VRN-€ - 3d-0Y~eq32

R APPLICATION F_DRH F'E}R ASSISTANCE {Hﬂalth!:nr&] thlkﬂ
HETTE BTl HEEA HIEW { == TET ) T ITET
o Jlosaolsy  [mm OISR
WEER Rajvak - ) S =
mmmﬂ NAME | g M - {"Flﬂ’]

PRESENT RESIDENCE ADDRESS Tn=m anardm T |

dhatla , Mounhaih Munhon R}.E_S‘P :
L Haleh rak, UP Ao4313 :

PERMANENT RESIDENCE ADDRESS : #=m stmiama v C a| 3_9) Rﬁj"v’ﬂi{
Tathe  aA  alkodC

%:%:mm- Y @ ﬂ,? -ﬂdk €3] (FermiEe) + UNMARRIED (St

e MAOV2 [ (Faogly) e A

PAN No. =7 & #ed _

ARE YOU AN INCOME TAX ABSESSEE (Tick whichuver In apglicable]. Yo I No

o e e T

(9w & =@ W A Fm e W/

FAMILY DETALLS oftan fasrm

5 Mo Mame of Family Member Age [Yeats) Gander Relation with Applicant
W HEm yiEn % e = aw =5 (=) fm FATE % WY Wy
I Eanm CiaPal [ M Hiatahal

S Faliend oy i R X
4 Aahdu ol = I‘.err\ nFes1 19 L
Y- Ly “Hath [ 4 M C.q’!c?'?mi S oH
b Za g, [ M 59 7
BASIS for REQUESTING ASSISTANCE (Tick whichavar 1s applicably)
HEwE @ o A s
BPL Card ifi
{Attach Cord Copy) (Atiach Cortificaia Sopy) (hiiach Copy] ot o
T e % N s =m P y T TTEE] TR 3 ¥ W
(W T W E W e s (w g W wm ufs e (v 9 o) wen o He e
*PURPOSE" for REQUESTING ASSISTANCE:
wrmm ¥ el m s W gt
&r No Wedical Reports/Prescriptions Attached
#n Hem ~ vEEmREET A 9 9w s g wee
BE - Semude Calamarl
LE — Ve gl Calasiard
s =
{78 Y — J ) a
el %
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
T TR N B SN S mvm el s v ) e omow?
5. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Y WEn s THR W A w A wET T
| : LHES 4 g_ﬂb;*—




DECLARATION by APFLICANT. s7¥es o s 93:

1;||n-mhyn:mlnnmtmdnmhianmnmeummwhmm.mtm-uummmmmnmllun!ungumuu
fiabile for rejecticnicancetislion
231 solemnly conflom that assistance. | recalved from Koshika Foundation. will e used enly fioe the *purpose”, o stated in this Form, for wileh such
was requesied by ma.
3:|lhm-aqgmf?mmu1lmm&mllmmhm,wﬂm‘mﬂmmﬂlnuﬂﬁﬂhﬂ.{rﬂﬁ&nvmh#'iﬂumfuwﬂnmmmﬂwy.dlhlm
far which this assist=ncs iz roquesied ;
15!ﬂnmthwmimnﬂﬂmHmﬂimmﬂmth&ﬂmummmmiﬂﬂm#Mﬂlnﬂh
1) @ go i s ol s wrbm, A w ot 3, e ke Te whes o o @ el fem i, = @ e § v o b
111&‘3&“5{&mwnwmﬁ#i.wﬂmm-mﬁmﬂmmmmﬁ#imtmtﬁqﬁ-iﬁn
AGREEMENT by APPLICANT ( ses 19 %77

1) By affixing my signature or thumb impression on this Form, | {Applicant) hereby agres & outhorise Koshika Foundation and iU's Trustees to
use/publishiput-uplieptoduce my name, address, photo & detads of the "purpose”, for which such assistance Is requasiedigranted, through any
madium, incleding but not imited 1o vertal, prinl, eleciionic, for saliciting donalions for Keahlka Foundation andis gligeminaling informalion aboul 08
sethdlles/schigvements. Such use of my photo & detalls can be mede by Koshics Foundation before of afiar my Iroatmaont of fufiimest of the “purpose”
lor which assistance is being requested

