VEN -C-21-|1—-0658
APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETgal €9 AR WiEY ( TRy FEE )
APPLICATIEN No. : ARPLICATION DATE ;
ST W V[””{UG‘:J? s fod H’”'zl
sEx fin

H.Ml!E ni RP‘FLICAHT B A_G‘}-] Dw,

AGE.YEARS ST}

€6

-

% .
Koshika
foundation
Hisilddig block of e

FATHER'S/SPOUSE'S NAME -
frrmszen w1 P an ::ffmx”']
[ PRESENT RESIDENCE ADDRESS Wit seiara Wil
: ' ' eop DA‘fO*,b
PMahs baw 4 = ZB1 3 F) P
PERMANENT MESIDENCE ADDRE
i == 65’3—)8@«{;
Ssomy O A IO
P Den |
OCCUPATION : '“LE" e M2 ;: . M (s} 1 UNMARRIED (W)
TOTAL ANNUAL INCOME - : . {Attach Proof of Income)
@ witw 4“:@"50/"' CF('LH’II'],‘,() (s W W) g £
PAN No. TeTf W] T o
ARE YOU AN INCOME TAX ASSESSEE (Tich whichever Is applicablo): Yes Mo
AT AW F I 2 (W T W e wm owdh W P e LTE
FAMILY DETAILS wfam fgsm
Sr. No. Name of Family Member Age (Years) Gend Relation with Appl|
Y WE wﬁmﬂmﬁrmﬂ:ﬂ ﬂl% Ii"':ﬁl“ mﬂz:;mpm
[ Rom  Prakad] %5 ™ Hubbamrs]
Z Ombvakayl 29 ™ Sen
3 a5 N Y 13 = "Un.uaggre% 1w oo
£ AR £ M hyand T, |
? Sl v
5 | TIPS 12 M 0 i
BASIS lor REQUESTING ASSISTANCE (Tick whichaver i appiicabia)
R I B
BPL Card
{Attach Card Copy) {Mﬁ%ﬁimﬁ:%uw} :fﬁﬂ?.‘::'?:.’:}} mm
e TE A w9 ST T W 9y YR TS e
(WA T W B i A W (v o &) wen ufy d@eEe s (w79 &1 a9l e w 9 L

*PURPOSE"

for REQUESTING ASSISTANCE:

Ll o

Madical Reports/Prescriptions Attached

S, No.
1 He ] s § il W T i g s
e — Seaie Caufaract
LE — oemule Coadosmncd
- P
S (AR LU 2l C [
ASSISTANCE BEING AVAILED for SAME "PURPDSE" lrom OTHER SOURCES
T IS F ¥y W A= e TR s e | fem o Wy
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
F_HE e e e i n§ wETTE
= |
1 UELS .E-F}'E"I’:;f s




DECLARATION by APPLICANT: STH=% T7 Wion 74:
1]1mhrmnmmmldntaishnuismeTmalnﬁwhu!nlmytmdadga.ﬁnymsmmlmrmrmyhpphmﬁmlmgulng

[rable for rejection/cancellation.
21 | solemnly confirm thal assistance, if received from Koshika Foundation, will bes ussed only for the "purpose”, as stated in this Form, for which suc
was requestad by ma,
3} 1 hereby canfirm that | have not & will not in future, avall of reimbursemant. In part or in full, frem any other sourcalemployerdinslrancs company, of
far which Ihis assistance | reguested,
11'!q\mml[fmwmikﬂﬂiﬂmﬂﬂmﬁiaﬁmmﬂwﬁh*ﬁfmtﬁwmmmiﬂﬁﬁmﬁmﬁ:
:'sﬂimﬂ‘rmnﬁr"mm'.ﬁwmtﬂi,maﬁwuﬂmﬂﬁﬂmmm,tmmiwwh

nﬂ'gmmtitm“miuﬂmﬂdtwmmmwmmm“mmm#?ﬂmtshnﬂmﬂﬂm N\

AGREEMENT by APPLICANT (3imiew g1 i)

1) By afibxing my slgnature or thumb impression on this Form, | (Applicant) heraby agres & autharise Koeshika Foundation and it's Trustees 1o
use/publishiput-upireproduce my name, sddress, photo & datails of the *purpose”, for which suth assistance is requestedigraniad, through any
medium, including but not limited to vertal, print, eloctronic, for soliciting donalions for Koshika Foundallon and/or disseminating infarmation about il's
achivitieslachievements. Such use of my pholo & detalls can be made by Koshika Foundation bafore o after my treatmenl or luifiiment of the “purpose”
for which assistance s being requesiad.

