\JAN-C- 12 -67-48¢5

~—— APPLICATION FORM FOR ASSISTANCE
HETAAT B SATERA WEY

{Healthcare]
(e )

K¥hika

foundation
— __ —  — -}

APPLICATION Mo, _'-I.I_IH-I“ biocs al like

appLICATION DATE | (5[0l [ 3 )

\J [e 332 [s42y

Ty T

NAME of APPLICANT . AGE-YEARS WT3-71 | sEx fEm
i ANAOTAN pr 2 M
FATHER'SSSPOUSE'S MAME | .

famreges w1 M Ri’ﬂ il

PRESENT RESIDENCE ADDRESS SnWF 09FE TA

{ A y
i Hymtena, BadhacMindg - A
= - e Poeop  Pedep
Lo Mathusa ; U-P- 981504
PERMANENT RESIDENCE ADDRESS - 3=y i = f__ s-*qaq) /
- 18 5106m
e AL __ab 81e
1
CUPATION : .
occup Une b ) ¢4 MABRIED () / UNMARRIED (i)
TOTAL ANNUAL INCOME : . FlL ™, (Attach Proof of Income)
a1 U3 i Famyd™) v e )\
PAN No. T2 =) Wedl
ARE 10U AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yeu | No "
¥ W A W W E (W W IR W W AR A /A0 | __
FAMILY DETAILS e famrm
& No. Mame of Family Mamber Age [Yoar) Gender Relation with Applicant
a5 Hem qiEn & weEl W A = (=) ¥ Wy Ty
| S ha¥uanlla A5 E MY E
| Caxovern T3 M S V]
T FOERTO =L = Vaadites 177 Ty
b ey [s i [anond o5
[\ Lo grg L ™M 4 ] ¥4
BASIS for REQUESTING ASSISTANCE [Tick whichaver |s applicable)
e & e el s
RPL Cand EWS Certificate Ration Card Any Other
{Attach Card Copy) {Attach Cortificate Copy) (Attach Copy) Basls/Prool
i T ¥ 9 v T T FN v TS R e i
(TR T A o v e s (v W) W ol e wh (v v W e iR wREe e
“PURPOSE" for REQUESTING ASSISTANCE:
o e m e W oao:
& No Medical Reports/Prescriptions Attachod
¥4 wEm SRR § =6 w1 1 e Je s
BE- C_ndanats
| = _ Aaq 300l
b ™~
sl g @7 = [ L E T STOVS iﬂf.-
i l S
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
Wy s A W
5r. No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FH HEA = o= T ¥ T T FeEE
| JIISCN Joon ) —




DECLARATION by APPLICANT: ST9%s §m v o1
1}|mr¢brwﬂ1¢mmuiduuhlnmFomnTmmnhﬂninqmwrmwﬂmdumﬂpmuunﬂmwn
lizble for rejection/cancefiation.
231 splemnly conflem that assistance. If received from Koshika Foundation, will be used only for the "purpose”, as staled in this Form, fof which such au
was requested by me
3} | hereby confiem that | have nat & will not in future, svall of reimbursement, in part or in full, from any olfer sourse/employet/insurance company, of the
for which this sssistance is requested
lJiﬂMm{hmmﬂﬁidtﬂmi&Mimmﬂﬂhﬂﬂﬂﬂwnmmiﬂﬂmmtwmh
11 &t pu i e ofn “wife s, 4 @ W ot b, T awdm wl v o o o fl fem wem, @ W e F woom

1) ¥ ofe won € e Pre myrem i W i 9 of 4, o W wies W e e S s eefeesd s eI d Rt s A A

AGREEMENT by APPLICANT (=m9es gm0 %07

1) By atfbing my sigrture or thumb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundation and it's Trustees (o
usepubiishiput-uplieproduse my name, address, pholo & dotails of the “purpose’, for which such assistance is requestedigranted, through any
medium, including bul nol fimited lo verbal, prinl, ekeclronic, for soliciting donations for Keshika Foundallon andior disseminating infstmation abaul If's
aetivities/achigaments. Such uso of my pholo & detally can be made by Koshika Foundafion before or after my treatment ar hufiiment of the “purposs”
for which assistancs i being reguested.

21 1 (Applicant) further agree hat any such use of my name, address. photo & delalis of the "putpose”, lor which such assisiance is requestadigranted
will not automatically entitie e for receiving or continuing the said assistance: The decision for granting and/or continuing the essistznce will resl seely
with [he Trusiees of Hoshika Foundation, and thalr declsion (s this tisgird will be final and acceptable to ma

1) g Tl s e m s o g e, (o) s sesft W) gfie won f o st s ol aes il oW e woe T o
. W st = B g v i §, T e T, T TR @ i s T S R S e s

& salt w3 3 fo s & 3 vn w e 4 v @ wE @ W § v @ f Cwifew wdmt o s Sfem b

2y & s w8 wye o e dn wm, om, wird sl fewr off f oawm o wetvd] ® wiidn # ye e T W oew W owm o EE |

U i ™ T I e W Pls sl aby esred v

AFPLICANT'S SIGHATURE OR LEFT THUMB IMPRESSION :
SR F TR W S w1 e

AGREEMENT by HOSPITAL (wrme gm wom)

By oflixing heraunder, signalure of our Authorisad Signatory for recommanding [his case/patient for financinl assistance from Kouhika Foundation, we
(Hezspitalf) hereby affirm & accepl foflowing:

1) thal wa pefthar are prasantly nor will in future avail of financial assigtance from another NGO or any other source, for the same patienlcase. as we are
requesting 1o get from Koshika Foundation, to thie exiont that such sssisiance ks granted by Koshika Foundation. If ihe requested assistance s nol granted
by Knshixa Foundation, in part of in full, then the Hospital reserves it's right to make up the shortfall from anothar NGO of any other source. This
confirmation essentially states thal the Hospital will not svail sny duplicate assisiance for the same pallentcase from any other NGO or any other scurce
2] The assistance fnam Koshiks Foundation is only financial in nojure. The choice of he trenimentiprocedure sdvisediconducted by the Hospital on the
patienl, i basad on the arrangament betweaen the pallent & the Hospllal, and is In no way Influenced by Koshika Foundation. Hence, the Hospital wil

assume sole & complete responsibdity of the eatmant & H's oulcome & salety of the patent, and Koshika Foundation will have no rofe of responsibility
inihe matiar.

pet afiown, weel T S @ Al = Ceifen aresder” @ falie weren By firefon o ol @, fel e (yeem) T owen @ we o wiew W #

1) w7 @ =0 s T 6 ofes F R wer feel el R W e s R R Tw R A SR W A O F, 9 T v s e
% Ty we & way 9 “sifiw s po e 0 e sl S sl s g Ty e st i v W fen s §on s
it s e wowl W w e ar e o e 4 W ey i T &) e o e e we § T aree fidt e e il iy et
T R R W R S e W T S

L *wifvw wrE” W o ke v fafie v W & o W e gm S ool e w e T aemaiEw | o T o

u e = feen | aby =i wrrdve g Rl s e wtE oo ot @ pefied wveee F doll o yoee o ol sl a9 o

= ot ol “wifm” W W s w fesod wowa S T T /_\9

m -
Dr. SUFYAN DANIS g (Y ( administator ) 5
DateotSugery | M.B.BS., . . y
it ) wi
(o323 e (Rarme, Dsigration £ g2
W W T 9 E 0 1 T 0 Wy e s
FOR INTERNAL USE of KOSHIKA FOUNDATION 7=t 37 2
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

=} EneR |

7 TNE

/i




