feeon ~C-RE -0

[~/ 0F-

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETHOl B SET WiEq (R S )
muh APPLICATIO 5
MI0I26 /0603  [mume 1511 |26
NAME of APPLICANT : AGE-YEARS 07— ua;ﬁm
W Kluan olwi

HTIIIW:H;:!'I u?]# s

K &¥hika

foundation
B a1

- E-
J-'!*‘JHIL- 11193 p..we-q-m!

Fecop  Poed of

™ Hpuac piokooy MARIED (PR | UNMARRIED (it
TUTILIHIUH {Antach Proof of income)

O it 7w Ay m‘ool il (37 T T )
PAN No. #41§ &) W&
ARE YOU AN INCOME TAX ASSESSEE (Tich whichever s applicable): Yeu / No
5 5 = oAt (W o 0w w W m fem e L
FAMILY DETAILS sfta fiprm
Sr. No. Hame of Family Mombar Age [Years) Gendar Relation with Applicant
w HE oftam % weel 2w z;lmt} fain WHTH ¥ WG W
BABIS for REQUESTING ASSISTANCE (Tick whichaver i applicabls)
wewm % ford fafn s
BPL Card Certificate Ration
(Attach Card Copy) (Attsch CoriNosts Gopy) (Niach Copy) e ool
it W e wmm PR N W Ewm TN W = o we
(9 T E wE ai w5t (wmm Wt W Wi oEE (v T Wt v wfl W Wt
“PURPOSE" lor REQUESTING ASSISTANCE:
wrm vy fed ) fieelt W oot
&r. Mo, Medical Reporis/Prescriptions Attached
il sepmEyEiRT # w0 # w6 g

¥ BT I Y510 ]y AT T

4T IAT A &

- L
F{lﬁﬁjﬂiﬁi LU (e Af0AI XD

Fam, 1

A= em"'{'—;ﬁ'??rrﬂn =

(AT

ABSIBTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
m@ihﬁmmﬂmmﬂhmﬂ?
St Ne. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
T W W TR W TN =t 7w v

A2 XU Ok




. il e -

DECLARATION by APPLICANT. w=s 30 wawm m;

1} | herebsy conflrm that s details in this Form are True o the best of my knowledge. Any talse stalemen! wil render my Application & ongoing assistance, If any,
imble for ressclion/cancelision.
2} | sahemnly confirm that sesstancs, If received from Koshiks Foundation, will be used only for the “purposs”, &8 atated |n this Form, for which such assistance
requasied by ma,
;ﬁhmmfl:-rmnulmmlnmm In huture, aveil of relmbursement, in part o In full, from any other sourcalemployer/insurance company, of the amount
for which this assistsnce is requesisd
1) & swn won f forogw w2 o nd ol e o0 wel & s we o w0 ol ol fenm o e s e & 8 S0 were B W) = wed &
2) %t g W e ofe “wifew Wit Al w ot f vm TS R i i Sy Rt w b
1) ¥ yiw wou T faw w8y o i o o 8, 70 ofn w e @ o e el e s et et @ 0 @ e oo e F o)
AGREEMENT by APPLICANT (s om %1
1) By affixing my signature or thumb impression o this Form, | (Applicant) hereby sgres & suthorisa Keshile Foundation and it's Trustess to
use/publishiput-up/reproduce my name. address, photo & datails of the “purpose’, for which such sxtistance is requested/granted. through any
medium, Inclusding bul not limited ko verbal, print, electronic, lor soliciting donations for Koshika Foundation andior disseminating information sbout it's

activilies/achievements. Such use of my photo & detalls can be made by Koshlka Foundation before or after my treatment or Rulfiment of the “purpose”
for which assestance s Daing requesied,

2) | (Appiicant) furthor agroe that any such use of my name, address, photo & details of the “purpose”, for which such assistance i requostod'granied,
will not sutomatically eniitie me for receiving or confinuing the said assistance. The decisian far granting andior continuing the assistance will rest solely
with the Trusiees of Koshika Foundation, and thelr decision bs this regand will be final and acceplable 1o me.

1) V0 S geme W s wt e e, (ondew) svft w W) e wee o Cwifow it ot e sl * o sl wom € 1 4o .,
ws, w8 sl W@ e wore A o f, T e e e, e, e gt et O i il sl v 4 Bt ferh o W e

= it W % fi s bR R oW T o ® wed w3 we W e el weie” w sl afen

2) # (sviww) e wm d mewm o s T, v, v ol fee o OF Bee 2 agivdl § wite § 9@ v s = e v o ow d

“wifirm” v T i W Pede sl s el g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
st ¥ yema W S W fam

.-
e\

A

AGREEMENT by HOSPITAL (wwsas Tm S01)

By affung hereunder, sqnature of our Authorised Sigratory for recommending this case/patient for financial assisiance from Koshika Foundation, we
(Hospital) hersby affirm & accept foliowing:

1) that we neliher are presenty nor will im future avall of Anancial assistanco from another NGO or any other source, for ihe sams patisnticass, gs we are
ruqmﬂmhgﬂ&um!mthmMn.hmmmm:thmmmFm.thqunﬂdmhhmail ol granded
gﬁmmmmmm.mmmhmmmwmnm:umwnmuﬁmMrmu mny olher sotrce. This

patient, is based on the arrangement between the paient & the Hospital, and is in no way Influsnced by Koshika Foundation, Hence, the Hospital wil
assume sols & complete responsibllity of the troatment & Il's outcome & satety of the patianl, and Foshika Foundation will have no role or responsisliity
in tha matler,

vt s, vl o s @ sk W Cwifte st @ i e oy fesfon o w3, e vs (v B oen § w6

1) W% f 7 & wie sboy o wiem of S s Sl A el dr w fasd e vie @ Te SR A 0w W o 8, & e e vl ST
R T e W e d s s o e i bR S sresie o e el s iy v T8 few w € 8 s
lnhnhmh-wmmim#ﬂmwﬂmhnﬁimw-iﬁmlﬂtmnﬂﬁtﬂ
e woad viem m Pl s s 8 o) sl

2. “wifien s # W o s S i v o b S w v gn 6 of v @ et Treeien W o o we
-thﬂmt*'dﬁmwﬁm‘ﬂﬂmwﬂm#hnﬁﬂmiﬂimwinﬁwh‘l Wit Pt I W e
i sh e o W o @ et o e

Date of Surgery
st 7

ﬂ*\\\%




