VRN a3 -8 - |u3Q

APPLICATION FORM FOR ASSISTANCE
Hwrae v

=Y

(Healthcare)
(FaTe TR )

K&hika

fnunduinn

lua.h.u-n.m.

wm.; Ales 93"{\332 mmﬁ;mmrs:;zf.fﬁh?
HAFFI.I.'.A.IIT e Sl fin

srice Biu Sngh e T;

v Radhi Simah |

LE PR ENE

Rreap  Rostep

SAME D abAv e
— [neonhloded [Lyanei (i) e afve
TOTAL ANNUAL INCOME _ . |Attach Proof of Income
W e s L4002~ {Fd%Jb"j [mnmm}]ﬂﬂ
PAN No. T W] W
ARE YOU AN INCOME TAX ASSESSEE whichaver s applicable):
WS ST O iﬂﬂ!ﬁﬂﬂﬁ#ﬂﬂﬂl ?JJ:E L,-r""f
FAMILY DETAILS wfiam fammm
Br. No. Namae of Family Member (Yoars) Gender Relation with Applicant
bkl i & T zqﬂ: fiin m?mm
i (96 F Rl 51 = Wi €
i Lk 19 A = o
- L S0 1 F \Dauglaen 75 Taw
[Tick whichever is spplicsble
wiram % fad fefy sawm :
BPL Card EWS Certificain Hation Any Othor
nirdt tan W W TAw T o9 wm vl . T arvien w0 e
R oW T TR T (v 1 =t e ol wer Wl (v 7 W W W W o R
“PURPOSE" for REQUESTING ASSISTANCE:
werm ¥y el m el W agd
Br, No, Medical Reports/Prescriptions Attached
#9 wom mﬂiﬂﬂﬂﬂhgﬁm
BRE - € nFwACH-
LE- Coafanadt
T ST T POl
1 — A + .M Al
% 3 TAIE 5 J
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W At % i w o wyow fed s e o few o w7
5S¢ No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W T w4 Wi W ™ o wf weam el

| =

a000/) —




DECLARATION by APPLICANT, WFITE 2/ W 7
1) | hereby cordem that all details in this Form are True bo the best of my knowiedge. Any faise stalement will render my Application & ongoing assistance. if any,
it for

2} | solamnly confirm thal essistance. if received from Koshika Foundation, will be used only for ihe “purpose”. aa statnd in this Farm. for which such assistance
wan requesied by me

1) | hearaby confrm that | have ol & will not in fulure, avall of mimbursement. in pan o in full, from any other sourcefamployesfinsurance company. of the amount
for which this nssistinos s requestod

n#mmﬁﬁwm-ﬁﬂﬂm%?-ﬂi‘mmﬂﬁ#lﬂﬂm#wmﬂmlﬁﬂmmﬁ:Mhl
1y &t 2t W wovn u *wfee s, 8 W ow oot &, s o il stey o ofl © fe fem ars, @ g e o g v b
1) & e won f e fam v i e ume %t of §, 5w i W s = e fren fed e sinfrieedm vl @ 3 W e ool @ s F of

AGREEMENT by APPLICANT (swies g =)

1) By affixing my signature or thumb impression on his Form, | {Applcant) hereby agree & authorise Koshika Foundation and it's Trusiees to
uselpublishlpul-uplreproducs my name, address, photo & delalls of the “purpose”, for which such assistance |s requesiedgranied, through any
mardium, including but not limited (o verbal, prind. electronic. for sollciting donations for Koshika Foundation andior disseminaling informalion sbout s
sclivites/schisvemants. Such use of my photo & details can be made by Koshika Foundation befiore or after my treatment or ulfiiment of the “purpose”
for which assistance is beng requesied

2} | {Appiicant) further agres that any such use of my name, address, pholo & detaiis of the “purpose”. for which such essistance is requesiedigranied,
will nert Butomatically antitle me for receiving of continuing the said assistance. The decision for granting andior continuing the assistanca will rest solely
with the Trustess of Koshika Foundahon, and their decision is this regard will be final and acceptable o me

1) T W T W e w e § (swies) sl gt 8 gfie wom f o “wifee et s ses =m0 oW e v o fe v,
W, Wi i @ fvere v | o £, 78 Cwifre g s, o9, senn gt gt ® ol ofeffed] sbr wusfind o fed fel o e e
im-ﬂihWhﬂmmm*mtmw-imih'mm‘tﬂdh\'lh

1) & (sview) 8w @ w4 B i o, o 9 o e @ s wowm ¥ wgied @ wf § R T Teee W ove 0 S O we g

S v T ot W el sl s e @

APPLICANT'S SIGNATURE OR LEFT THUMEB IMPRESSION
s Wy W W W

AGREEMENT by HOSPITAL (¥sma g7 %)
By affining hereunder, 5 ture of our Autharised Signatory for recommending this casefpalient for fnancal assislance from Koshika Foundation, we
{Hespital) harety afirm & sccept Tollowing: .
1ijmnmmﬂthmMaifnumﬂmﬂmhmuﬂhwﬂﬁﬂwwmm.hhmpﬂﬁmm,uﬂnm
roquasting o get from Koshika Foundation, 1o the estent that such assistance is granied by Koshike Foundation. |f the requasied assistance i nat granied
wmm,mmmﬁmu.mnmmuﬂmnmmmmhmmmmamymem
confirmation essentially stales that the Hospital will not avail any duplicats assistance for the same patienticase from any cther NGO or any other source
2) The assistance from Koshika Foundation (s only financial in nature. The choice of the trealmentiprocedure advisediconducted by the Hospitai on the
patient, is based on the mrangement betwean the patient & the Hospital, and is in no wiry influenced by Koshika Foundation. Hence. the Hospital will
mﬂimﬁmmlmdhmihm&ﬂmdhmﬂhWFMﬂmmﬂmmwm
in the matbar.
Tt s, Fen W s R W W e ST A R awe iy e 9w 4, e oes (reee) B v S ws a e e b
13w e e st v ol F fefes swem e i wond weem @ el o W T Oiveee F o ow A of § b e e Ceifrm et
& ey von o ey o “wifen ot g e by e b ol e st g e St srfesare 1 o e few e o s
ferd arn Ay wewr e = R 9 W @ e A W afeen e e e e  we we e R s B w we dher T e
¥ wwlt e m Teell 5 o A W A

2 “wifrw wrestr” & o nf wyrem e Pl gl o) & O o0 v g @ ol s W fed o rousieR W YT

& W w v § b s st g el g w s oo o b gt weee F il 8 v gee s e J Gl ial
w1 W ke T W W e P e A /e o
RECOMMENDED FOR ACCEPTENCE {: ._ I}LG"-fﬂ
e~ wigd % o degfy = | ot | )
Date of § 4
2 ¥ w08 Ei’;‘(ﬁ "’hA DAV : £:%
' phthamol .
Y los (33 s pronrre.er el I
A I Tde hak s st
FOR INTERNAL USE of KOSHIKA FOUNDATION  #1=iis % 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

=l T |

7 TAE




