Mo -

(-4-1o0 - 0969

PN Mo, T S e

APPLICATION FORM FOR ASSISTANCE [(Healthcara) y [
v 3n Srawa WY (Fareer ) E—?fkﬁﬁ
s Mliesar]od T8 (RSP ) o)en
AT of AP PLICANT - AGE-YEARS MM-ud | gEX fim
HFFTR W1 Y X
Hq nghy 46 Ll
FATHER S/SPOUSES RAME -
frmmn | m I.Igﬁ,b
, PRE RESIDENCE ADDRESS =ARE Tam T
i 3 ) 5

*&aﬂLhnnﬁa"l‘ P A anr

JPERMANENT RESIDENCE ADDRESS : T2t Smamtg =

Al dteve
CUPATION ; =

Emﬁﬂ foid Q'EMT MARRIED (Brfee) ¢ UNMARRIED (sl
TOTAL =
% q?qﬂ-.;"ﬁ INCLIME {Atlach Prool of income) N'ﬂ

[ T8 T W T )

gl

ARE YOU AN INMCOME TAX ASSESSEE

(Tick whichever is applicable):

o LR TR R T

o5 | Mo
¢

FAMILY DETAILS ofmr faeem

51, Ma. Harmse of Familly Mamsibor Age | Years) Gender R lntion with Applicant
N HEm Rﬁuﬁmﬂ 1 =g ELRELT feim i T s
I udﬂi.-: = ) LN
i Sardelp = 3 ™ [
BASIS Tor REQUESTING ASSESTANCE |Tick whichavar 15 appiicabie]
Hema o S fele s
BPL Cars EWS Certificat Ration C
{Attach Card Copy) (Attach Cenificais Copy) (Attaen, Copyl Lo mm;l
il e e - WS W T m:}?df
{71 o e w AE (T W S A W (e 91 % wm O we W A T WA

“PURPOSE" for REQUESTING ASSISTANCE:
weram e e W T

ar, Mo,
|

Medical Reports/Prescriptions Altached

Fa

aEAETR W A w w ufe g

] BILEWPRI)
P

I 6 Y| F A N T

LE = K¢

e

{abaadl

e

s

Le. S0

-—1—le|.

(ol aie)]

ASEISTANCE BEING AVAILED for SAME -PURPOSE" from OTHER SOURCES
T ST W i i A o et avn ww @ fe R

Sr. Mo
F HE

KAME of CTHER SOURCE
W= FEA W AW

AMOUNT of ASSESTANCE BEING AMAILED
o v o ot

ENT




DECLARATION by APPLICANT: #RmF o9 =mm ¥1:

1) | ety confirm that all dedaits in this Foem are Tnap o the best of my knpwiadge, Any false statomant wil renger my Applicstion & ongoing eesislance, iF amy,
fiabie for rejectionicancedation.

21 siskerninly confirm that ssaistancs, il recelved from Koshia Foundation, wll ba used only o he "purpose”, 84 stated = ks Foem, for which such assistance
was nequeshed by me.

31 | beredhy confirm that | have not & wall not in fulure, avail of reembursemant, i part or in full, fram any other scurcelsmployodinsurance comgany, of the amount
for which this asslstance i requested.

13 3 wirewn o o fn pw w4 el ol ol e b e & s e o we &) ot w P e wenn s o wm # o 4w B st m owed

0 W g W weE ol YeifeE st i e e e e T s E e Er A m A mw

33 4 o wom f fx Pem wen b w0 ok 0 o B T ol afer m o e Tl s snfend T A3 @ fm ool 3 A e o g
AGREEMENT by APPLICANT (smiws g %01

1} By affixing my signalshe or thumb impression on this Form, |Applcant] hereby Bgree & sulharsa Koshika Foundabion and il's Trusiees o

usafpublishdput-upireproduce my nrame. addrass, phoko 5 datads. of the “purpase”, kr which such assistance is requested/granbed, ihrough any

