{-116F

NBN - (n-22- 0k
APPLICATION FORM FOR ASSISTANCE (Healthcare) Kdushika
s, h . : foundation
APPLICATIONMNe.© 4 4 [ 4 =1~ | 4 appLicanionpare; | D [0 3102 “Bulbding bl of lile
SR W \/[8TA= |p4 34 s fou
MAME of APPLICANT : iH“] 3 AGE-YEARS Wg-Td | sEX fim
wIHTE k | ”u%ﬂ_,‘-'i'_l 1_3'_/1 g ! j\f"

FATHER'S/SPOUSE'S NAME |
g & 5

Nathali

PRESENT RESIDENCE ADDRESS WiuM SFEIa T

F‘h*%’—r ; Hlﬂ"h W JDlor

cslamy  MNAtIona KT n

ot (il < Z3 3120
PERMANENT RESIDENCE ADDRESS :
camée an abiyre
u:c.ummm- "Lj‘“ ¢ w;LL:'\ aM e C/l ‘r.m;.m:n" frfim) © UNMARRIED (orfifion)
TOTAL ANNUAL INCOME S Pl = B {Anach Prood of Incoma| Al
a s am } {:f* ol 1":-}‘“,[4 / (mwmam ) [/
PAN No. 33T} &I 5ET
ARE TOU AN INCOWE TAX ASSESSEE (Tick whichever is applicable); Yes | No
T ST B ST TW 4 (3 WG W IH W AR w e A wom N\

-
=

FAMILY DETAILS witar e

Sr, No. Hame of Family Member Age {Years) Geonder Retation with Applicant
T yfm % TEd W1 Am o (md) fein ; W EY EEy
E S ome-baly Lo e = WY e
5 (uglst s Y i1 A (747
5 ianerda 4 I aridintesn Nl dll
“ Td ML I M { 7aamd S
BASIS for REQUESTING ASSISTANCE (Tick whichewer is appiicable]
= & el fl s
BPL Card EWS Certificate Ration Card
(Attach Card Cogy) {Attach Certificate Copy) (Attach Copy) e
R ok - sinProof
nitdt tE ® I wwm T weg s o yum oy T e S
(TR T W WD U sy wh (WA 9Y W W Wi wWee w0 (WO W W) e v W W

“PURPOSE" for REQUESTING ASSISTANCE:
wEm ¥ e oW e

51 No.
v Hne

Medical Reports/Prescriptions Aftached
spmmvetet § ol W) i afieeen e e

Temilf  (aliiars

Seanldp Coalrarnt =

STV E Fel

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOQURCES
™ TV ¥ T W = e TR @ e A o owg

Sr. No.
W HEn

NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
o4 wim # T HeEm T

! L,

P Eurdatdi i (L2 [ —




DECLARATION by APPLICANT: 09T g Srew o%:

1} | haraty cooflm ihat 24 doléis |nmi|FﬂrmmTMWMM#WWMI.W“MMINIHM my Applicaton & ongoing
bable for rejection/canceilatian,

z:llmlmrﬂymmlhuuumlnn.ﬂmwudirmﬁnmmﬂmon.ﬂlhulﬂmhrh‘w‘.umtlﬂlnm Farm, for which much

was raguasled by me,

31rhmmnnnnmnm“mlmllmlnmm..vﬂﬂmm |nmnamurmmmwlumuwﬂmmwm.nfm

for which this assistance is nequested.

1) ﬂ‘mm{ﬁsmmiﬁiﬂmm#&mtqmmqidhmﬂfmﬂmmwwidﬂmmm-mh

:liﬂwimﬂ‘mwﬁm',ﬂdmtﬂl,mwﬁﬂrhﬂﬁimh-h,inmiwwh

J:iqhm{ftmminqthirﬂii.ntﬂhumumhmmmtﬂiqﬂﬁntﬁwﬂmﬂﬁm

AGREEMENT by APPLICANT (aees g %%

1) By sffong my sianature of thumbd impression on this Form, | (Applicant) hereby agres & mulhorise Koshika Foundation and it's Truslees lo

s publish/pul-upreproduce my name. sddress, pholo & dotmils of the “purposa’, for which such assistance & requestedigrantad. through any
madium, including bul rat limitsd 1o veroal, pent, electionic, tor solicliing donations far Koshika Foundation andior disseminating infarmanon about it's
attivilies/achiavements Such use of my phota & detalls can be made by ioshika Foundation betore or after my treatment or kiffilment of the ‘purposs”
fer which astistance 1§ Deing requested.

