VRN =C-21-03 -0034

/ APPLICATION FORM FOR ASSISTANCE (Healthcare) KO‘S hlka
“ il (VY tarm) foundation
No.: T acae——

woww:  \/|0321/0430 o 02]03] 2 | e

:ﬁ:-:u»:cm: ’ JJ(Q W |. m-vuggg—ﬂ uEﬁn ,

g ww o Makhan Lad :
PRESENT RESIDENCE ADDRESS Wi Juwis W

Meeas, Bt Tatliiay, ekt —Saiail g

Sawme &R obave
o Heme Maken (fam {y) YARSZS (W) | UNwARRIED (sfvede)

w1 wE )4-175—0)'—- ‘?:wmmﬂg_
PAN No. Rt W Wwu
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is appiiceble):
wmmuwﬁdwﬂuwﬁnﬁ%mr Yt't'/“:i —
FAMILY DETAILS <ftwrt feqaot
5. No. Name of Famty Membar Gander Relation
Lo mi%mm ?1(::), fiin m?m
Rasal Singl, < Hiobasd
{ S

s
A Minfid AD
3
=

Facyan ' TS T

BASIS for REQUESTING ABSISTANGE (Tick whichaver is applicabie)
wpn & fard fisfe spum

BPL Card

(Attach Card Cogyy) (Mm} ‘m%, Any Other
oid T ¥ N mm s v o T o v wid - we
(VEM T € W o e w (war vy W) wew W ey wh (v W W Wy o e e e

"PURPOSE" lor REQUESTING ASSISTANCE:
wram 1 M v Pl w agdm:
Se. No. Mudical Reporta/Prescriptions Attached
W TR semreier 3 o W wf wiehey g wem

ST [N @ SVUTE

[F-SFnlle (odascoc

VI D ST = | S—

ASSISTANCE BEING AVAILED for SAME “PURPOSE- from OTHER SOURCES
T TR % ¥y W s wevew Pt sen v @ faem o W

r. No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Y WS 5 v W Ty ot o weom ot




DECLARATION by APPLICANT. S9T% DU Wiew w1:

a)mmmawhmMnrmuuandmm.muwnwmwsm
rejection/canceliation.

2) | sclemedy confirm that sssistance, If recehved from Koshika Foundation, will be used only 1of the “purpose”, as stated in this Form, for which such

wias requesied by me

3) 1 heredy confiem that | have not & will not in future, avadl of reimbursement, in part or in A4, from any other source/empioyecinsurance company, of the amount!
for which v assistance i regquesiod.

1) 4 vy won { B 15 wen @ Rl ood ol Senen 28 wend ¥ st v o bSR wl fewen o woy aeee e e £ o 8 oo feee o @ wad 1
2) o % weren o “wifom vt 0 W w o f, T i il st W i N e er wb, i wm et o
3) ®ye wor { f& fom v ¥ w wda o of £, @ o W s @ wen e el s el werd @ v o e § aht s @ e F o

AGREEMENT by APPLICANT (smew 5 Wot)

1) By afliking my sgnature of humb impression on this Form, | (Applicant) hereby 2gree & authorise Koshina Foundation and It's Trustess (o
usa/pubishput-upireproduce my name, acdress, photo & datails of the "purpose”, for which such assistance is requesiad/granted, through any
madium, Inchuding but not imited 10 verbal, print, olactronic, for scliciiing donations for Koshika Foundation andlor dissaminating information about it's
sctvibes/achisverweis. Such use of my photo & detads can be made by Koshike Foundation before or afler my kreatmaent or fulfiiment of the “purpose”
for which assistance ls being requestad

2) H{Applcant) further agres that any such use of my name, address, photo & Satalls of the “purpose”, for which such assistance is requestedigranted,
will not automatically entithe me for receiving or continuing tha sald sssistance. The decision for granting andior continuing the assistance will rest stlely
with the Trustees of Xoshia Foundetion, and their deciaion is this regard will be fingd and sccopiable 1o me

1) W owey W ol wmer w il W) ey v, @ (aview) wrel wenfs W) g won o “wifeen st sb T sesid * Wl efen won { S W0 W,
wr, 92 s 2 ferm W vy 9 S 1, 0 Ceew” i e, o9, wwew (et agtee @ g0 oiiefed s e fivd el & e e

R yafty wrd ¥ Sy e b S W ferm 3 poe ® R @ e @l & Sy Cwifoe sl ol sfegr b

2) # (siew) = e O v { 20w, wn, w5 she fevw @ s rew o agted @ vl § g v mooe ) weor ol e wae d

“wifre” T TR wfed W fely ofim o ool Wiy

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
sovce ¥ powt W bl W

AGREEMENT by HOSPITAL (¥eess g 00)

By affudng hereunder, signature of cur Authorised Signadory for recommending this case/petient for Bnancial sssistance from Koshia Foundation, we
(Mospital) hatedry affirm & acoopt following:

1) Mist wa neither ace presently nor will in future avall of financisl assistance from another NGO or any other source, for the same patient/case, as we aro
requesting 1o get from Koshika Foundation, 10 tha exten! that such assistance is granted by Koshiks Foundation. If the roquested sssistance is not granted
by Koshita Foundation, in part or in full, than the Hospia! reserves it's right 10 make up the shorifall from ancthor NGO of any other source. This
confemation essentially states that the Hospital will not avall any duplicate assistance for the same patienticase from any other NGO or sny cther source.
2) The assistance from Xoshika Foundation is ondy inancial in nature, The choios of the restment'procedure advisadi/conducted by the Hospiial on the
pationt, ks based on the arrangement batwoen the pationt & the Hosptal, and is in no way infusnced by Koshika Foundation. Hence, the Hospital wit
mm“ solo & complate responaibiiy of the reatmant & If's outcome & safety of the patient, and Koshika Foundation will have no rote or responsiility
in the matier

vt sfiege, veowl ¥ st 4 sebied o “wfn s 4 e sty et @ wit £, el v (vewon) e sen @ wm v e T

1) & iy ot whey abt v ) ofies 2 Al e feslt b wond Weey w Sl vl § Tw ket 9w o o £ B s oot st
W Srefn/feds o1 ¥ waw @ “wif st pu e B e Wk Csifes vt pu sem e sfimewen £ g W S o § o s
e ses e woeft voe @ el s weewy @ weren Bl W sfesr g o & e e F we v oo € I s i o s dhanet o S
& woah s w e a= e R e

2 “wfrw st 4 of of srm S il o W b0 W veem oo @ of ey w fed o Tveuriee W e O O v

¥ v W feer £ ol Cwifon wrdtey po el v w W von v | it pree © 99 ¥ pe e o et w8 il fesioh o

W vk abe “wifir” W i o w Pt W e 3 v GG

<

Dr. SUFYAN DANISW:W

>/ 3
Date of Surgery -B. A
Pt g g § 893 mand

2 (Name, & Stamp of Authorised Signatory

03’°3l2-’ R W M:’it = N R A s wen
FOR INTERNAL USE of KOSHIKA FOUNDATION mmn
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
8 e | a2

30.05.2019