21| (Applicant) furlher agres that any such usa of my name. address, pholo & datails of the “purpose”, for which such assistance |s requestadigranted,
will ol automatically entitle me for receiving or continuing the said ssistance. The decision for granting andlor continuing the assistance will rest sokely
wilf the Trusiees of Keshika Foundation, snd thelr dicision is this regard will be final and acoeptable 1o me.

!J'ﬂnmwmﬁmwsﬁml&mm.i{m}mwﬂaﬁm{ﬂ*mwﬁm#mwmﬁ'ﬂmm{ﬁrﬂnm.
m.mﬂshiiﬁmmmdﬂht.aﬂ“uﬁm'mmﬂ.w,m{mmﬂ-{ﬂmmmﬁﬂ?#mﬁﬁnﬁﬁmm
ﬁmm%mmtlﬂmmﬁmﬂlminﬂuﬂﬂﬁiﬁrﬂmm*!wnﬁmm
:}ﬂ{m:lmm#m{ﬂlhm,ﬂ,mﬂdﬂhﬂitmiw&diﬂtqﬁm:mmmﬁnnﬂﬁﬂﬂ

‘" a3 =i w1 ffg afm s e e

APPLICANT'S SIGNATURE OR LEFT THUMB
e ¥ weoe W oS = Pam

AGREEMENT by HOSPITAL (7w Zm F1)

By affixing heraunder, signature of our Authorised Signatary for recommanding this case/patient for financial assistance from Koshike Foundation, we
{Hospital) hereby affirm & accepl following:

1 1) that we neither are presently nor will in future avail of financial essistance from anothar NGO o anly other source, for the same patienticasa, gs we are
requesting to gel fram Koshika Foundation, to the extent that such assistance is grantad by Keshika Foundation, Il the fequesled eseistance is ol granted
by Koshika Foundation, in part or In full, then the Hospital reserves t's right lo make up the shortfall from another NGO or any otfer source. This
confirmation essentially states that tha Hospital will not svail any duplicate sssistance for the same pallenticase from any other NGO or any ather source
2) The assistance from Keshika Foundation s only financial i natune - The choice of the treatment/procedure advised/conductad by Ihe Hospital on the
patiant, is based on the arrangement babwean the patient & the Hosphal, and s in no way influsnced by Koshika Foundation, Herca, the Hospiltal wil
assume sole & complate responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will v e role of msponsibiiity

In the mattar,

et i, FEed W S d w0 st arasder" 4 fufire e ¥ oo =1 8, sl v (ve) T v A e A w0

1) T f 3 o e she 3 s o ff e feret e wed s el s T # T i d W owm A o £ 8 TR v it et
irﬁmﬂwﬁ#ﬁlmtml‘l't‘rlhnm?im“ﬂﬂﬁﬁilﬁ'dﬁﬁmﬂﬁ'ﬂ%hﬁﬁiﬁhﬂﬂhmiﬂ SR
fit s wred wom w fedh o W A T A W s v tam b e oo wm oo § 7w smme e e G 4 e

i wr oo W fedl o TnE A sl s

] “t‘tﬁmmﬁm"ﬂvﬁfﬁmmmm-ﬁinﬁ:ﬁmmm#ﬁmmﬁaﬂnﬁmﬁmm?ﬂ#ﬁﬂm
% e frm & s St e g fe wem W e b vaied e 9 O W vEe o doar s

W i b St w e s w w e

3

et

=
=

T % S\
L 5 (ﬁdmmlsﬂatm ] :
Date of Surgery - Hl kv
e \tuﬁ“" MBBS, DNB, Fico qphmzlmmm
E . -
19"!1}2; |mﬂ,_;w_ﬁmm]uﬂ1
TR W AW A TR T A

FOR INTERNAL USE of KOSHIKA FOUNDATION  iif® Fwim 7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= T 1 TR 2

"l JAE

X/

01.07.2021



