C-22-05- ¢S Y2

APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
HETHET ﬁ HrEEA WrEYg { =T T ) m
APPLICATION No. APPLICATION DATE : (573 [ 5 6 e P iy bloch ol Ms.
e plokse [o2g o 03/0 6/%83
NAME of APPLICANT AGE-YEARS 1Y% | sex fam
S W AR
: Ramdayal £9 M
FATHER'S/SPOUSE 'S NAME
fam/wgr 1 T Haxbhe
. "PRESENT R meucr.mnru:ss WHAE M S

VMage— TMankheTa J Theds  1eh.- T2 1. D=

Functhan 2v/hed Preop

' PERMANENT RESIDENCE ADDRESS - #0If smmai 5

As apole e3% 'umdq}h]

CCCUPATION : - i i
el sl )’:ﬂ'?ﬂ —— MARRIED (Tamfi) 1 UNMARRIED | sfiiee)
TOTAL ANNUAL INCOME (Anach Prool of Income)
7 Wiew 09 €o ,.crt"'-’/ (0 51 W W) A4
PAN No. B W W=l A
ARE YOU AM INCOME TAX ASSESSEE [Tick whichaver is applicabie): You c%'}
0 o =w s m b (9 U 6 TR W A W e ¥l .

FAMILY DETAILS ufrmr

S No Mame of Family Member Age [Yoars) Gender Relation with Applicant
Y HEn uftp % A w1 A W () fistm i e R i b
(B L Mnf-q (1 s LaH -
3] Vilkwam 28 ) S
o T J .
de/ Uyl o [ f-}r\-}‘!'?'\ff-h [ L)
£ F;h?rﬂm S sl l?— " Goca-d AR |
& [ ek ha vy i ™ =60
s b i . i P
(& J [{Potenrd) ‘{0 - B lingy (b
o / BASIS 13r REQUESTING ASSISTANCE (Tick whichevar is applicable) 4
memym % fd fasfn onm
BPL Card Certil] i
{Attach Card Copy) mu‘:‘:%..-ﬁﬁ'cmw 4m°ﬂ E;:L ::.L?::;
T T % W w v e 0w I Y TN WS s
(g wr W ore i e wh (wam uy o wn ol weE W (W T W YR W ek B
“PURPOSE" for REQUESTING ASSISTANCE
e ¢ e P W g
e No Medical Reports/Prescriptions Attached
¥ HEm servevaher B ol o o afelen gl wE
ooy L] i
| A E — TSINIITE (HTANHI]
[T — P oL
P‘w; .
(£ SUrgexd = RE— STCIF Tol
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ TN ¥ T e o= meem falt s e w0 ferm o W2
Br. No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
= TR W TR #it v wemm o




DECLARATION by APPLICANT. smies g v oW

1) 1 hereby confirm hal sl deinits in s Form ane True io the best of my knowledge, Any false statement will randes my Application & ongoing assistance., i any
labie for resaclion/canceiston,

21 1 nolernnly confiem tht assistance, (I recelved fom Koshika Foundation. will be used anly o7 the “purpase”, as staled in this Form, lof which such aasstonce

was rquesied by me.

)1 hareby conlirm thal | have nol & will sol in liture. svel of resmbusement, in par or in Rl from any othist sourta/amployedinsurance compary, of the amoun|

foar which this assisiance s reguasied

1) A dew won f % g owen & ol v ol e 48wt # s o o Wt ook s fevon @ we e o owm b #  woem fo ot w e b

31 W g W e i Cwife e, dow ol swe wee Tl vt o) o o Bl fen ambm, w8 w0 sy o oo

1) 2 yfe s f fu fom wews o o ke 5t o €, w0 ofn w s w oen o Bl s e flaseie sl 0 3 @ e ot 1 o F o
AGREEMENT by APPLICANT (s gro wat)