2) I (Apglicant) funher agree hal any such use ol my name, sddrass, pholo & detuils of the "purpose’, for which such assislance is requestodigrantsd,
will not putomatically sntitle me for recending of continuing \ha ssid assistance. The decisian for granting and/or continuing the assistance will resl solaky
il [ha Trustees af Keshika Foundation, and ihair decision is this regard will be final and acceplable o ma,

nmmmﬂﬂmﬂmaﬁﬂmm.lmﬂuiMMﬁwmiu’*mmiﬁmﬂi'ﬁ g w1 § FE W0 T,
u.m’rﬁnhunﬁmnmﬂﬂi.ﬂ'ﬁh“mﬂ,w,mﬂmﬁﬂmahaqnﬁnﬁﬂh’dﬁﬁﬂmm

2 i e mmt-ﬂtmwmﬁm*ﬂumﬂﬂltm"l‘ﬂmmiﬂ“umaﬂquh

3y (srew) T8 W § wre § fe e T, v, i tm#m“imﬂdﬁtyn:mwmmm-ﬂmi

“qfyrn” Ty Aok sl W ety s ol sl w

APPLICANT'S SIGNATURE OR LEFT THUMBS IMPRESSION |
= W

AGREEMENT by HOSPITAL (wemmem gn i)
8y affaing horewunder, signatiure of our Authorined Signatory for recommending this case/patient lof financint assstance from Koshika Foundation, we
{Hospital) hersby affirm & accept following:
1) thiat we neither arp prosantly ror will in uture avail of financial assistance from ancther NGO or any other source, for the same patientcase. as we are
requesting 1o gel from Koshika Foundation, to the exiont that such assistance |s granted by Koshia Foundation. if the requesied sasistance is not granted
by Heahika Foundation, i part of in full, then the Hospital resarves il's right 1o make up the shofall from anothar NGO or any other source. This
confirmation esseniially stales that the Hospital will not avail any duphicate p=sistance for the same patienticase from any othat NGO or any giher source
7 The assstance from Koshika Foundation is only financial in nature. The choice of he ireatmentiprocedure sdvised/conducted by the Hospital on the
patient, ls hzsed on the arangemant betwaen the potient & the Hospital, and s in np way Influenced by Koshika Founaalion Hence, (e Hospiml will

assume sole & complete responsibility of the treatment & if's outcome & safaty of the patient, and Koshika Foundation will have no rok of responsibiiity
in ihe matier.

rqrtuﬁwl.mﬂdmﬂmﬂ'mm'ﬁm“hMﬂﬂl.ﬁintWMIﬁqmﬂmﬂmmh
|:||wﬁ=nfr!fmah=lﬂqﬁniﬂﬂlwﬂﬂ*ﬁmﬂﬂ‘mwhﬂ!ﬂﬁﬁmﬂwﬁﬂﬂuﬂdi.iﬂ#rﬂ'mm‘
ﬂhsﬁm&qﬂmimﬁ'imm'mmﬁhllt'ﬂmm'nmhﬁmqwmﬁwmtmm
mﬂmuhmm-m:mmﬂm#mmmmhnﬁimw-miﬂﬁmnftﬂimmﬁmwhi
i wowrt #an = el s W ® T8 Fmain
:,“m‘ﬁmm:i:m'#ﬂ#wmmrﬁuﬂhmﬂmutdmufﬂﬂmﬁqumﬂﬂﬁ
& e w1 s ol = wii wreden g el g w e e b e weawe o B o yer s s s o w1 IR0 DO
i sl Cwirw® o W offen = Rl v ot o el

D_r: SUFYﬂﬂANiSHﬁmn@mﬂ;ﬁmE

umdml’f IV!.E-::I'-S-
iyt ¥ a0
rale 72 (Name, Designa
(Name of Dr. No. with Stamp) of Pocrill
W TN Ve A L 9 % T e v s
FOR INTERNAL USE of KOSHIKA FOUNDATION SIS 3% #7
GIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= T | T 2

&g? T AE




