VAN - C -22-a3-0bF¢€
APPLICATION FORM FOR ASSISTANCE (Healthcare) K{%hlka
Lt ( ) foundation
e \J)[ 03] o\oo o HIOHR |y

NAME of APPLICANT
STATE W MH

Jugendna Sim gh

AGE-YEARS 51q-m | sEX fim

L6 M

FATHER S/SPOUSE'S NAME

Ramlal

PRESENT RESIDENCE ADDRESS AWM SRIG Wl i 8 .
Mun Aad |, Fhig M A T)rl - MunSah ., F'Lm?_@p ' PJ'EQ’P@P
Tl Hathaad , UsP oUdl 3
PERMANENT RESIDENCE ADDRESS - S8 Sierad Cdﬂk{ﬁ;:\].-—‘]zl' o
¥ T
Calme  aA aboife M_J,iq)}
OCCUPATION | Uhfrr}ﬂ.- Dulig,!_!.fscl @Eﬂ.{m ¢ UNMARRIED (i)
gﬁ;&:ﬁ;m:ms Y 5, o f__ (_'F_d"f:'i}ull L\') {?;:h :lmﬁ-r;:! mﬂ Nfi]'

PAN No, ToW W) W

ARE YDU AN INCOME TAX ASSESSEE [Tick whicheves Ie applicable):
N Y =0 51 U9 § (S o= B TH W A W Gen e

Yes | No
7oA

FAMILY DETAILS wltam farm

Sr No, Mame of Family Member Age [Years) Gender Relation with Applicant
w4 HEm ofian % TRl W T I (i) fism W e
| La Saal lat ol iY = Wl e
2 L a5 M SN
T "T0 oo T E Taial 1
i KAdnal 2] fal o ond &0
BASIS for FIEQ!.!E!TIHB ASSISTANCE [Tick whichever s applicabls)
wovm % fmg el SR
BPL Card EWS Cartificate Ratian
{Attach Card Copy) (Attach Certificate Copy) {Attach g-;:] "".:{l?:':;i
et F I e st sm o M = AN T 5 T
(warm o o} we o e W (o ¥ o i W e (v WY R o s wh LA
“PURPOSE" for REQUESTING ASSISTANCE:
wwrm o e T e
8¢ No. Medical Reports/Prescriptions Attached
w T s @ Wl W e e dee
HE - Seoule Calenart
e — L eaule Ladiaart
.- L. =_ ..‘
o rgf’nt{ S LEY STCR+ dol
" p
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
w Tgtve % ¥ v o wewm fel s wim @ frn o WY
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
N HE = FE w1 W . né weve
1 DL Adeo J—
I




DECLARATION by APFLICANT: 308%% T Whes ¥3:
t:|tnarahjrl:mﬁtmmﬂﬂaﬂiﬁlanﬂmmTMhhhﬂmwM.ﬁmew“ﬂmnﬁ ey Application & ongoing as
fimbie for repectionicancedlalion.

2 | salemnly confirm Ihat assistance. if received from Koshika Eoundation, will be used anly for the “purpose”, as sated in this Fom, for which such
wits roguesied oy me

3} | hereby confirm tal | have not & wil ol in future, avall of reimbursement, in par of i full, from any alher sourcalemployeriingurance company, of tha a
for which this assistance & requesisd -
;;#n‘rﬂm{-‘cmm#ﬁinﬁﬂmnmﬂimmwﬂhmﬂmsummﬂmtﬂﬂmmnuwrhh
3) 8 g 9w ol “wife g, @ o w0 b, e ek Tl ste W) ol W el w3, @ ga me d o b

1) & gfe wom { T firm v oy b W ol 70 ofn = wfew @ e e T e el S 2 AR firm # o ¥ W ofe= F dm)

AGREEMENT by APPLICANT (39%% g1 =00

1} By affecng my signature or thumb impression on this Farm, | [Applicant) hersby agree & authoriss Koshiks Foundation and iT's Trusises fo
use/publishiput-upireproduce my name, sddress, pholo & dotails of the “purposs”, Tor which such assistance is requesied/granted, fough any

medium, including bul nol limited o verbal, print, electronic, for soliciling donatlons lor Koshiks Foundation andigr dissaminaling information aboul i's
activillas/achigvements. Such use of my photo & detalls can be made by Koshika Foundation before or aher my froatment or fuifilment of the “purpose”
for which assistance is being requestad.

