RN -C- 23-0f- cod6b

APPLICATION FORM FOR ASSISTANCE (Healthcare) thtka
HETAM ¥q STEEE W= { T T ) YT FO T
v Viofai[oznz T S L7 ¥ I N—
. L] . . _ _ﬂ
e Adramida. Devi = Ew

g ShYan | ok
. MM‘W
| DhaunnaAa, fhauniA ;

NI T . ¥ &
ADDRESS : kol

Y. . 7 ) Y, A
e Heme ek et WJUWMM}

TOTAL ANNUAL INCOME - b |Amach Proof of Income)
W wits e So AU |~ ('_FRW#‘;) (sm w wes gy A/
| PAN Mo, T} W W
mmuum ﬂl:tilﬂlﬂr applicable):
w0 S W (R T 6 TN W A W e e ?:Nﬁ \__,/"/r
FAMILY DETAILS wiar fow
Sr. No. Name of F Mainbar Age Gendar Relation with Agpicant
U A wfw & w ™ T (=) fism FFTE W A
T Evdnan hmgﬁ P A .l Hushand
= - PrePak 40 A - 0N
3 U oeid - = Ddugmm_r_m
mnmmmmuw
o % ferd fefy s ]
BPL Card EWS Certificate Raticn Card Oither
(Attach Card Copy) {Amach Certificate Copy) {Attach Copy) .W_W
ot tan % A oy oy s sy Wl e Fnien we e
(v v W o e (v T =1 o e W (wam vy &) wew o e -
"PURPOSE" lor REQUESTING ASSISTANCE:
e B R e W e
8¢ No. Medical Reports/Prescriptions Attached
W Hw semmeeie ¥ wit o v afvier gt e
KE — Cadgniacsd
LE — Cafana 4+
P -
S umeng—7LE) Jcv T Paoall
| Sy
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
Hl{lﬂiiﬂq:‘ﬁnm“nmﬂm“m
8r. No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVMAILED
WE_HEn =1 T W AN . wf sy ol

f JECC Jeeaf!r";




DECLARATION by APPLICANT: siew [ siwe Tw:

1) | herpby confirm Thal all detads in this Form ane Trus to the best ol my knowledge. Ay false statement will render my Applcation & ongeing assislance, If any,
liatle Tor rejecton/cancellation,

:mmmmm,#mummmmanmm,winuummlyhrm'mm‘,umhdmm%.hmh:hm assislance
Wil megusbed by ine

3 | hereby confirm that | hawe not & will not in feture, svaidl of reimburssment, Irv part o in full, from any olhes sourcalemployer!insurance company, of tha amount
fear wtich i aasistance & regursiod

i) !mmthmmiﬁﬂﬂhﬂﬂmimmnﬂwﬁlmﬁﬁhwﬂmmnniuﬂﬂm e W wm wed b

1) & gn o weey oy Swifre s, @ @ w ot B, TEe o e vive o) g o fe fem wdm, 3w owen F e omm

1) 4 e wam v fen e # s e o) of £, T ol e s T e B S e whafiestale wEpl 6 0 T § obon @ afes 3 e
AGREEMENT by APPLICANT (wrimw @m0}

'|,|E-|rll'l'mngmrﬂrulumnrwﬂ!anrnmmunmFmﬂ_t{kppium]humbymlmmﬂmhhmtﬂmm#immtu

isslpublsh/put-up/reproguce mry name, sddress. photo & detads of the "purpose’, for which such assistance i requested/granted, through any

medsum, including but not imited to verbal, print, slectronic, for solicing dorations for Koshika Foundation and/or disseminating information about I's

aciivites/achievements. Such use ol my photo A details can be made by Koshika Foundatlon before or aftar my trestment or fulfiment of the “purpose”
for which sasistance is being requosiad,

2} | (Applcant) further agree that any such use of my name, address, pholo & details of the "purpose”, for which such assistance i3 requBstet/granted,
will mat sutamatically entile me for recelving of continuing the sald assistance. The deciskin for granting and/or continuing he assistance will resl solely
with the Trisless of Koshika Foundation. and their decision is this regard will ba final and acceptable 1o me.

1) TR W T S e W s w e e, § (sdew) st wewhr 5t gfe wem o o Vi wden S aws i T oW ey won o fe R e,
Wi, Wi o W e T vy 4w 8, R Cwiteer e e, T, e At wtvn @ o it st el o el feedt < s o

# it it % o afiege 1 ey e @t e o Tt @ e 2w e e e o afeg b

1) & (spiew) W o & v € ¥, W o frare o e aoun @ agted @ g § 98 v T W wEer i S R S

e Ty e ofed v Frete o st s o

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
sreow % T W bR W Fen

AGREEMENT by HOSPITAL (wisms 2% Fid )

By affong hereunder, signature of our Authonsed Signatory for recommending thie cass/patient for inancial assistancs from Koshika Foundstion. we
|Hospital} horetryy a®irm & accepl lallowing:
T]mnWanﬁﬂhMmllmwwmﬁmmNﬁﬂwmrmm,hmammwﬁm.uwnul

it get from Koshika Foundation, 1o the extant that such ansistance is granted by Koshika Foundation. I thr reduested assmstance s nat grantad
by Koshika Foundation, m part or in full, then the Hospital resarves it's ight 1o make up the shartfall from anotier NGO or any other source. This
confirmabion essantally stales that the Hospital will nol avell any duglicate assiglance for the same pabent/case from any other NGO or any other source
2) The mmnhmlﬁmhhhmd.mmsmﬁnmmMm.MWthmaMMWMHMmM
patarl, i based on the arangement batwesn the patient & the Hospital, and i In na way infusnced by Koshika Foundation Henca, the Hospital will
assume sole & complete responsitrity of the reatment & it's cutcome & safety of the patient. and Koshika Foundation will have no role or responsibility
I e st
et wfiega, womsd w 31 B oA “wiie wre” W i wer wy feedn W oo f e (w) T wen ¥ w8 e et b
IR 2 EE 8 -8 &8 sy 4 fi v fed & el se  fed e v @ e ol F o w A o 3R e e e e
3 fefim vl e W s 4 “wi T po ey B ik S e serdva” g e fied sfrowen 0 e e fee e o s
ford e b wd e S W S e o W s e T & e F e wm w5 s i we s S i e
i wew R S R R W AR
2wt wssta® @ o vl W v fetr wetn ot &) ik woreee g of T w Pl v rveiien w g A o
& g w fes § s = wdfes s o e e s w0 v o b v v R 9 g g b st ot ) vl fesid R e v
wt ol ar wifew ¥ W gt m fedon v s e

RECOMMENDED FOR ACCEPTENCE
3 v % ferg W
Date of Surgery |
siftom W i MBBS, MS

5‘3{#(/23 | . & Regn. Noartith Stamsg)-.-~

E R R ER R

FOR INTERNAL USE of KOSHIKA FOUNDATION  #ifts 3% 77

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=l e | T R )

7 BAE




