NRN-C- 2306~ 02Ul

APPLICATION FORM FOR ASSISTANCE (Healthcare) .
e o3, s e b Koshika
o v]ebas [ez¢é APPLICATION DATE : 071 [ ¢ (13 Wi o
MAME of APPLICANT : AQE-YEARS W-" | gex fisn
STHTE W JH ukarm ,13 ‘M

:'mqnmn - thM'

s Peyiny

— L als g1 LW!W{M

TOTAL ANMNUAL INCOME - (Attach Proof of income)
w0 wiits s _E";.E‘UUP("‘ (o W e g A/
PAN No. mm
You {Tick whichever Is applicable). Yes / Mo
W W =W WO {iﬁinﬂﬂﬂmﬁmm l?-f‘lﬂ } e
FAMILY DETAILS wftam fagmm
5. No. Name af Family Member Age (Years) Gundar Relation with Applicant
e ot F v W u (= fm ST ¥ W TN
T~ FALF i Y = Al e
Pavah Y 2 Ceh
5
BASIS for REQUESTING ASSISTANCE (Tick whichevar is appiicabia)
s W il fef s
BPL Card EWS Cortificate
(Attach Card Copy) (Attach Certificate Copy) o oy Sy
nitl tan & 4 o ™ WP vl g T Fuvirem w0 gl it
(v v W we A s w (v w1 %) wm o W W (v 1 ¥ e ST oo wh
“PURPOSE" for REQUESTING ASSISTANCE:
mﬁhﬂﬁhﬂmm
8¢ No. Reporia/Prescriptions Atached
W mﬂﬂﬂﬁmwm
PE— Todanact
LE - Cafanart
—
mug&;;;wﬁﬁ#
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W TR ¥ W Wi s e fesh s= e @ o W
S No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
EY T 5T e W o wf wwrem il
1.

'ﬂﬁf! gbﬂn !____—




DECLARATION by APPLICANT: WriTs [ v 7
ulhpenmnlrmtmaﬂmumMan True to tha best of my knowledge. Any Takse statsment will render my Application & ongoing asssiance, if any,
et

rapectionicancelation
) | solemnly confirm that sssistance, ¥ recelved from Koshika Foundation, will be used only for the “puEpose’, &6 statiad in this Foem, lor which such Rssistance
wan mquesbod By me

3;:rmgp,mmM|mumsﬂmm!mre.wulutmmmlnnnmnm.rrmmmmwminwﬂnﬁmmpmr,dhlmm
far wiich this aesmiance i requentied
1Jﬂinmthwmifﬁﬂmmﬂm:mmqiwﬁhqkiﬂhﬂﬂqdwwwmiiiﬂmﬂmﬂ-mh
1) St g o sy o *wifve Wt W o w oo €, s T ga when o) g o Bt P i, W gn e o s o b

“!!ﬁzm{\‘khnmqﬂmﬂﬂt.mmwuﬂmrmmMHM“ﬂi!ami v wiwm o dm

AGREEMENT by APPLICANT (wiwe® o1 %171

11.Bn1'hnnqmMumurhﬂmmmmmmelnwm}hmrml suthorise Koshiks Foundation and it's Trustess 1o
usafpublinhpui-upireproduce my name, addross, pholo & detasis of the “purpose’, lor which such ssslstunce ks requestedigranted. through any
s, mchuding but not limited to verbal, print, electronic, for soliciling donations for Koshika Foundation and/for disseminafing information about it's
acihdiies/achissaments. Such use of my phots & details can be made by Koshika Foundation before or after my treatment o fulfllmant of the “purpose”
for which assistance is being requested

2) | (Appicant) further agres that any such use of iy name, address, photo & daisis of the "purpose”, for which such assistance s requested/granted,
will nat sutomatically enlite me for receiving of continuing the said assistance. The decision for granting andior continiing the assmsiance will rest solely
wilh the: Trustess of Koshika Foundation, and their decision is this regard will be final and acceptable lo me,

:umwmm“uuanmnmnmmmwzm{wmm#mm--'r sy v 4 T W0,
B T ————— T L R AR R LR R R LR R

A worftn wt % fve oot & #t e w P O e TR W oW @ ¥ T i e e s
:H-:Htmw-iﬂ{mhm,n.ﬁﬁhdﬁmixﬁﬂﬂt#m:mwmﬂmwmi

S T IWE e W Sis siea s el dm

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (wemel o0 ®07)

a],mmhm.mmmmwmmmmwmtwnmmmu from Koshia Foundation, we
(Hospial) hereby afirm & sccapt following:

1] that wa nelther @re presantly nnrimhhmuaradnlﬂnnru:ialmlmhumnnmrm!ﬂuranyuhﬂmu.fumumwm.nww
roguasting b gel from Keshika Foundation, 1o the extent that such assistance is grantod by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation. m part or in full, then the Hospital reserves Il's nght to make up the shortfall from another NGO or any other sourcs. This
confirmation ssentially satos that the Hospaal will nol avail any duplicate assistance for the same patert/case from any other NGO or apy other source
21 The assistance from Hoshia Foundation is only financial in nature, The choice of the restmpni/procedure advisadiconducied by the Hospital on the
Muanmmmmimmlﬂumprﬂ.mmnhmwmthrMIFmMmm Hance, the Hespital will
assume sole & complele responsibility of the freaiment & I's ouloome & safety of the patient, @nd Koshike Foundation will have mo role of nesponsibility

i e matlar

T wfew, e W1 S TR W s et | Tl e 0 i S e @ e (v e e | e w ol el

1) = fs o @ ke b3 o it o fadrg e et v el wee @ el = v o T S o w Ao 4, B e ok Swifew st
2 Sty oo % o & *wifme W g e iy f b ot wifn st g s fie sl s o few e § 6 e
et = & wowt ee W SRR I e R Tew O W st i v # ve e 1 v wm w b e swes T o TR S R e

e wd wew w e == e w S A

3 “wifow ity & o of werem W fufrn vt oF & e o v e 9w e @ Wl Treouiien w g O o veme

% W e b ok wfe araet g fedh wen w el e o b pel v 4 it 8 e g s sE R W i Relol 0 S e
= oh ol “wifre” = i afte o faied g d A e

RECOMMENDED FOR ACCEPTENCE
it & oo deafe
Date of Surgery T GHANDI
s ® i MEBS, MS
acfos (23 e o TR
0 e R

FOR INTERNAL USE of KOSHIKA FOUNDATION =it 2wam 7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
2l e | R R 2

7 TAE

/A




