C-06-61- 6583

K ¥hika

HEH

Jmmé MAILER

APPLICATION FORM FOR ASSISTANCE {Healthcare)
Hergdl B9 wE=q (T ) ; .
ocundation
APPLICATION Mo, ; MF‘I.JCA’I'IDH (v] m
T T }Dllllﬂlﬁf TE 428 e
HAME of APPLICANT ¢ M?-E YEARS Si9-71 SEX JE
'SIEPOUSES N o s ST VA gy
e i R T o,
PRESENT REBIDENCE ADDR N e
i '
= PLE PoST
PERMANENT RESIDENGE ADDRESS - v anamara o
OCCUPATION

MARRIED (Fi] T UNRARRIED (3imia)

TOTAL ANHLIAL INCOM

?H'ﬂﬂ'ﬂﬁ"iﬂm -

lleoos /— ﬁ?hmg{ INCOLE

Praaf of Income)
T WY T )

PAN No. 758 ErRf Ham

s A

ARE YOU AN INCOME m: ASSESSEE (Tick whichaver is applicable]:
0 B IE T WA W e e

FAMILY DETAILS witam fisam

gr. Mo, Name of Family Membaer Aga [Yoors) Gnm:lur Ralation with Applicant
= St % w9 ™ Fu (=) e i s B
M Aliane
I 2 W A\ 1% & h Hoshar———
f o=l [N By = = P P
(Er—0chih R A= 1 Seot
= ¢ === )
f - .-j P .I L A a4
a3 pat o0 Lad| Sci]
BASIS for REQUESTING ASSISTANGE (Tiak whichever is applicable)
e % Sl Sl e
BEL Card "
{Attach Card Copy) {Attach CatRests Sos] (Attach Capy) Fa il
i T S e gEm O T T TR ———
CTEr W W w ST e [ A Ee e =5h [ Yom TS W Wi W i
"PURPOSE" for REQUESTING ASSISTANCE:
e g o faeet W o
ar. No, Medical Reports/Prascriptions Attached
= A= FEAEVETET | A R T WA gl w5
£ S I S o = 5 e r [ [
o Al
U ) i o~ —
PN o Y P
Tl 7= f“ YR A Y £
i T A [—=1CS 1T EtO A~
ASSISTANGE BEING AVAILED Tor SAWE "FURPOGE” Trom GTHER SOURGES
T ARV A W S wergm Fedl av wm A T @
Br. No. NAME of OTHER SOURCE AMOUNT of ASSIBTANGE BEING AVAILED
e HE= S FAE W AW o E g wit
Ay N -~ - %:-f']? [ e
e L Y aT= e



DECLARATION by APPLICANT: s & <o 7w

1}) hereby corfirm thal Al detalls in Tis Form @ Trie i Thisbest of iry knewladge. Sy faise: statemam wil render my Application & ongeing assistancs, If any,
Fnble for mjzctionicancollshion.

2) | solamnly confirm that sssiatance. f receivad fram Koshiks Foundation, will s used only for the "purpose”, as slated |n this Form, for which such sssistance

wits requasiod by ma, ]

3} Hheraby. candien il | have not & wit net in futere, mnd of remfurmamanl In gort or 1 i, o any ollier spurealsmployarinsuranca company, of the Bmaunt

for which this essiziance |8 Ppquesisg

CILRLLR LS 08 CRUE B R S S b S e s s e § 6 4 e et dil

2) Wt g a0 ww R e e b T T e W e S s, = s e o

31ﬂﬁmthfwmiﬁmmﬂhﬁﬂﬂ.ﬂﬂhnﬂmqmﬁmfﬁ#nmﬁﬂmmiaiﬂﬁwifdﬂ?ﬂ!ﬁwﬂ'ﬁm

AGREEMENT by APELICANT { siwe T7 +01)

