C-21o —wnvil

_APPLICATION FORM FOR ASSISTANCE {Healthcare)
- bk \ ) foundation
APPLICATION No. - APPLICATION DATE : 85 [ - [FE———T
mewon: [} o193 [0342 e [ — -
MAME of APPLICANT AGE-vEARS =g | sEx fen
STCE W '
o /J?ﬂ’d o 73 e

s W =

FATHER S/SPOUSE'S NAME

Pcfat

(ViNage- Nayjal Sumey Sing

RESIDENCE ADDRESS =owrd Myrers wm
I JTeh-- Nahwd PIEf--Dalls

Hajacdhan - 397kod

PERMANENT RESIDENCE ADDRESS | ¥ Hiawid oM

He  QApUE

K&hika

Pastaf
L’-?dd,u

pfl"nr‘[‘

b3

QCCUPATION -

umlltﬁ:;-ﬂ;dhj / UNMARRIED | stfrn)

=FA ' ggﬂﬂ NulEyY
TOTAL ANNUAL IN

{Attach Prool of Income)
(579 W W g)

A

¥R Wi o co,gon b [ family)
PAN Wo, T} wm wEm E,gﬂ
ARE YOU AN INCOME TAX SEE (Tick whichever s spplicable) You !
T sm @ s o # (W T 0 IR W W W e A m;{%
FAMILY DETALS it farm
5¢. Mo Marme of Family Member Age (Years] Gender Relation with Applicant
u Hum o & sga W = (i) fiam Reew ¥ Ty Hew
P hh:aihl o o St n
g B ogand 0 d EFTIN P
LY Flseanr 30 e,
0. Efon 20 E .«Lutﬁu&,_
BABIS for REQUESTING ASSISTANCE (Tick whichaver Is applicabiie)
wrom % fe fiefl sam
BPL Card Ration
(Attach Card Copy) (Atinch Cortiicase Comy) (hitach Copy) Lo —
witd T % 9 vom T s m o Ty Iy st ety i
[wa 1 ¥ o uly we (wam qy W) e W HE (vam w1 W wn ¥ W wh

“PURPOSE" for REQUESTING ASSISTANCE
v ¥y el o e W o

5. No Medical ions Attached
N W seymevetezy ® wrl o o wiey ol W
. [} ".
{1y eSS RE — CF/V77Z THTFRAL]
LF = POLO
48]
ASSISTANCE BEING AVAILED for SAME “PUR " irom OTHER SOURCES
¥ I % 0w s weew st s wm ® e o oW
Sr. No. NAME of OTHER BDURCE AMOUNT of ASSISTANCE BENG AVAILED
5 A "= W W AW s ]

il




DECLARATION by APPLICANT: =eTw 51 W ¥=: 5
l}mwﬁMMHdﬂhhﬂme True to the bas! of my knowkedge. Any false statement wil render my Applicaton & ongong assistance. f any.
reaction concaiiation

ﬂlm#nrijmnhnmul-ﬁ.nﬂ. If recelved inom Koshiks Foundation, will be used only for ihe "purposa”, s sinted in this Form. for whigh such sssistance
WS roguesied by me

3) | hersby confrm that | have nol & will nal in lubure, avad of iembursamaent. in pa of in kill, Inem any ather sourcelamployaninsurance company, of the ameint]
for which this ssssiance & reqgUasted

1) & v won = e 2 et v ol fewm W wewt # s e ool ot w f o wen s w wm # 0 & e faom 9 W el
1) it g o moem ufn *wifew wrtes®, @ o w ol §, vew wee el vtee wh fl & fied foow wde, W g wee o wnoww #
1) 4 gfe wo ff f frs mwrem g e i wt o 4, 9% nin W aFee w T fres fed an omfnieeano Wl 8 2 o e # ok o e om