2} | (Appicant) furiher agres ihat any such use of my name, addrnes, photo & detads of the "purposa”. lor which such assislance |8 requesiedigranted,
will not auiomatically antide me for recelving of eontinuing he sain assistance. The decision for graniing and/or continuing the assistanca will rest sodaly
wWith the Trusiess of Koshike Foundation, and thelr deciman is this regord will be fnsl 8hd acceptable 1o me

i) ¥ T om e weEe ) addwm,ﬂtﬂ:_nmﬂwﬂrﬂqﬁm{ﬁ'ﬂﬂmwﬂrﬁmw&mﬁ'ﬁaﬁqﬂmthhm.
w, w S Fre g o e 3, T s T S, o, T g T @ 0 e S aeetan # e e Ay

2 vt 5t % Ty afesy b W v w0 froe 9w $ W W e # o o fo il et Sl s B
::-il:nﬁt:mmtm{h#ﬂﬂ,w,ﬂﬂmMihmtnﬂirﬂtiﬂm:mmmmm1nm1

“wifirw® (g e =fied w fade s sy e v

APFLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
FiEE % TR W MR W e

AGREEMENT by HOSPITAL (ween g0 W]

By affizing herounder. signature of out Authorised Signatory for recommending this case/patient for financial asalstange from Koghka Foundabon, we
({Hospial) hesalry affirm & accep! following:

1) thal we peiherars presently nor will in fulure ovall of financial sssistance from anolher NGO or ary ofer source, for the sama patient/case. as we are
requesting 1o get bom Hoshika Foundation, to the exlent (hat such assstance is granied by Koshiks Faundation. I the requestied assistancs is nol granied
hpﬂmhrnnandnﬂnn.hpmmhful.mnhhmdmun’:mmmmmmﬂnﬂﬂmmirﬂﬁﬂwnnym“m.m
confirmation essentially stiales that the Hogpital will nol avall any duplicale susistance for the sama patienlicass lrom any ather NGO or any other source
21 The assistance from Kophika Foundation is only fingncial in nafure. The choice of the trealmentiprocedurn sdvisediconductsd by the Haspital on the
patiant, is based on lhe artungament between the patlent & the Hospltal. and & In no way Influsnced by Kashiks Feundstion Hance, the Hospitsl will
gesume sole & compets responsibility of the irestment & I1's outcoma & satety of (ke patent, and Koshika Foundation will have no role or responsibility

in the mater

wet e, el o s @ s o) 4wt st @ frf T By frodfm o) &, R () B e e s e s

1) T T 5 @ whe sk 3 @ wivs d il e e o ow den w e s o W T D S w0 W 2 SR S oeE el e
& e T 79 % w4 Cwifw wrEm o wee fy B 8 ol sl st po e ferdh sffecren by s o fe o B o) s
fuctit s e e Wee w fe av e & s & arfer g T b oW e F e e wm b B s Gt e v a1 Re

. wEw o w B o e | 1 A

3 “wifre TRt B o ween v fom vl & 6 0 W e po @ o wew W el v areusfsm W o oo :
& e w1 favn § ol e wresto” g el i w i e s b el v F 0 € wen gon oh o oW el

o i o ~sifr = W gfvm o ol v e F ) ad )

©
=

| f[ Adn:.n!r.!mln']. %

Dr. TANUJT GABA RECOMMENDED FOR ACCEPTENCE
M.B.B.S. DNB__ Tt = fom wegft F\

.

Date of Surgery OMC-76487 . o «
tlriw Time Date W
Fa) '.1 (Name, i
26|05 (Name of Dr, & Régn. No. with Stamg) on behalf of
TR WA = A W P S Hfe
FOR INTERNAL USE of KOSHIKA FOUNDATION  3trftsr 374 77
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T PR | gt e 2

Y JeAE

s




