f-22-D9 -DIRS

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kd‘shika
qETAAT ¥ STEE WEY (T A YT YT
APPLICATION No APPLICATION OATE : 07] - 00 - 2611 Busdiling bivch of e
e 1] 6929 |05 o ~
= AGE-YEARS #1q-m | sgx fein

NA_'HE al APPLICANT

e~ Kamla meui 70 E
FATHER'SSPOUSE'S NAME -
Fommen =1 T 4 lal

: . ENT RESIDENCE ADDRESS WAUR MRy Wy
TV e— Loy Aol Kol

= '
Alioar — Fa1a%Ihan - 3oiuio : Preof PosinP
PERMANENT RESIDENCE ADDRESS - T8 6T T - f
Be_akove 050 Kam)a
——- De
OCCUPATION i .
e . s _LMY umm] | UNMARRIED IM}
TOTAL ANNUAL INCOME [Attach Proof of Inceme)
FF WHE 54,000/ - (3 = W& 7= ALf
PAN No. wrd wmm w5 N
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicabls): Youl
w1 5 W o T (W W= R IR W e W e L
FAMILY DETAILS wftam
S No Mame of Family Member Age (Years) Gender Relation with Applicant
FH O ity & wewEy W A ™ (3} fem W W W Y
o . |
_!‘-dl
BASIS Tor REQUESTING ASSIBTANCE (Tick whichever Is applicable)
mm & e i s
BPL Card EWS Certificats Ration Card Any Other
tl_.m:h Card Copy) [Artach Carilicate Copy) LAttach Cogy) BasinProof
mitE T & 9 yAm O srq ¥m wl o Ty g w5 Rt il
{sumn w W e wiR ey Wl [ wEmm_t Wt W ufh W W { T T W W W W W
SPURPOSE" for REQUESTING ASSISTANCE:
Heren ¥y wn o e W e
¢ No Medical Reports/Prescriptions Attachad
T T s e # Wi w o wfvee gl He
1 i
@) DAFaoCly FE - JolAL SENJTE TATHRATT
TE - SENIILE (AARAO
Fal
) : ] — RE- ] PR Y 1]
-—Lﬂ_- WO f " -

ASSISTANCE BEING AVAILED for SAME "PURPOSE" trom OTHER SOURCES

W T ¥ b W s s et o wim A o

. N MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
= T W TR o i e T




DECLARATION by APPLICANT: swirow T wrvm om;

1§ | haaratey condlern that o detads in this Form sre True bo the best of my knowledge, Any (alse statemant will render my Application & ongoing assisiance. || amy
Eable for rejection/cancefiaton.

21 ) solomnly confirm ihat saslstmnce, Il recelved from Koshika Foundation, will be used anly lof the *purpose”, as staled in this Form. los which such assstancs
waz requesied by ma

1) | harsby confirm that | heve nat & will nol in futuie. avall of eimburssment. (n pent of in lll, from any other sourca/smploysninsurance company, of (he amount
for winich thie assisiznce & requesied

1) & v wam o fe e wen el o Wl T 80wl © s v o ool o e of W s o o € B 4 oo e o = wed b
1) Wt g o v ofn st wresvA”, @ ol w it &, v T TR atm ot il o et e i, @ o e F wnow

1) & e wim € e fam sy v v wnd Wt o §, 3w ofn W wifew W e e Tl s el vl € 3 o B # i T @ o F Fm
AGREEMENT by APPLICANT (sms g w0%)

1) By afficing my signaiue of thumb impeession on this Form, | (Applicant] hereby sgroe & authorise Koshika Foundation and iTs Trustess to
use/publishipul-upireptoduce my name, address, photo & details of the “purpose”, for which such assisianca ks requested/granied, hrough any
madium, including bl nel limibed 1o verbal, prinl. slectronic, lar soliciting donstions for Keshlka Foundalion and/or disseminating informistion sbout iU's

acivilleachievaments. Such use of my photo & details can be made by Koshiks Foundalion before or affer my irsatmant or fuffilment of the “purpose”
for which sssistance |s being requesied

29 | (Appdicant) furiher sgras that amy such use of my name, address. pholo & doleils of the "purpose”, Tor which auch assistince is requesiedigranted
will mol aufomaticaly entits ms for receiving or continuing the said asaistance. Tha decision for granting andior continuing the assstance will rest sosely
with this Trustees of Koshin Foundation, and thelr dectsion s this regard will be final and scceptabile o ma

L3 o v s pEmen m s W w e, F (mmiew) sl el o) g wm o il st el e i © oW wfege s oo,
g, Wi sk = few 5= v i ), T Cwfen” we Tl T, wew et agtve @ o il s Teefed @ e el o mmooom

#t wfte w7 @ o wfegm § 4 wvy w oo At prw o et o 4w o e it st seh afo b

11 & (i) own e o e dn am, s, 082 ol e o fe weem o axiet o wfiln § g e T W e e sy o

‘e~ y TR el ) Proke sl sl wrered g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESEION !
T 1w fem

Re1

AGREEMENT by HOSPITAL (wwmn gm wui)

By affining hersunder, ssgnature of our Authonsed Signatory for recommending this casefpatient for financal assisiance from Koshika Foundabon, we
{Hoapdtal) herebry affirm & accept loflowing:

1) el wa nedthar ane prasently nor will in futurs avad of fnancial asslatance from another NGO or pny other source, for the same patenlicase. a5 we an
roquislng 1o gel from Keshika Foundalion, o the exienl thal such assisiance ks granted by Koshika Foundation. If thi requesied assislancs s not granted
by Koshika Foundation, in pan or in full, then the Hespital reserves it's right 1o make up tha shortfall from another NGO or any other sowree. This
conflrmation sesentinlly stales that the Hospital will nol svall any duplicale sssisiance lor the same palienticase from any olher NGO or any ofher sowco
2) Tho assistance from Koshika Foundation is only financial in nature. The choice of the realmenliprocedure advisediconducted by the Hospital on the
patiant, s basad on the ateangement batween the patlent & the Hospital, and is in no way Influenced by Koshika Foundalion. Hence, this Hospital wil
azsume sole & complete responsibility of the treatment & il's outcome & safety of the patient, and Koshika Foundation will have no role or responsibiity
ey rreatbioe

pot s, pened o) s & wudabht wd < wifeR et 4 fele v iy feefn ¥ i, o (pemm) Beowen @ oo sl e

1) mE 5 = o wins sy 3 ) uhes o falry merm el 4 ot Siem w el o we o T delars F A o o F B R e wifime wrstR”
# frwfimdiedy s & wan F “wifw e ” pu e i s howi Csifem vt oo wnee el wfesane by o fem e § 8 s
fiest st ) sive o Flt o wrme @ e o9 W afien aper T b e o e s e § S o T e e o i e
# wwEn W om B == e | i e

2 “wifeesr wrrtee o ot of werem whew fifies wwf o & dd oo v g 6 o e W@ fed o sreafien W Ol o e
% i w fows § ot “wifm wreva” oo fed v w o o ol v 4 80 @ e g o o o ) Faesdef AR o wee

w1 wrt ol “wifes” %1 W oftm m Tl W s F o \
(“\ RECOMMENDED FOR ACCEPTENCE 1 2
[y, =R
el Dr. WAFI ANSARI CHARAN MATRET
9 . i )  Shro Pl o
DHbDWC/ 88189 ;
'—l’lu llL wwntmvﬁ‘{ = T W v g el
FOR INTERNAL USE of KOSHIKA FOUNDATION  1=fts 7wty i
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=l e | 2yt v 2

7 T e




