4R -(- nﬂ*!n 01924

: APPLICATION FORM FOR ASSISTANCE (Healthcare) K 0 Eh [kﬂ
s 2t r' I : foundation
M e _-qw
Tm :m O ,.’ﬂ'#ﬁ)ﬂ@? nruu:;.:ﬂmu m“ﬂ-i.)? Q_;'?_,.-' e
AGEYEARS #-mi | sex fen

MAME of APPLICANT

S Gkt Stai 2T 10

FATHER'S/APOUZE"S HaeE .

ey W s I
PRESENT RESIDENCE ADORESS &AW &Emny o

FERMANENT RESIDENCE ADDRESS | =] swwmmts wm

F: j
I SThblLe, f
0507 "Qﬂ.mﬁELSW?J«
(Fernfim} | UNMARRIED | ifrmiEw|

DECUPATION [
Tﬂml'q. NM -.ﬂL,ﬂiu‘-.
AL ANNUAL INCOME : itach Prood of iIncome)
i i';q.q e [ AP W A H MA
(PAN No. Taif HIRI Hiwt Ln 1 —
'ARE YOU AN INCOME TAX ASSESSEE [Tick whichaver is spiplicalile): You
w0 W @ W T b am o Te W = S e m'nm)
FAMILY DETAILE it Tomm
St Ma, Name of Family Mernbor Apga [Yesmn
qu? of=m = e Wy aﬂiﬂi:r
' 3
d %
L
'-I:.. LT
i ﬂi
[
]

BASIS for REQUESTING ASSISTANCE [Tick whichever |3 appicatie
e o fed i s

BPL Card
[Amsch Card Copy) mmfﬁ.fi'rgmpm Copy) et i
witdl 7o § =Y umm 5T = T o e A i
(o T Yo e (TS e A (e Ty W e T N
“PURPOSE" for REQUESTING ASSISTANCE:
e g o R e ot
&1, Nou Medical HeponisPrescriptions Alisched
T A mﬁwﬂmﬂﬂffﬁﬁ&im
i 5 ' 2 p ol /
F s [l |
N [T 1 7 7 1
' lrI-}I'_ﬂff.’ WAL A
7 O WA AW
ﬁ‘m;gfﬁﬁ O T T Y O
W
ASEETANCE BENG AVAELED for SAME “PURPOSE" rom OTHER SOURCES
= wgive ¥ iy o w= s fee s owm W e e g
51, ho, WAME ol OTHER SOURCE AMOLUNT of AGSISTANCE BEING SWAILED
9 T 9y T W T Gl e
C A
] STl




DECLARATION by APPLICANT. STHTR T W mi:

141 bty confimm fhat all detsils @ s Foom are Trua |o e beat of my knowledge. My Eale statsnant wil rercier my Application & oRgoing assisance, #any |
kabie for rejactiondcancellstion,

2 | spdamely confirm $hal asestaads, # icoived rom Koshiks Faundaiion, will be umed ondy for the: “purpose”, as Staled in this Fofm for wich such assisiance

wid requesiod by me.

71 haraby confem et | have nol & wil rotin Suture, avail of reimbursarmsent, in pant af in ful, fram wm;m|mﬂxmww.ufwlmli

for which this nesisionce i§ requested.

,-.ﬂmmtuwmiﬁ.intummﬂrmr!riqmmﬂuﬁhtﬂﬂmlﬁmmwmhmmmﬁrmf
1|ﬂm1mﬂ'mm|'_ﬂﬂtdrtmnﬁﬂihlil'ﬁiﬂ'rl'rﬁ'llﬂrl.ﬂmmimﬂi'l
53 4 e e § fs fow wmen i o wiv o §, o o ow afe s e firem fisst s sinPriondhe werl o 3 o e v s ff ofes o o)

AGREEMENT by APPLICANT | spit @0 %11

1} By affining my signabes o fumd impression an this Form, | (Appicant} hersty ageee & auhorss Knshika Founda@on and Ny Trusioes bo
usaipbishimul-upireproduca my name, addiess, phota & dotails of the “pirpeds™, lor which such assstance is requesiadigranied, friough any
medim, ineluding but nol Bmsed b verbal, prind, slectronic, for soliciting donations fov Kestd Foundation andior disamingling imformaton about it's
activisiss'achievements, Such use of my pholo & detals can be made by Koshie Foundation belore or after my treatment of lulfiiment of the “purposs’
for which assistance is baing reguested.

