VRN - C

- ;'-?F-‘L—-cr:?: - 40

APPLICATION FORM FOR ASSISTANCE
HETOM e STad WrEy

{Healthcare)
(FamEGn EEVTE)

APPLICATION No |

V[ 0333) et 46

mcf;‘:ﬂuu DATE : ﬂ_?,/ CBF{ p]

ﬂTﬂ-‘F T ¢
NAME of APPLICANT 1 . AGE-YEARS ®FI-W{ | sgx fem
STEw ® A -\Jfl-"?l-!—h-{ é q :F:

FATHER' S/SPOUSE'S NAME |
faa=gre W T

Ratow

KS%hika
foundation
Brailidiing hlock =l kls

PRESENT RESIDENCE ADDRESS uM S v

Ly he lwm% /

P

PERMANENT RESID

. Alld 4
E ADDRESS : =i S=mia oM

SoUINE Lk Aoy

=

Lﬁq gOS&TH"P@

quﬂ;n-:m: UNMARRIED (sfimie)

GCCUPATION
2Ry Howme M Cl,kf‘ N @
TOTAL ANNUAL INCOME - —— ) ¢ [Attach Proot of Income) )
T At 3 Y5 guv/— (Fagyl¥) erewswm A4
PAN Mo, EITE T EEA _
ARE TOU AN INCOME TAX ASSESSEE (Tick whichever is applicabis)! Yus | No —
¥ s am g ¢ (W T E W A W e e Mo \
FAMILY DETAILS ofram fawr
Sr. No. Hame of Family Mamber Age (Years) Gender Reiztion wilh Applicant
w1 HEm e e W () o e

| Nwmtjn 8 —+Y4 M Hiodbgnm

d ALha i N 79 Y iak]

3 Cairndas b 2 = "'}zu% |7E TSN ST

: i
SN | & = me
3 Eoshal [ M a4 S0N
BASIS for REQUESTING ASSISTANCE [Tick whichever ls applicable)
% fd fef s
BFL Card -
{Attach Card Copy) |An£ﬁnmﬁ?:5upﬂ (Atah Gop] . ol
i e ] el T ] g w5 e ok e
(T T W men wf s Wt L o W) o e (e wm ) o W e S !

“PURPOSE" for REQUESTING ABSISTANCE:

wemm £ T e R W e

Medical Repons/Prescriptions Attachad

5r. No.
WA semEEeE § Wi w1 0 wf g wee
R - Cadannnd
Catasar4 -
Smial — T LE Y SIS E PAAA
Liin gyt — L
e
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
v TS W B RN = e feet s v A fr o me
5. No. NAME of OTHER SO0URCE AMOUNT of ABSISTANCE BEING AVAILED
T FE e TR W T #ft v o T

Sdo0ef] —
!

TS




DECLARATION by APPLICANT: s TR Whes %:
1:lhmmmmaimdmihhmuFurmamTmmmuMdmthmm.MymmmHWrwmﬁuﬁmﬂ.nnuumu

lable lor refsation/cancallation,
E]Imlmnnwmfmlhnnﬁm.IlmiudnumI{mmleuummlnn.ﬂllhum::wlmh'W'.nwudnnn'thn.lutMﬂxh

was requarsled by me,

) | haretry confirm that | have ot & 'will nat in future, avall of reimbursement, in par of in i, Irom eny alhes soulcalempluyerinsurnnce COMpAany, of the a

Tt whtleh Lhis gogistance i requesied. .

() % som = = owEn S A maﬂrmﬁimmﬁﬂhﬂﬂhﬂﬂmmwmtiﬂﬂmmmtﬁ
;,ﬂlmimnh*m\'rmwhn',iﬂ-mi.mwﬂﬂnﬂﬂttﬂMM.iwmimwh

n#ghm(hmmnuihirfﬂtwmlnmimﬁnm“mmﬂﬂimtﬁﬂﬂqfhﬂ'thl

AGREEMENT by APPLICANT (sme® o0 500

1) By affixing my signature or thumb impressicn on this Form, | (Applicant) heraby agrea & authorise Koshika Foundation and I's Trustees io
usa/publignfpul-up/raprodube my nme, address, photo & details of the “purpose”, for which such assistance is requestedigranted, through amy
madium, including but not iméted 1o werbal, print, slactronic, for soliclling donations for Koshika Foundation andfor dissaminating information aboul il's
activllisg/athiavements. Such use of my photo & datails can be made by Koshiks Foundation before or aftor my treatment of fulfiment of the *purpose”
fot which assisiance 1s being reguested '

