JRM -~ C-23- 6F- 023

APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka
SEIEL B, SURNS Sro (T tur) Tovadettios
e \foFd3[esy 8 aeucatonowte: 18 [a77]33 e
NAME of APPLICANT : \ AGE-YEARS SF-W | sEX fiom |
R L"ﬂﬂllbl.\ 14 P - |
e Surayimal

i _mzzmn:mnmRﬁ A T i
flwmwﬂ? Poneap
RESIDENCE ADDRESS - o

Xame AKX algr <

e Heoime mMaken W}:m:m

TOTAL ANNUAL INCOME : . (Attach Proaf of
T s SSovol- CRamity) v sen N
PAN No. T = Wi
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever s applicable): Yes | No
w0 M MO oW ¥ (W = W T W W W e e LR
FAMILY DETAILS yfiam g
S No. o Family Membe Yenrs) Gender
= voe e ) g S <
[ Haauhn A § 2l Hihh amd
riE S bog 30 VN ~ A
z | G EN IR E Maaam
BASIS lor REQUESTING ASSISTANCE [Tick whichever Is )
e W el el s —
BPL Card EWS Certificate Ration Card Ary Othar
{Attach Card Copy) {Aitach Certificate Copy) {Anach Capy) Basis/Proof
nitd tem % &N wm ™ Wes sy Wl oy Fuviem wiE s %4
(v T E v s g5 wh A T W W ol wee (W 99 = W a s W -
“PURPOSE" lor REQUESTING ASSISTANCE:
Ty £y e o fad W g
St No. Medica! ReportsPrascriptions Attached
Y T seTAer @ wift 9t of uivhey g gem
BE—- Codaiacy
| B CatAnarsd
nY T R Y. S ST = . VT
f..l |
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W Tt % v o s s el s w6 feen w2
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w4 s 57 T W W . & v s o
10 LLBCY im;ﬁ




DECLARATION by APPLICANT, ew o0 W 7%:

111 eratyy comfiemn that all detids in this Form are True 1o the best of my knowiedge. Any false statement will render ry Application & ongaoing assistance, ¥ any,
lizdhe hor reiscuon/canceiiabon.

71 | solwenndy confirm that assistance, If recelved from Koshika Foundation, will be used only for the "purpose”, a3 stalied |n this Form, for which such assistance

WaS requesiedg by me.

) 1 vty confiem that | have nol & will not in fulure, avall of rembursemaent, (0 part of in full, from any other sourcelemployel/insurance company, of e amount

for which this asusiance & requesied

1) & e wow e po wen & fon e wel fowen S0 werl) o s W w0 b e ot e o wee s ww e | o 46 awee P W) W we )
1) 8 pn o weon o Cwme s, @ oo w ool &, e e 3@ ke ) @ % Tl few win, W @ owee F o
1) 4 o wam { f fam e ¥ o iy &, T o W orfes @ e e el s st sl @ 0 o few §osbe 3 @ e F i

AGREEMENT by APPLICANT | sbew g9 %01

1) By aMaing my skgrature or thumb impression on this Form, | (Applican) hereby agree & suthonse Koshika Foundation and it's Trusiees io

use publishiput-up/reproduce my name, addross, photo & details of the “purpose”, for which such sssistance is requested/grantad, through any
medum, including but not limited to verbal, prinl, electronic, for soliciting donations for Koshika Foundation andlor disseminating information about i's
sctvitiss/achiovemants. Such use of my pholo & detalls can be made by Koshika Foundation bofore or after my treatment or fuifiiment of the “purpose”
for which assisiance 5 being requasted.

2) | (Applicant) furiber agree that sy such use of my name, sddress, pholo & detalls of the “purpose”, for which such asaistance i requested/grantad,
will mol automatically antitie me for recaiving or continuing the sald assistance. The decision for granting and/or continuing the assistance will rest solaly
with tha Trusiees of Koshika Foundafion, and tTheir decision i this regard will ba final and acoeptable 1o me

1) v v s peee W s W W e,  (omies) sl wenin Wt gie won { o "wife atde aby v i * oW sfieg won e o o,
W, Wt # feee ge v S ot 0 Cwifee” v s, T, T o agte @ g el s el @ R fedlt o e oeem

# i Wit % feg sfewe & S v W e At e ¥ W w o § wed o f i wete” e sfeg b

1) & (swbew) T o T T w, wm wiR ole frare o B e € wgtvdl 6 wide § g@ e weee W veor v v W d

e w T it s fetn ol sl e v

APPLICANT'S SIGNATURE DR LEFT THUMB IMPRESSION |
wW ¥ W W S W e

AGREEMENT by HOSPITAL (7™ ©m %17)

By affimng hareunder, signature of our Authorised Signatory for recommending this casa/paton! for financial assistance from Koshika Foundation. wa
[Hospital) hersby affirm & accept following:

1) thiat we reithor are presantly nor will in fJuture avall of financial awalstance from another NGO or any other source, for the same pationt/case, o we &ne
requesting lo get from Kostilka Foundation, (o the extant that such assistance is granied by Koshika Foundation, If the requested assistance & not graniad
bymm.np-nuhu.mmwmu*amumwmmmmmmmwmm.m
confirmation states that the Hospital will not avall any duplicate assistance for the same patient'case from any othar NGO of any other source.
) Tha assistance from Koshika Foundabion is only financial in nature, The choloe of the treatmanl/procedure advised/conductod by the Hospital on the
pabent, & besed on the amangemeni betwesn the patient & the Hospltat, and is in no way influenced by Koshika Foundation. Hence, the Hospltal will
ausume solw & complete responsibility of the tmatmant & il's outcome & safety of the patient, and Koshia Foundation will have no role or responsibility
in Ehe matier

vt sy, e W ol A ST ) st st A v o feeftn o i b el e () e g e w sl wE b

1) w1 wie by v W e o fafis T el i e s @ fes s e @ e thons F @ w8 o § 8 e e Csife wrmt
3 Sl Ten o w4 “wfen wretA® g W i b aft sifee st oo ane el sfrsesn 8w W few o | o e
s srw hy wrl o w el s e @ woen o8 v afuwe g v o e o wre wn e # T s fe s e S by el
W s oee w el == o @ W) S

3 “wifiver wrste” 1 o v weven oue fifim ot o bR W e g f o T e v vy g il o s

%y w fvn & ol Sl v g fesh wenow o e o ) vl e ok @ g o ol aed et W) i festod R e v

W Wi o Cwifre W W o w Tt o S e

Pl
Date of Surgery i aS UL N A
wiitm ¥ mite AN S
Rﬂfa#f'ls mmmﬁ'}: '
W W )

FOR INTERNAL USE of KOSHIKA FOUNDATION  ss=ifts vam ¥4

SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
=) T | e 2

%rﬂ /i—cw _

09-04-20



