁwimlﬂnﬁ wifirey & i

L

SGREEMENT by APPLICANT [ ssit% B0 %10

1) By aMfixing my signatute of [numib impression on this Form, | {Applicant) haroby agree & sulhorise Koshiks Foundation and I's Trusiges 10

s/ publ BN PUI-UR/TORIDAWER Y pame, sddress. photo & details of the “purpase”, for which such assiiance s requested/granied, thicugh any
miadium, inclading bt nol lmited j weebal, print, alocionic, for galiching donations for Koshika Foundation andior disseminaling information about I's
pcllvibesinchievements. Such use of my phota & deleils can be smada by Koshika Foundation betors of aher my treatmani o fulfiment of ihe putpost”
inr wivch eaisiance s D2ng reguesled.

211 (Applicant) lurihes Rgree ihat Bry such use of my name, addrass, photo & detsils of the *purposa’”, lor which ssoh assisisnes @ requasisd/graniad
will ot automatically entitle ma it recaiving or continuing 1he snid assistance, Tho dacinkon far granting andlor cantiming the assistance wil rest salety
wilh Ina Trustees of Koahika Foundation. nnd their decision is thia regard will be finel and aceaptable lo me
nwmq::ﬂmmnmnﬂmmm.ﬂfm}mﬁmﬂﬂ@zm{m'ﬁmmﬁmm‘m". wfew won f % o,
wm, =t st 9 e T 3 wis §, 74 “SEE" R W, T, T wut ekvn @ s st el % ford el o vy =

# R =6 immﬂtlﬂmmmﬁmimwumim % firg “wifee wrmde” u = o ©
:‘Jhm';wm#m{hhw.m.ﬂdnmihmtﬂtﬁﬂﬁhtgﬂ e T W ST SE W TR A A

- it v e w1 Pk s s s

APPLICANT'S SIONATURE OR LEFT THUMB IMPRESSION :
sodTs % wEmw W S W Pee

AGREEMENT by HOSPITAL (7= BRI il

By afflxing henundar, signaiure of our Authorised Signatory for recosmmeanding this casa/patient for financial assistance from Koshika Foundation, wo
(Haspital) hesaby affirm & sccept lollowing:
1) thal we nelthar are presmntly mor will in futse gvail of financial aﬁiﬂmm:mnmmﬁﬂurmm soufce, for (he same patientcase R we Are
i get from Koshdn Foundation, 1o the axient (hel such ansistanca is granted by Koshike Enundalion. I tho requesied sssisiance ts not granted
h}-lﬁmm:F'nundlﬁm,lnmurhiﬁmmmmnn@mmuupmﬂmnhﬂﬂﬂmmmruuﬂmun-.rmﬂmmTnu
econfirmation ssssntially states that fha Hospital will nol svill any duplcate nssistance for the sami rathesicase from eny ather NGD of &0y pifver soUrCe
2) The assistance from Koshika andmnnnnlrl]nan:taimmm.hﬂmdhnmﬂm&nﬂpmmﬂmmludfﬂmdudﬂmrlhu Haspital on tho
patient, is ndanmemrnnuammmmumﬁuplll-m&mlﬁmplm|nd-hmwﬂmramdhrl{ﬂmaanmmmHenn.thei-lnspi!aluiﬂ
asyurme sole & complts respongioiity of the Featment & IV's autcome & safety of the patient, and Koshita Foundation will have no ol oF responsitiily
in tha mattor
mm,mﬂﬂlmﬂmﬂ'ﬂlﬁ#‘dﬁmmmﬁwifﬁqwqm&ﬂi.hﬂnummﬁm“nﬂmtmmh
umﬁiqimtmﬂnﬂqﬁnﬂwHﬂHMMMimmH mmawmnﬂmmﬁt,hhm-mm'
ﬂmmtmﬂ“ﬂmm“mmﬂhhm‘ﬁﬂmmﬂm'mmm m’mmiﬂwqﬁfmmiﬂm

sell arm I o wew W S ﬂmﬂmﬂmaﬁnqﬂumhﬁ#immm L3 e fofm T 7w iy SR

1*ﬂmm=h=t'ﬂmnimhmmnt:mwt—lwﬂimumﬂmﬁmmwﬂﬂﬁm
iﬂtmmlt'dﬂmﬂn'wﬂmmﬂmaﬁhwmiﬁﬂmw#nﬁuﬁ:ﬂnﬁ
ﬂﬁ#'ﬁﬁm"ﬁﬁfmwhﬂﬂwmﬂi#ﬁh

Dr. TANUJ GAB A.mumf ;giMcEPTEHI:E
mme L OMC-76357 ) v/

imﬁ FEY . Dite__{, {Name. 'Dlllqnll.'.u & lG\$ T 8

(Name of D, & Regn. No. . ' .-_

T W 9§ P E AL I 4 T

EOR INTERNAL USE of KOSHIKA FOUNDATION weaTE T ¥

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

e W | R TR 1