71 | {Appicart) lurther agres That By such use of my nams, address, phalo & doetads of ihe “purposa”, for which such sssislance & Iequesiedigranied,
will ol asiomatically entitie me for receiving or conlinuing U sald assislance. The decision far granting andier sonlinuing the sssistance wil rasl sololy
with tha Trusiees of Koshiia Faundation, and thait decison (& this regand wil be final snd scceplabie o mea.

|} wE v W s e W s W we e,  (aniw) ael mweh o gt s i et ol e sl * wt afeg e f e 4o
= e ol W e gm v o wtm d R T ] S, e gt Tt @t Ao s wesfend % %0 Fesh o w e

% wein Wk o By sfem ) # T v frer 0 P o v w w4 v ¥ B T weEt w s afien b

17 & (srbew) gu o @ T B W, o, v el e B meem € acted @ ol § e e W wee W) D R

e e vek d vy s o e g

APPLICANTS SIGHATURE OR LEFT THUME IMPRESSIIN |

w,:}a
AGREEMENT by HOSPITAL {wimAm 571 =73

By &My heeaurdor. sigrafure of our Asthorised Signatory for recommmandrg ihis case'patient lor inencsl asestance fom Koshia Fourdalion, we
[Hoapital] hasaby affem & scoepl lolowing:

1] ihal was nisither are presenily nor wal in fubure avail of Snencial assistance from ancfher RGO or an offar squrce, Bor the same pabeniicass, & weam
requestng (o gel from Koshika Fourdation, i the exient el such assistoncs is granted by Koahika Foundaton if I roveetnd BESigtanoa is not granted
by Kashika Foundatics, in par or in ful, then the Heapal reserms if's right ta make up tha shortfall from anather NGO o ary ofher source: This
:nzﬁrrmmumnﬂdlymmmm-I-h-:-h.-lﬂlmnﬂwduﬁhﬁlmuwwwjumpl_nftnu-TmmnyMrminumrmm:m.
2) The pssisiance from Koshika Foundation i only financial in nature. The chaice of th ineaimentipeocedure adwisedloconducied by the Hospral an the
catien, |8 based on (e arangement bebween the patient & the Hospital, and = in no way influsnced by Koshila Foundaticn. Hence. the Hospital wil
pEsumE S0k B complete responsibility of the trestment & ¥'s culcome & safety of he pabent, and Koshika Foundalion will have no role or responsibiaky
in e iRl
n‘-:m.mﬂﬁmdnﬂ-ﬂﬂ‘ﬂmm*im“ﬁhﬂmﬂﬁl.ﬁiﬁ[W:Pﬂmﬂmnmwh

17 i % A e oy 3 o ofrer o fafi e ferlt e woml e w el s win @ e et F F ow A R T e T e we
& Terwfimfnel oo % W F “wifme gordne” oo we by e doofy *lfen serdm" o e e wifmewee i = ot fem wm | E s
Tl am by e s T e TR W v o W sfieen e e b o e o e v e € fe s Tt o T iR 1 RRen
 wosdt sen W el arm T o Wt EmeErdh

2 “wifys wrEAT @ i o e o e vy w6 ol w e e @ o e fed ot evealEe w g T w e
# B fow b ol “wion ek g el Ten il ven ol b vk e d dEF v e sl s w ol i feen T T e

ﬂdﬂﬂt*dﬂm'lﬂlﬂmmh&iﬂm :»j«r‘ﬁﬂl .-_'I b ]
/ Y Ewmmmum&f
A vt % fu sl Iy~ "ANA
Diate of Surgery pﬁnﬁgm SHAH rator
SR now e nuc-sﬁﬂs ' "l Shioif iiye Hospital
. Designatian & Shinp of Authorised Signatory
n?a?{lﬂfmf {Name of Dr. & Regn. Ma. with Stamp] on behall of Hosplal)
T W YR 9 PR AT T e e sl sl
FOR INTERNAL USE of KOSHIKA FOUNDATION  3=1iT% T99m 17
SIGNATURE of TRUSTEE SIGMATURE of TRUSTEE 2
=l T |

o TANE

01.07.2021




