VRN -C- 22 - 69 -08§]0

APPLICATION FORM FOR ASSISTANCE {(Healthcare) K{%hika
~ FETI ¥, ST 9 LR S foundation
s V[#322 [ o450 e ) ) Xy Wy

PLIGANT - i AGE-YEARS ST | sex fisy g
e wm Mahaomulan 6+ | F g
FATHER'S/SPOUSE'S NAME : BE,{ ,.h({/u " "

Tamngm™ w1 =W

|

PRESENT RESIDENCE ADDRESS Wod =51 T

IL:,anE-uh a0}, , 'Prﬂi".{f:,&' ) P@j’kb

J. ]

ANE nssmncemlmsss:kdﬁm S (& » r.:‘) M am m

24N E AR abod©

GECUPATION Hewme A Ken W&mf UNMARRIED {ariom)
TOTAL ANNUAL INCOME : . . e ; - (Attach Proof of Incame)
wE WHw I “Yadrm ,.?/ ( rfr}}uu_’f}j (5T %1 T He) N;ﬂ
PAN No, T =@ Wem
ARE YOU AN INCOME TAX ASSESSEE (Tick whichevor is applicabio]: Yes I Mo
¥ 3 W S I 2 (W TR W W W v e e s | _—
FAMILY DETAILS T fesmm
5r. Na Namwe of Family Member Age (Yoars) Geondor Refation with Applicant
W ot 2 = Im I (m) fam e e I R
] L h0marl e A Hsamd
- | AhatK o AN Y 4T
4 o onet 27 = VAo e 197 A0
b £ Sahik [ P (Rl amd 077
BASIS for REQUESTING ASEISTANCE (Tich whichaver is appiicatis]
weam % fid R s
BPL Card c R
(Attach Card Copy) :m%-ﬁmiﬂmm (Atlach Capyl s Lt
i e % A v = Yo oy Iyen E P gt
R iRl o r— (v ot o vy wEr s (war g =1 el gw S
“PURPDSE" for REQUESTING ASSISTANCE:
s dy fes m fiend W g,
51, Mo, Medical Reporta/Prescriptions Attached
5O dem _ et W T W TEe g e
RE - Lada nac+
LLE - Codid noc+-
O U ngPAd— fﬁ STICSFP M MA
Fr BT "
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
TR T ¥ T TN o wEm S o wiw # fem mm
S1. No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
TN T 5 T W TN i i werr it
K et} Ql6o0/ -




DEGLARATION by APPLICANT: #TiT® ST WM w¥;
1) | hersby confirm tha! ail detads in this Form are True 1o the best of my knowledge. Any false statement will render my Applcatio
Ikt for rejection/cancelation.
21 | sotemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, 2s stated in this Form. |
was roguesied by me
3) | mareby confiem that | have not & will not in future, &vail of eimbursemant, in pant or in full, fram any oiher
for which [hin pssistinoe b requested. \\
1) & S v £ e v v B Rl wod fpm 38 areel ¥ sew v v w ol S R o s e o e # 959 e N
21 g F wee o e v, 4 o w ol ), v Tvm ol wv ) o o fivd fem wrim, S o S ome

1) & gt wim £ fir e v by or sk o o &, v o w0 s w e frem et sen oo w8 3 o feen § ol a @ ot

vse/publish/plt-ug/reproduce my neme, address, phato & details of the “purpose”, for which such assistance |s requested/granied, ihrough any
medium, includng but not imited (o verbal, print. electronic, for sollciing donations: for Koshika Foundalion andior disseminating informalion abou! Il's
aciivitias/achievements. Such use ol my pholo & detaiis can be made by Koshika Foundation belore or afier my trastment or fulliment of the “purpose’
fai which assistance is boing requestied.

2} 1 {Apphcant) further agrae that any such use of my nams, address, photo & detalls of the “purpose”, for which such assistance is reguesied/oranied,
will mat autematically enlitle me for recelving of continuing the sald sssiatance. The declslon for granting and/or continuing Ihe assistance will rest solety
with tha Trustees of Koshia Foundation, and their decision is this regard will be final and acceptable to me

1) e vy W ST Temn W s W my e, # (seiew) s wesf @ ofe s o Cwirm wigdes sh e =mid t 9 wfe = f f ode am,
am, wid b W ferm v w0 Cwtfre® g s, o, s gt agtie o o) o] e smferd o fed faelt o s e

# et wed o forg, sfige #1 8 wew W ferr )y o e w e 3wt ® B " wifee Wl v = she 6

21 4 (wre) T v 1§ T £ e T, T, e ol R 9 T o ¥ wgEvd 9wl R e mEE W e T ) e
" v s = = feln s o el @

AGREEMENT by APPLICANT (3w B0 %0 N\
1) By affising my signature or thumb impression on this Form, | (AppBcant) hersby agrea & authorise Koshika Foundafion and IT's Trusiees io )

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :

AGREEMENT by HOSPITAL (¥=em= B0 )

By aftixing hereunder. signalure of our Authorised Signatory for recommending this case/patient for financial assisiance from Koshika Foundation, we
{Hospiial) horeby nffirm & actept following:

1] that wie naiiher are presently nor will In future avail of financlal pssisiance from anolhver NGO or any other source, for the same pallenlicase, a5 we are
raguesting ta get from Keshiks Foundation, 1o the extent thal such essistance is granted by Koshika Foundation, If the requasted assistance is not granted
by Koshiia Foundation, in part of In full, then the Hospltal reserves I's right lo make up the shoriall from another NGO or any other source. This
confemation essentially siates that the Hospital will not evail any duplicete assistance for the same patienticase from any other NGO or any olher source
2) The assistance from Koshika Foundation s only financial in nalure. Thi choloe of the trealment/procedure advisediconducted by tha Hospital an Ihe
palient, s based on tha mrangement betwesn tha patient & the Hospital, and is in no way influenced by Kashiks Foundation, Hence, the Hospital wil
aszume sole & complele responsibility of the treatment & iU's oulcome & salaly of the patient, and [(oshlka Foundation will have no role or responsibiity

in g ratior.

T s, wEmeh W1 i @ Sed W e s @ fafie egre vy el ot wnh 8, f wn (rmmm) e wen @ e w adien wnt

1) wr s 8 o wiany sy 3 R e o fofive v st it woed v fdt o v @ T s W w Ao b A e e wifom s
T T T % W A Wi W g T i ek S vt go s AR sfiewes i 5 W w9 e
et v A ol wen w feed ar weane W wem o s e s T ) v gfe F e oo # e s o wee T s dy fe

it wrd) dren w Tk e w1 ol e

2, “sifre et o = m wv swa fif o ) ol ow e oo 8@ o e A o s W om T
7 dw w o & ol “winw vt o e v s o v = b e e o O S v g s sl = W oA
) vl she ufe o i oo w fesbell eomed o W el

wfaft & fom s
Dato of Surgary NEESTDNE
st B i OMC-76487 .
i Dute__<} (Name, Deslgnation & Sta
"‘5(‘13/*13 (Name of Dr. & Regn. No. o) ' b
TRUW TN Y R A L T T T RS
FOR INTERNAL USE of KOSHIKA FOUNDATION  siifts 2waim iy
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=il TR | =W A 2

7 TAE

N

a4 A0 994 )