1) By afMxing my signature ar humb knpreaslon on i Fatm, | (Appiicant) horety sgree & authorise Koshika Foundation and it's Tnislees o L
wea/pubilshmub-un/reproduse my nam, sidoes, phote & detabs of the *puspos=", fon which sich nsglslance fa requestoelorantad, through 2y

i, Ineluding bul nol fimiled o vetbal; print, sloctronio; far soficiing donatiohs for Keshika Feundation and/or digseminzsting Information about i1
antivitlestachisviments. Sich use of my phils & deisls i be made by Kouhikes Foundation beforo or after my trestment ar fulfilment af the “purposs”

for which asslstance s buing reguesisd,

2) | (Applicant) lurthar agres tha &ny such use of my npmo, address: photo & datalls of e “purpasa”, for which such assistance is requesiadigrantad,
will nat sutomatically wifite mefor reeelving of enlinilivg e satd sssiatance. Tho decision for granting andiet tontinulng the assistance will rest salaty
with Ihe Trustees of Koshika Foundation, skd tair decision s s regant will b2 final and asceptable to me. '

DR LR SR o SR RTEE S e s, W s w1 ghe st § v wten wrise e et SR o A W € s T,
w, w A hmwwir'r'aﬁ‘mt,an"mﬁa:*r{ﬁm_w.wﬁ:mmwmﬁwwmmmﬂmmWﬁmﬂm
ﬂmﬁaﬂﬁﬁfﬂqmil#mmﬁmﬁmﬂ'ﬂm o 5w %h“fﬁmm”wwﬁmil
11#rM|mmﬂm{&_#_ﬂﬁmwsﬂwﬁmmfmmﬁﬁrﬁﬂmtwﬁmmwmmmamm#

ST T, e = T'nhm-{ahw W)
APPLIGANT S SIGNATURE GR LEFT THUME IMPRESSION -

Hies % gE W ST W e
R

AGREEMENT by HOSPITAL (gwrms g &)

By-affialng herender, sipnaturs -
{Hospital) farsby afiifm & scesnt followin:
1) thal we niither are presantly norwill in fiture aval of financlzl shsistants fram anolher NGO o any other source, for tha same pationt/case, as we are
requesting toget rom Koshiks Foundauon, i (he adtent that slich assistance s granted by Koshika Fourdation, if thi requested assistance Is not grantsd
by Kershika Founcntlon, in purt e In full, then the Hiompital reserves (Vs right to make ug e shorthl from another NGO or @ny aiher source, This
confirmation ezsentially ststes thal tre Hoaplal wil nof aval ity duplicate ssslstance for the same patient/osss fram any other NGO of sny tther sourc.
2] The assistance from Koshika Foundation ja orly financial in neture: The ohoies of tha trestmentiprocedure advisedicanducted by the Hospital on the
patlenl, is based on ihe armsngemant Evein (s ptlent & e Hospltal, mrd s no wiry Influenced by Koshika Foundation, Hence, the Hoapital will
asslima sole & complets responslbility of tho treatment & it sutcoma & wataty of tha patient, and Koshike Foundstion will have no tele or responsibility

in 1t matier,

FHIT FVA, e W st @ s 6 s e 4 R i B TR G Ll T S et p—

1) T o ot s #t iy < farhe miﬁ!ftmmm‘whﬂ?wdﬂﬁmﬁwmiﬂﬁmiﬁtﬂﬂrw}*ﬂmmm“
# fmion s w & g F “wifi ot oy s By P ¥l sl R T e wifwe & w5 e o & W swen
Tl 3 e sl we w i mm&mzﬁmmmmtlwﬂh#mmmlﬁrﬂmmﬁﬁmmﬁmﬁ LR

e urr Wow m Tl s N S
:L'-ﬂﬁﬁmmlﬁwﬁ"ﬂrﬂﬂhmmmﬁmmﬂinﬁﬁrwmmﬂn{mmmwﬁmﬂwwﬂm

® W= Ty 8 i wifere W G P e s o B ree e o ¥ e T st W o S e o o s

W et ot e w5 sl A s s

o Signafony fur recimimonding ltid casblpsiisnt for frandal assislance from Koshika Foundation, we

RECOMMENDED FOR ACCEPTENCE

=i % fag st
Dato of Surgery = un' ‘ _
¥R # i _ siobly RO

16 == . 9'-‘]1“ A0 (Name, Deslgnation & el
{Namme of Dr, & Regn. No, with Stamp} L]tk
b T

FOR INTERNAL USE of KOSHIKAFOUNDATION 3 2wt B0 ey

SIGNATURE of TRUSTEE 1 SIGNA 2
R WO | T 2