AGREEMENT by APPLICANT (e g =)
1) By afixing my signature o thumb impression on this Form, | (Applicant) hereby agmes & authorse Koshika Foundation and ir's Trustses o
uhe/ puttiahipul-upreproduce my name, address, photo & detalls of the “purposa’, Tor which such asnistance is requesiod/granted, through any
medium, including bul mol limilad 1o verbal, prinl. slecironic. for soliclling donations for Koshika Foundation and/er disseminating information sbout il's

aciivities/nchiovaments. Such use of my phota & delaits con be made by Koshika Foundnlion befors or after my reaiment o fulfiment of the ‘purpose”
for which asseslance is being requesied

2) 1 (Applicant) furthor sgres thal any such use of my name, sddrees, pholo & detalls of tha "purposs”, for which such assisiance is requasiedigranied,
will not automatically eslitle me lor recewving or continuing the sald assiance. The decision for granting andior continuing - aesisiance will sl solely
with (he Trustees of Hoshlus Foundalion, and their docksion lu ihls regasd will be final and acceptable © me.

1) w0 wen o awd wemer 5 sl wl wes eomer, @ (sptow) anelt e o) yfe won o “wifee wd b gt il < w sfeg v o S om,
=, gt s W fewm g v o o o Cwifewt T i, T, v (e et o viifed s st @ fel fe o s o

% vaie w6 % B oo b6 ow e 6 oo 8 w9 o d e ¥ e el wdest w sl e B

2) & (sriew) wowm @ wrw { T o, o, i sl feen @ B weem o webed @ ofide o e wemm W) e ) v W owee |

“wifyran” ey zewt sufind we fle alim sl wosed om

APPLICANT'S SIGNATURE OH LEFT THUMB IMPRESSION |
e ¥ T

’ AGREEMENT by HOSPITAL (wvmm g =)
By affixing hersundor, signature of our Autharsad Signatory for recommanding this casa/pabent for financial assmsiance from Koshika Foundalion. we
(Hospial) herebry affirm & sccept following:
1) that wa nelthor are prosently nor will in future avall of fnenciol sssistance from another NGO o any cther source, for the same patenlcone. & we ore
requesting 1o get from Koshika Foundaiion, o the exient |hat such assistance |s granted by Koshika Foundation. Il the requested assstance is sof granied
by Koshika Foundation, in part or in full, then the Hospital ressrves s right to make up the shontall from ancther NGO or any other source. Tha
confirmation essentiafy states that the Hoapstsl will nol avall any duplicate assistance for the same patient/case from any offher NGO or any olber source.
2) Thie assistance from Moshika Foundation i only fingncisl in nitura, The cheice of the restmentiprocedune advisodiconductod by Ihi Hospitis on the
patient, is based on the armngement betwesn (he patien & the Hospilal, and s in no way Influenced by Koshiks Foundation, Hence, the Hospital will

assume sole & complete responsibility of the traatmant & IT's outcome & sately of the patient. and Koshika Foundation will lave no rofe or respensibility
i the matise

wert sy, wee wd sy @ urmladd w) “wifre st B oeeew dy Tt o aeh 8 ot e Oreme) fes et d e w i e |

1) o fsu & wiwe ot 5 0 i o fefrw wrwe fad e wowd o el s vl @ T i F ) ow A o, W oo e et
# fawimfeds v ¥ wam f “ofme wESR " gu o 9 e b ot e weebE” oo e el sfrse € o = few e @ @ seee
fueh o= e wred s w Pl s R W e W w st grdon v e g d mre o B s i e e deftosed by el
& wrft wen m ok e v o o sy

2 Wi T ¥ v wem wee el v w1 & o W e o O o weE @ R seee oA Tt T e

% W w fres & s “wifm et g fel sen W e oo e bowded e o Ol 8 pre g sl BN a9 wl fesoh T o wem
o vl ol “wifon " oft o oftees o et g aeed o e

s —
O v ol

Date of Surgery AN
st & . "'ﬂOPHmEﬁm
o ﬂ'?-"?— 'gl’:
91 'ﬂ tw:iwumunt
FOR INTERNAL USE of KOSHIKA FOUNDATION Iﬂh"ﬂiﬂi{
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=y | [ T 2

o/

/ FAE