211 (Aoplicant) lurther agres (et any such use of my name, adiress, pholo & details of the "purposa”, ot witich such assistanon s requastedigrantad,
will Pt L zematically eatille me for recaiving or confinuing the said assstanca. The decision for granting and/or continuing the assistance will rest solely
with 1ha Trusiees of Koshiks Foundation, and their dicision s this regard will ba finol and acceptabla to me.

nqwmwwmumﬂmm,h*mMmﬂﬁmtu"ﬂ&mmlhmm‘ﬂm“tﬁﬂnm,
n.wﬂﬁaﬁn‘lmwmﬂmt,ﬂ'm*mﬂim,m{dﬁh‘ﬂqﬁmmﬂ!ﬁHﬂtﬁﬂﬁﬂimm
ﬁmﬂniﬁﬂﬁﬂmilﬂmwmﬁmﬁﬂimﬂmiM‘ﬁmm'uﬂqﬁquh
::ﬁ1-wi==c}mmﬁmi_irﬂu:rn,w.ﬁdahmih“imiﬂiym=muWWMNME
‘ﬁﬂm"mﬂﬂdﬂmmﬁMM|

APFLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
sives & yemn W s W e

TRY]

AGREEMENT by HOSPITAL (e @IT w71)

By affixing hereundes, signature of our Authorised Signalory for recommending this case/patient for financial sssistance from Koshika Foundation, we
{Haspilal) herety affrm & accept following:

1] {hat we rigliher ate presently nor will in future avail of financial assistance from another NGO or any aihier souege, for the same patient/cass, 55 We are
tugussting 1o get from Koshika Foundation. io the extant hat such assistance i granted by Koshika Foundation, |1 tha reguesisd assisiance I8 not granied
by Hashbice Foundation, in part ar in hull, than the Hmummlnrwmmwhmmm another NGO or any other source. This
confrmation essantially states thal the Hospita! will not avall apy dupficate assistance for the same patlentcase lrom any othad MGO or any Diher $0H
2) The assitance from Koshika Faundation is only financial in nature. The choice ol the treatment/procedure sdvisediconducted by the Hogpital on the
patient, is based on the srangement batwean the patient & (he Hospial, and i in no way Influenced by Koshika Foundation. Hisnce, the Hoapital wiil
assume sale & complele responalbility of the treatrment & s outcome & safety of the patient, and Koshiks Foundation will bave ng rold or responsibilty

in tha mamter

el mm,tmﬂﬁ:'ndmﬂﬂ‘MW'immhMMﬂﬂi,Mn{mn}ﬁﬂmﬂﬂtaﬁmmﬂll
1;whnlmlmafn'!ﬁm*mmﬁhmm!mmw\aim#ﬁmﬂiﬂﬁuﬂﬁtﬂhrﬂ*ﬂmm“
iﬁwﬁmﬁaﬁm%mﬂ':‘rﬁmm'ﬂmnkinﬁmm“wwmmnwHm-ulhlm
mﬂmhmﬂwmwmmmﬂm#nMgﬂumtlwwimwmthmﬂ-mmﬂﬂhm
he wrwrdt st w fo sen e @ el
:.'mmﬂ'ﬂﬂiﬁmmmiﬂﬂhﬁwmwﬁﬂm-miﬁmeﬂﬂ
ﬁhnmtm*mm'mﬂmn#mdtlmmiﬂimgﬂaﬂtuﬂﬂﬂm

o il st b W e ofon w Rl v o ‘:3‘/—\\‘“5
or. S RECOMMENDED FOR ACCEPTENCE =4 =
UFYAN DANISH =i W fog Wl (Mministralm]%
Dateof S i :
. it ¥ b M o
/] J mw& ......
eH\ng LEN {Name of Dr. & Regn. No. with Stamp) e wahdll of Hospiaiees
e W A pa w1 w pe s S
FOR INTERNAL USE of KOSHIKA FOUNDATION 51/t 29 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

= g 2

T yrnes




