d i igo- olog

APPLICATION FORM FOR ASSISTANCE (Healthcare)
WETTA W SETWA WIEW ( FATE T )

APPLICATION Me, AFPLICATION DATE
s w0 |02 18336 i . 6110\ 69)
NAME of APPLICANT AGE-YEARS 3-w | sex fim
eahalny Ramde. - =
FATHER' SSPOUSE™S NAME -
avgs ™ Ghuxeyam

|

PRESENT RESIDENCE ADORESS i SUATHIS 97
1

T oiege - [altuso\Inth, T2 h- Nadhad,
"Oiki- Ravaipus ;  K&) olihan - %_11“.2 il Paddel
- ﬂl‘r m i
PERMANENT RESIDENCE ADDRESS - w 63%6 Ramat)
N O boué
L
mmu; HD P ¥ MARRIED (Profiter) / UNMARRIED (v
TOTAL ANMUAL INCOME [Altach Proof of income]
wA Wiks s (‘;W{f— C Family) (S W W W) NP
PAN No. T EI HEw M By
ARE YOU AN INCOME TAX ASSESSEE (Tick whichewer It applicatiiv Yus | \
W g & 5T ON # (9 T 0T W E W e e o
FAMILY DETAILS wftem R
5« No Naine of Family Membar Age (Years) Gender Relation with Applicant
9 HEA wfom  se= w1 9= Ty (wd) fiin srew % Iy
i Hhu‘_'-'!!_g A o 27
2z Earahhor w5l Yo s o
BASTS for REQUESTING ABSISTANCE {Tick whichavar s applicable)
wee & =0 Swin s
BPL Card
(Attach Card Copy) (Attach Cortticate Sopy] (Avwon Cont :."m
i T % N W =9 7| T v T T By e
(T ww iR e Wt (v wn o mewm i s ) (g e 93w wih werR W)

“PURPOSE" tor REQUESTING ASSISTANCE:
w4 Pl =1 el = ot

Sr. Ha Medical Reports/Prescriplions Attached
1 Hen sepAaten ® w0 w1 o s il e
[ Puoonc &, X - RE - S ERILE UHT
LE - SEMNTLE CRT
oA Cundeyy - FE - SJTCS 416l
ASFISTANCE HE!HG AVAILED for SAME “PURPOSE" from OTHER SOURCES
W TgeTe ¥ w5 wEe i s v W T R
&r, Ne. MAME ol OTHER SCURCE AMOUNT of ASSISTANCE BEING AVAILED
% wom ¥E F W W ™ WA

N




DECLARATION by APPLICANT: mmire gm sheon T

“w;m“”m“ this Form are True io the best of my knowledge Any lalse stalemont will render my Application & ongoing assistance,  any,
| rejection/'cancedation,

mmmmmm,smmmmm,ﬂummyhh'm:umnmrm,mmm-nm
was requesid by me.

3} 1 heweby confirm mn:lmmlﬂmnm.Mdm.hmwhul.mwwwmmmm.ﬂhmm
few which they assistance |8 requested
1) & shwem o  f o e o el o and fewen 40 ol o s ey o W ) ot e o e o w e o S e fe o = b
2) W g W e ofe s wEe, ® W w o §, T v o v = g % i e wm, @ g e F o v

1) 4 e wor { % fom v by v wnd o of 8, T v w e w e e el s ey Tl @ 3 9 e # i 3 o F
AGREEMENT by APPLICANT [ s o0 %777)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby sgree & authorise Kashika Foundation and 'y Trustess to
mmlﬂmdmmymaﬂmm&dmhﬂuw.hmmmumﬂhﬂ. through any
mmumdlngwrulm-uuw.mm.muu.mmmhm;mmdmmmmmm
activilies/achievements. Eu:huﬂﬂmrphm‘rlMWWM:thmmlulhthMlmMﬁmmurmWM‘
fot which sssiatancs i being reguesied

i‘_l:liﬁpnﬂnﬂ?w;ummmrmmdmm.nwﬂl.mmul#ﬁhdhw'.lnrMuhm-mmww.
will not autoematically entitle me lor recedving of continuing the sakd assistance. The decision for graniing and/or continuing the assistonce wili rest soley
with ihs Trustses of Koshiks Foundation, snd their decision is this regard will be finel and scceptable 1o me

1) W T W A e W W e e, § (i) s m o g won o “sifve wiite o sew g * s afes s f e i
v, Wi sl W e v v f s #, W e e el o wenw (et TR @ ) Bl s aveiesd € fi el ) we e

W ywfes wed & v afown b S oo fwer bt o s w8 w8 g it st sl st #

2) & (ombow) o W @ e e dm o, wi ol fewr o T wwrom  wcted 4 wiky g v s w0 wwor o o o e A

“wiftm" v Ted afnd & Bl ol sy weer o

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
W ¥ we W W W T

e

. g I
AGREEMENT by HOSPITAL (wemm gm %1)

By affixing hereundar, signaiure of our Authorised Signatory for recommanding this cass/natiant for financia! assistancs from Koshia Faundalion, we
(Hoapitel) harmby affirm & accep! lallowing:
1]mﬂmnﬂhmmﬂrmﬂhmwldhmﬂuﬂmummmrHﬂoummhtm.hhmplmm.nmm
requissting ko gel kom Koahika Foundalion, o the axient thet such assistance s granied by Koshika Foundaton. Il the requested assistance ls not granted
by Koshika Foundation, in part of in full, then the Hospita! reserves i's right 1o make up the shonall from snother NGO or any other sourcs. This
confirmation sssent|olly states thal hmlﬂuﬂmWMhmmmmmmmmmymum.
£) The assistance from Koshika Foundation = only financial in nature. The choice of the Irsaimenyprocedurs advised/conducted by the Hospital on the
patient, is based on the arangement batwesn the patient & the Hospital, snd is in no way nfluenced by Koshika Foundation. Herica, the Hospitel will

assume sole & complels responsibility of the teatment 3 it's oulcome & sefety of tha patient. and Koshika Foundation will kave no roke of responsibiiity
in the matier.

vt s, weel! W) o ® S e st westee @ flim oo by fowim 9 e b Bl e (v f ooen W wm ow ke wn B

1) 9 5 3 8 i a3 i ffi s ek A woerl e @ el s i @ T St d 0 ow A o b8 e e it s
W frwfeyfofly 2w o weew o “wifivm Wit om we iy ook Cifen st oo s el el g s o few am oA s
lr.mnﬂrmmmwnmimlﬂwmmmhnﬁimmmtkmmmmmmqm
b wrwrll em w el W= we A ad) dmeh

2 “wifiw vt @ o o v s e vl w0 W e om O of e @ fard v TeeUsien e T o T

% e w firwn s i st g el v S e o &y e O ey b awt art ot welt fomierf od o
& ¥t sl “wiem T W Wi gfew w faeind W o F o

RECOMMENDED FOR ACCEPTENCE \

vl = for wefy -
Date of Surgery e
b ¥ b Dr. NUD’[_:H%{}]"‘ CHARAN MASSEY

MS | H (Name, of Authaorised Signatory
Tiel2) | ot pii v sem O Shogy £
FOR INTERNAL USE of KOSHIKA FOUNDATION  sw=fi Tveim 17
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

) e | el e 2

Sl BT

o1.07.2021




