SRE-(C-d]-1n-09€D

APPLICATION FORM FOR ASSISTANCE (Healthcare) 3
HETET B TR W { T R ) E’COS"LI.;EH
n undation
P i
e CJ101]0S3S”  [Rmeieoodi]io]seg)l SRR
MAME of APPLICAMT - I:‘l AGE-YEARS I-ITE-'l!i sEX fom
EEE T OAm i
lg:lm Sl 20 "
FATHER'SSPOUSE'S SAME : ! i I
famew W 9=
mmu—r HEEII:IEII'EE ADDRESS wiTwm ﬂqﬁﬂu )

IF.L'“

[ =

PERMANENT RESIDENCE ADDRESS - 1517 sTaieiis w1 TEﬂF | llih"P
/

| W SPROHLE 0 LAC E’Im.gln‘?i‘..
o iih!r‘m.ﬁlrﬂuu* - \-MM}‘MMEW :

TOTAL ANHUAL TRECRE (AIEcE Prool of niome )
_ - LJ 3 A

W witE @ [ S W A HA )
PN Hio o T LA ;
ARE VOU AN BCOME TAX ASSEESEE (Tiek whisheved in appiicnbia) ,.I =Y
¥ 5 e (AR N I W A e n,{:ﬂ)
FAMILY DETAILS TiyeiT e
Er. No. Age [Years| Gander Relation with Applicant
wn T 5_"1}‘&&*? Fiin SIS ¥ my s
. "
|'r.-.:[| {1 |":d'l"|.
.% B i:l_'__ r'u‘:ufi. Faa iss l-a._u__n
- s f T i e
il
BASIS ior NEQUESTING ASSES TANCE (Tick whichaver i applicabis)
aream o ferd Frelhy e
BPL Caid
{tiach Card Copy) |mEn"E|EEmr:ﬁn:Eq:w tE.ﬂm i E_Arqrwﬂlhn
it e o fid wam T BT HT W T e e
R R iR Rkl i T T W e Wi s (T W W W A e Wl . -y

“PURPOSE" for REGUESTING ASSERTANCE:
wera ¥ F W A W

-

5r. M. Medical Repons/Prescriptions Attached
=1 HEe rﬂ?aﬂmﬁmﬂlﬂntﬂhqim
Ay ! : I ¢ ol %
1 I R S | e,
L) EPFMIJ Lﬂ'— £
|
] I I Fa Bl O PO R, R
r‘ﬁﬂﬁﬁﬁ.ﬂ i sl 2 I "I"JU{
V)
AESIETANCE HEING AVAILED for SAME “PURPOEE" from OTHER SOURCES
mtnuﬁmmmﬂmmﬂﬁww
Sr. No WAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥ T 5 o W O ™ 7 e T
T
Lyl ¢ [ |




DECLARATION by APPLICANT, PR G Wi o
11 | nareby conliem thad all detads in this Form ane Trus o the best of iy knowieoge By false slalemen| sill pencer my Application & angoing assstancs Fany,
lighia for repectionicancelalion.

z;|m¢yw1fmm.mm_ummmhmﬁmﬂluFMBm.ﬂmmmrmh‘mwu'.uumdhwﬁnm.hﬂthsthhmu
wias rpquesiad by me
3]|hq;wyw-::mﬂmihammumrnnhm.tquMﬂnItuhM.mm!ﬂMlﬂmhﬂnmwfrﬂummm.mmm
foe wiich thin awsictanos & fefueshed
|:-ifq‘|-r-qm{rlr.mmiiqinﬂmih-#ﬂmtmmwdilﬂﬂmu’mmwmiﬂﬂmhﬁmnﬁlh
1) 4 o0 W o e cwifme v, 4 o ow o | TR i vl el g o b fem owm, i m e A mom b

31 4 e wm { fs fam wowm # o Wi W o §, T oin w aifes w e e Sk o TR W R il fopm & sl 3 8 i 4