2} 1 {Appheant] furthar sgree Thal any such use of my name, address, pholo & delpils of the "purpase”, fof which such asshlance |8 requestedigranted,
will rot automsticaty enitle me for receiving of confinuing the sald assistance. The dacision for granting andine continuing the assrtance will rest solely
with he Trusizes o Koshika Foundation, and thalr decision is thiy regard will be final and acceplabie (o me.

r}mmwuﬂrnmm#ﬁ#!‘lmm,“ﬂﬂplﬂdem{ﬁ'mWﬂtMW"ﬂMWthﬂnn.
w,mh}n‘.nﬂmrnmiﬁui.ﬂ'd&m'mﬂ.m‘mmmﬁﬁwﬁwmmﬁdﬂﬁflﬂ‘rlimm
:imﬁumﬁa!mmﬁii:iﬁmmmﬁmimwmi-ﬂih“mmﬂ"uwmh
z:ﬁtsaﬁmmmﬁmti:hw.n,ﬂ#mﬁhmtnﬂdi-ﬁulym:mmmmm;wm#

gty g TwE =it W Frole sfm s e gy

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION ;
sripew % W @ SE W e

AGREEMENT by HOSPITAL (wwme B0 &uol)
By affixing herounder, signature of our Authorised Signatory for recommending ihis case’palient lor financial assistance lrom Koshika Foundation, we
(Haspital) hereby affiem & accept lollowing:
1) thiot we reither ane presently nor will in future svall of financial assistance from ancther NGO or any ofher source, lor the same palienl/case, as we ane
requesiing to gel from Koshika Foundation, to the exlent that such #ssistance is granted by Koshika Foundabion, |f the requesied szsistance is nol granied
by Kowhikn Foundation, in part o in full, then the Houpital resarves i's right to make up the shortfall from ancther NGO o any olher source This
confirmzlion assentisiy states that the Hospitzl will not avail any duplicate sssistance for {he same patient/case from any other NGT or any other seurce
Z) The assistance fram Kostika Feundation is only financial in nature. The cholce ol tha trestmenlprocedune advisad/conducted by the Hospital on the
patient is based on the arrangement batween the patient & the Hospital, and is in no way influsnced by Koshika Foundstion. Hence, the Hospital will

asiume 1oie & completn responaibility of the treatmaent & Il's outcome & safety of the patient, and Koshika Foundation will hava no role of responsaility
in tha matier,

mm.mﬂnﬂmimﬂrﬂﬂd'Mﬂ#ﬁ“iﬁﬂﬂm#-ﬁtﬂrﬂw{mnhmﬁmuﬂmmiu
;}nﬁ::ﬂnﬂm#ﬂﬁmimmmhmmmhﬂﬂﬁimﬂm#ﬁnﬁﬁi.ﬁhnﬁ‘mmﬂr
3 fmfrfed =8 % wme § “efme wEETA" g e 7w i “wifen weat oo weew fef s b e o e e § o s
el s B et e w fal s wEE @ e o W e e v o e e w e f e e i T e ddore iy e
& wrwrt wan w Bl s w2 At

2 = T & o woe s i wefSt B w v g @ e @ el IvmTED W oo TR W
% v w1 fem § ol “wifew wrett g el v w v co o b vl v 4 0d ¥y e b s oo W

= @ ok “wifen” = R sfe w Pl o @ e

iy a

Or. SUF YAN DAN|S HRECOMMENGED FOR ACCERTENCE Mmmuw)

Date of Surgery : e 5
mmr- DMC 1 (08
: 2 2 ; Name,
Fé’}ﬂl 2 {wa:i 0. with Stamp) anla- on behall of Hosp
TR W T0 0 TEe 0 L 4 T | T W i s
FOR INTERNAL USE of KOSHIKA FOUNDATION  sifts 37am ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T T | T T 2

! A