L. inclidng but nod limibed bo warbed. prind, aleclronic, taf soliciling donslions for Koshiin Foundabion andfor disseminating infarmation about #'s

aciniliesischiavernents. Such use of my photo & details can be made by Koshiva Foundation before or after my realiment or fulfilmend of the “pupose”
for which assistance |5 being requasted

2} 1 (Apphcant} further agres that ary such use of my name, address, phata & details of the *purpese”, forwhich such assistance i& requestedigranted,
wil nol automabically entitie me for recedving o conlinuing the sakd assisience. The dediaion for granting andfor conlinuing Ihe assEtance wil resl sohaly
with the Trusiees of Koshika Foundalion, and thelr dacision is thia regard will be final ard acceptabla ta me

jj-m'm'ﬂ'l'ﬁﬂmm#ﬂiuﬂmm.ﬁtm}mmiﬁﬂtm{qﬁ'dﬁmm#ﬂmm'ﬂaﬂqﬂm!{#ﬂﬂl.ﬂ.
am, witd dh @ fen m i 3 iR e e, e, e et TEv @ g e i veetend W B e 6 e e
# wfin W o o e #1 S w T e e e W e e s e b

20 & () o A o R T owm, v, v o e o e o 2wt W vl b o s e s we 9 v T e
"R uEy Tee i 9 Bl s s s v

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
HARTE W e W o7 W P

AGREEMEMNT by HOSPITAL | weimes grm o)
Ery afting hereunder, sgnature of surf Aulhorised Signalory far recommarding Lhis case!pationt fof financial assistance rom Koshika Faundation, we
{Hospial] hareby alliom B sccept [olowing:
1) thearl e uithes @re pressently nor will in futem aeail of financisl assistance from anather NGO or 8y odher souece, far the same palienbicase, as we are
requesling o get from Koshika Foundation, (o the extent thal such acsistance is granted by Koshika Foundation, If the requested sssistance isnol granted
by Koshiks Foundstion, in part or in full, then the Hospilal resecves s right fo make op the shortfall from snosher NGO o any alber seurce, This
confimation essentally Slates thal the Hospital will nod avail any duplicate asskiance for lhe same palieabicrse fram any olher NGO or any olher souncs,
2) The assislance fom Keshica Foundation is caly financal in nature. The cheice of (e ealmentpocedure advisediconductad by the Hospited on ha
patiand, is based on the arengemend betwesan the patient & the Hospital, and & in no way influenced by Koshiks Foundation, Hence, the Hospital will

ﬂ:_k';w;ﬂlﬂ & complede responsibility of the irealment & il's culcome & safely of the palient, and Koshika Foundation will kave no mole or responsigility
i the mafler,

e sfign, wal w5 s A Rk w0 Rl st @ i wem o fewlm w e §, S o (e T e | e 1 el wn

1) 7 B3 o e sl 3 o ofe o fufe e fed A weerht wees m fad o wi T il F oM o £ 4 oo Ui
H frmfenfrts 79 & wom 4 "wifen st oo iy b R e et g e e siseme f e 0 e A £ A seEe
fod srm sl st flt e e W RO B W sl s Tan 1 v e F e R s e e e At iy Pt
e vt sfen o e o e @ A S

1 "FER et A o o e s fle s W) b W e gm 9w e e T el e g S o

= @= w fg bl “wifen st om Sl v W W v owt b et v o B8 % g e Al R WA W v B R oe e
= it s T o Wy s m Fen T F W il

RECOMMENDED FOR ACCEPTENCE

| p——
Date of Surgery \\J, i
B e R B i y

- MAZHAR gﬁf‘f &

(Name of Dr: & Rega, Mo
Hll"'\hﬁ ﬁﬁmumﬂﬁi 31
“ FOR INTERMAL USE of KOSHIKA FOUNDATION
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
N T I TR T

v o

0107202