AGREEMENT by APPLICANT {sros @ w1t

1] By affiorg my signature or thumb impression o this Form, | {Applicant] herety sgies & sulhcriss Koshia Foundalion and if's Trusless fo
usHoubiEhpul-upireprodues my nome, oddress, pholo & detals of the "purpose’, for which Such assisiancy i requestedipranted, fiough any
mapdium; Inchading Bul rod o to verbal, prinl, slscironiz, for selicling donations for Koehlks Foundation andior ditsaminating information aboul s
activiliosachuevemants, Such use of my pholo & details can ba mada by Koshita Foundalion belore of afar my treatment or kifimant of Ihe "purpose’
foe which assisianse 4 Deing requasied

211 {Applicant] further ages that ary such use of my neme. addeess, phoio & detais of the “parpose”, for which such assstance s requeslsdigranied,
wil rol gubomalically enlitle me Toe recalving of continding ihe said assiEiance Tha decision faf granling anidor contiruing the assistance will rast salely
with the Trusines of Kaxhiks Fourdation, and their decision is this regesd wil be final and accoptablo i3 ma.

L) TE e o e W s e, 3 (aiew) avd wel o e w e f o “wifen i A o sl " st adiegs v o e i,
wn, s oby W fm i o st #, o8 et e awl, T, e ot gt wE i o e ® B feR o e o

& weef werd o P a1 S T o feee O P w w w e & et o T Cwitow) wisiee” ek afe

21 & (wrtes) gu W @ we £ B o T, T, 9eR ahy e 3 e ween & e 4 Wil b oqn o wem W e ) v e

S g wEe b 9 T wf i aremeE wn

APPLICANT'S BIGHATURE OF LEFT THUME IMPRESSION :

o w s s Q !
ERTFT{L ¢ ‘L%

-

AGREEMENT by HOSPITAL (wesmm 5m W)

By affzing hargundar, sgnabune of our Authodised Sgmatory for recommersling i case/patien for financial assistancy liom Koshiks Foundation, we
{Hosptal| heretry affim & accapt Tollowing;

1) Fnat win neither ans présently nor will in future avail of fnancial sasistance from anathor NGO or any ciher source, Sor the sama palionticase, as we ars
requesling % et freem Koshiks Foundation, o ihe exien] kel such sesis@oog is granted by Koshika Foondation. B tss (oquesiod sssistance & nol goaniod
by Koshika Foundation, in pan or in fuld, then the Hosgital resanies s nght 1o make up e shorifad o oraiher NGO o any other sourca, This
confirmalion essentialy states that the Hosphinl will nol avadl any duplicate assistance for the same patienilicass frem ary ol NGO or any ofher source.
2) The assistance rom Koshka Foundation is onty financial in nalus. The choice of the reaimentiprocedune advisedconducted by the Hospital on the
patenl, 8 baged on e arsngement between ihe patisnl & the Hospital, and is In noway irfluenced by Koshits Foundsion. Henca, tha Hospital sill
assurre soke & compets responsibility of the teaiment & s cuicome 8 safety of the pateel, and Koshika Foundation wil have fa rale or responsibibty
in v matiar

T i, Fed o f W W e T € fifen e iy Seftn w1 el b fad wn () Fos e # w0 el w

1) o e o e i 3 o e o P e Sl b el v w el = i 8 T e o e A o § e e St weee
4 fewimfetn e % wan § “wfme e oo ey i b o Cwim e g me el sfesen i v T few e A s
sl &y et s T ae et @ W A8 o sfese e e bom o § e v e § e s B o T TR fe
iy wr] wen w faeht o= ey @ o Al

1. *witf wesivR T o 2 m e s i oS wd R ol e v o o of wew m fed o aafEn g G o e

% dtm = o # o “wtfoe arri om el e o Tt & owele v o ol o e g sbt e o ol o Fandier P v e
w1 s o “wifpe” W Y oo @ frded el d o e

l-.‘
] y
FOR ACCEPTENCE |/
ria #efr | VIVEK RANA
Date of Surgery Al, ; ' Administrator
sTR W MBBS, MS | Jr Shrufl's Clinrity Eve Hospital
TMC-81748, Mo |Mama, Cesigration @§taip & Autharised Signatory
ﬂ”}“flﬂﬁ?l {Nama of Dr. & Regn. on behall of Hospital|
ERLE TN L T R T, FPAR S
FOR INTERNAL USE of KOSHIKA FOUNDATION =18, 7T 77 - =
SIGMATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= T T
7-; M

01.07.2021




