AJRN-C-28—0F- 0455

APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka
m“mm ( S foundation
v vleFa3|os¢ v e 18 [0 723 o

AGE-TEARS .?-ml fitn

WU Mahaveen Simgh
Mmm i Mﬂﬂ-{

- [nenn b 0ol puargise i) | uNMARRIED (st
g WA LD [~ CFamidyD T s A/
PAN No. T WF T8

"ARE YOU AN INCOME TAX ABSESSEE [Tick whichever Is applicable]:
LR R {i‘lmﬁmﬂﬁuﬁmmil Tlﬂ::& N\
FAMILY DETAILS wftamy femm
Sr. Now Mame of F Momber (Yearn) Gands Relall Applican
W e wﬁ;ﬁ;mww ‘;;ﬂ} ﬁh' mmmm
- 1‘._1_1{&5._-{.&: f B E uﬂ
v Haytmdia ST AN
T  ETYV P X AVT G E w

BASIS for REQUESTING ASSISTANCE [Tick whichawer is applicabis)
wprem % fovt farf smem

BPL Card
(Attach Card Copy) (Attaeh Cortcats Copy) — Any Othver

La B EE SRR s s v A W e
(omm T A e W (e u% W) we W de W vy wen o W bl B

“PURPOSE" for REQUESTING ASSISTANCE.
ag £ fen m el W age:
8i No. Medical Reporta/Prescriptions Alisched
F HEA TR § Wl W v uiee g e

. = Cadariact
TE — Cadanac+

&W-— I — SIS F PAAmRA
e

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T I W ¥ R 5 e e s oww W f o

Sc. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W Hum = v W v e ol

[« DECT EG&B{'.——




DECLARATION by APPLICANT: 5<% T STwe 7a;

11| ruarelby carfiem thal 5l detaits in this Form are Trie to he best of my knowledge, Any faise statement will ronder my Application B ongoing assisiance, If any,
liabia for ropection/canisiaton,

21| solermly confirm thal asslstance, f received from Koshika Foundmtion, will be used only for he “purpose”, as stoted In this Form, for which such assistance

Wi roquestad by me

1) | hereby confiermn that | tave not & will nof in Tuture, aved of reimbursement. in part or in full, from any ather sourca’employa©/insurance comparny, of the Bmount
for which this asasstanca s eguesiod

1) & v e f e g wen @ foR i wd faw 36 e ¥ sgan we o e b wfeow feron o we sme e w8 90 seew P o weh b
1) Wt g s oy “sifre westet, @ o wm oo B, ww wvem ol wtee o g Nl fean il @ o owe  ue e b
1) & o wom I fam e d w wntn 9w &, ww oin W s e fem e e e e @ 3@ e sy @ ofes J

AGREEMENT by APPLICANT (s=s 2 %77

1) By affiong my signatire or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and if's Trustees 1o
nelpublishipul uplreproduce my nsme, sddress, pholo & datalls of e “purposa’, for which such assistance is requesied/granted, through any
medium, mcluding bat not fimited to verbal, prini, electronic, for soliciting donatkans for Hoshika Foundation andfor disseminating information about it's
activibies/achievamants. Such use of my photo & detalls can ba made by Koshika Foundalion belore or sfier my treatment or fulfiiment of the “purpase”
for which assistance is being requested.

zjlwpuunumnuwmmnytumuunfmnlm.muﬂ.muiulﬁutmw,wmmﬂWmumm
will nal automaticaily antitie me for recalving or continuing the sald assistance The declsion for granting andior continuing the assisiance will rew! solely
with the Trusiees of Koshia Foundation, and thalr decision |s this mgird will be final and acceplable to mo.

1) w T s pne W st o w e, A (amew) srel aei o) e o f o il it o ok il * w) s woe { T d e
. wi s w@ e gu e @ 8, 38 st e s, o, e gt aive @ ol fiived st Tvefeed o ferd Sl o w0 e

3 ity W % T sdfiegs B v w fww i v ® 9ed m e @ W W o wife ey s sfe b

2) & (swww) W oW A v {5 T oW, v, w2 ol e o B e o sgtvd! @ wifidn & 58 e e W v 9 e v

“wifo” e s el W fde s sl el fn

APPLICANT'S SIGNATURE OR LEFT TH \ ’
wris ¥ yonet v @ W P
M%E’é:ﬁ%:

AGREEMENT by HOSPITAL (wmmm gm wo)

By aflixing hreunder, signature of our Authorsed Signatory for rocommanding this casedpatient for finmnc|al assistance from Koshiki Foundation, we
{Haspital} hersty affirm & accep! foflowing:

1) that we nelther are presantly nor will in futune avall of Snanclal sssistence from another NGO or any other source, for the same patent/case, &s we are
requesting lo get from Keshika Foundation, to the exlent that such assistance is granied by Keshika Foundaton. If the requested assistance is nol grantad
by Koshika Foundation. in part or in full, ihen the Hospiisl reserves if's right lo make up the shortfall from another NGO or any ofher source This
confirmation sssensally siates that the Hospital will not avall any duplicate sssistance for the same palient/case lrom any othar NGO or any other source.
#) The assivtance from Koshika Foundation is only financinl in naturo, The cholce of the trentmentprocedure advised/conducted by the Hospital on the
patient, is bmdmmarwmbﬂnmhmﬁm!hﬂmpm“&hnnmmIMHMFWM.M,NWW
|m:£luwmuun-mmumnumuﬁwlmumummm and Koshika Foundation will have no role of responsibility
irv the malier

vt ey, wmd W s @ sl W C e st @ e s iy fedtn o i 8, sl e (v e e @ s n wiren wik

1) B @ whs o x o wfee F fef oo e A e v w fdt s e A e ddeed F S ow A o SN e v Cwifw e
# fein/frn 3w  waw F s wew” g0 e iy o o S s et oo wen fired st #y v o few o § @ sen
et sr  wowrt v w el sen e @ e W oW sty e Tew o g o ere w m S s it e e defled iy el
e wondt siom m fes W s W Wl S

1 “wifew ST § W T wem S e we w0 o reee g o o e W e avaien w g e e
# by w fewn & ol < wifeen wrse " g Telh v w0 oo ot & et g 4 O o we e i oot el W W fasioh O o s
wh ol by “wifrm” w8 wi wfire m fahof o owe F a0 i

oR. OMMENDED FOR ACCEPTENCE
MEBS, N° oigft % forg e 7N
e - o SOV
1 / [.
f‘a'o:f'lﬂ?: (Name of DF“8 Regn. No. with Stamp) o o on behathal Hospitst]
T W AW A w L q W W A siee s
FOR INTERNAL USE of KOSHIKA FOUNDATION st e iy
SIGNATURE of TRUSTEE 1 ! SIGNATURE of TRUSTEE 2
it e | =il FE 2

7 BAE