1) By affeng my signature or thumb impression on this Form, | (Applicant) hereby sgree & authoriss Koshikes Foundation and s Trustees (o

usalpublishiput-upirepoduce my name, address, pholo & detalls of the “purpose”, for which such sssistance s requesiedigranted, through any

mzdhum, including bul not limiled o vorbal, print, slectronic, for soliciling donations for Koahika Foundation andior dissaminaling informatian sbaul ifs

acivitien/achievernents. Such use of my pholo & details can be mada by Koshiks Foundalion tefore or sfer my troatmant or fulfiiment of the “purpose”
for which assistance is being requested

23 1 {Applcant) furthe: sgreo 1ol any such use of my nome, address, pholo & delalis of the "purpose”, Tor which such assisiance s mguesisdigranted
will nid Bulomatically entille ma for receiving or continuing he sald assistance. The detision for granting andfor continuing the assistance will resl solely
wiih iho Trustees of Koshlun Foundition, and thedt declaion s this regaid will be linal and acoepiuble 1o ma

1) W v W E e oaind wl w e, (o) ad i o g v o s i sl ek emid ¢ oW sfiem e o feodn e
we, wid s = Fw g oom o o 4, o Swfee oy el o, e gt wgtee 9w ideied s avsfand 2 f Bl S v oo

# gl wrd & o sdegn b 4t ymow for O o ® wd g o d wrt @ Ty Ui el 0 Sl sfieE b

2) A (wvirw) vw o o v o e o W, W, 9 ol feere ® fw wem o Tgeed @ wite ¢ oo e weww W v T e e Ee o

*wifi e Tee =nied =) Pt sl ol wessd W

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION !
s ¥ TEEE W SR W e I

-

T

5 AGREEMENT by HOSPITAL (ywamw g )

By nffizing hersundar, signatura of our Authorised Signastory for recommending this casefpatient for financial assistance from Koshika Foundabion, we
{Hosplial) hersby aMirm & sccapl lollowing:

1) thal we nether are presantly nos will in future avail of financial assistance from another NGO or any ofher source, for the same patent'case. 85 we ore
reguasting lo gel from Koshika Foundalion, 16 the sxlent thal suoh assistance ks granied by Koshiks Foundatan_ Il the requested assigiance is Aol granied
by Koshika Foundation, in ped or in lull, then the Hospital meerves it's ight 1o make up the shorifall from another NGO or gny other source, This
ponfiimation essenlally stales that the Hospital will nol svell any duplicels ssslstance lor the same patienl/cases from any olher NGO of sny Oher source
2) Tho pssistance from Koshika Foundaion is only fingncial in natore, The choice of the treatmentiprocedurs advised/conducted by the Hospial on the
patlarl, i based on the arrangament between the patient & the Hoapital, and & in no way influenced by Koshiks Foundation. Hance, (he Hospiial wil

assume sole & complete respongibility of the treatment & il's cltcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in tha mallon

west sfiegn, vemwd Wl s sl Wt wiie sty " o fefen ween Y feeln =) ol &, B v oreeem) foa v 8 g s wi i §

1) mE T 2 wisn b o ofes d el s e i oeoed g = el a ol oo oo F A w o o B O B o ife s
B Fredtofiedy gwn o s o "o worsten ™ g oee By T b ool e wrsdya g e fiedl sy fy s o fem s § ol s
ol mm st wee W Bedt s e e @ W sfess e e o gfe d weown e b s s Tl s e e i el
& el wem w el m= e & 9l A

L “wifrs wrber” W o o werm s fufen el wd & Bl w v po A of e ow fet o Trwveien W o el oo reem

% drw w fws § o “wifre st ™ g Tl v ow wi o ol v d dd 2 g e B st ot o wd frctoft S veoen

W i s = =i Tyt mm | ~
qrm‘“ “ ‘\.:._:“l&ﬂf " il :
" RECOMMENDED FOR ACCEPTENCE > e
Or. WARPEH 5 S v \ Y
Date of Surgery MS foppfm“]“' CHARAN MASSEY
sivier ® Al Reg. No.-pMe Adminisirator
/83199 'Wmﬁ Signatory
“ ’ 5,'11 [Name of Dr. & Regn. No. with Stamp) - W
TR W WA Rl T T W yeEe s s
FOR INTERNAL USE of KOSHIKA FOUNDATION &8s 7% ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=l v | 2l w2




