VRN = C-3R-23 -[33D

APPLICATION FORM FOR ASSISTANCE (Healthcare) K% rulqa_
HeTAE B TS WrE (wreay TavE) faundatlon
Y SV T ) Y R W

AGE-YEARS -7l | sEx fHq

WEWEST Mea Dev( TR

FATHER S/SPOUSE'S MAME :

g W Ci"'-?"‘na Ariaom

T RESIDENCE ADDRESS =Anm Sram
o !.éﬁﬂf!{ 4 Y unhﬂf}!f

Pen ”‘“F P o r_:b

1} At T 1.4 Qoeyp ?
BERMANENT RESIDENCE ADDAESS - TE ZyaaT® = " afar .
(o35 ) Memn Devi
sane. Qo ghoire
OCCUPATION = o : : .
A " H o e v, 4 A }f_ & b(gnwl | UNMARRIED (st
TOTAL ANNUAL INCOME : : i . [Attach Proof of Income)
T s Socnio/~ (FagnudY) Ememam /)
PAN Mo, THTE T HEA = =
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever s appllcabia) You | N —
T Y w0 T (S o 6w WO W e e W/ \
FAMILY DETAILS fium firrm
8r. Mo HWame of Family Membar Age [Years) Gender Retation with Applicant
Ll uffem ¥ wyed W o Zu (mi) fim SHTE W W wE
B Je3h aat LR P _Flundand
I ST TSN A4 A =0
2 I Lal;da it d = i bden a9 Ldl
q {1} NETVZE - 2 7o lnnand 500

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)

b e e R e T 1
BPL Card EWS Cerilficats Ration Gard
{Attach Card Copy) m¢£3511nm Capy) mﬁ“..—ﬁ'ﬂ Copy] .‘;'lfm‘““"r
e mes iR m sy s = T TR ST A i
(e wy o g i der et (o w W e il G (o it v fl s
“PURPOSE" for REQUESTING ASSISTANCE:
wom ¥ 7R W fe o
&r. No. Modical Reports/Presoriptions Attached
w9 wE seymevEier o=l ® i afvss ol Wem
| 55 F.F
TE- _ Serlde Calnnart
" r/..f'
SUrmensd —( LEDY SICSHY PM M4
al g, N ¥
ASBISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T v % By Wi o= wew e s w6 e o W7
5r. ho. NAME of OTHER SOURCE AMDUNT of ABSISTANCE BEING AVAILED
Y HEW IS E = T =t w2 apmm
§ I DELS Y.V ia




DECLARATION by APPLICANT: =rfTw gm s T

1} | haresby confirm Hﬂtah-ﬁetiﬂshﬂ'isFﬂmanntnﬂ'lnhmdmkm&hdw_ﬁmrh!nammm'ﬂllrﬂnﬁﬂrm}r.ﬁppﬂmunﬁnrwwnsil\
b for rejectiomicancellalion,

2/ | solamnly confirm that sssistance, if received from Koshika Foundation, will be wsed only for Ihe “purpose”, a5 stated in this Form, for which such 25

wias requeiind by me.

3 | hereby confim that | have not & will notin future, avell of relmbursement, in part or in full, from any elher sourcelemployerinsurance campany, of the am

for which this assistanca ls requested.

1) & e wom o T or wey @ Rl ol wed forwn S8 el % s e o W ) ot w e oF wue s v ww # 65w fem st e

1) o W we T s R, i w T o s A o e fem e, e mwemd o

1) # gftz wom f fiv frm won dy or e ot of €, v ofn ow s w e fen el e w Pt wed R 1 e b ool w ) fem 2 o

AGREEMENT by APPLICANT (#Ts §m =)

1) By alfiing my sigrature or thumb impression on this Form, | [Applicant) hereby agree & suthorise Koshika Foundation and iT's Trustees fo
uselpublishipul-upiraproduce my name, sddress, photo & delails of Ihe “purpose”, for which such assstance |s requastodigranied, through any
medum, including bul net imited to verbal, prinl, slectronic, for s2ilciting donations for Koshika Foundatlon andior disseminating informalion aboul il's
acirvities’achievements, Such use of my pholo & details can ba made by Koshika Foundafion befora or after my treatment or fulfiiment of the “pulposs”
for which assistance is being requosted.

23 | {Applicant) further agree that any such use of my name, address, phote & dedalls of ihe “purpose”, for which such assistance is requesiad/granted,
will nat mulematically antille me for recelving or continulng the sald assistance. The dacision for granting andfor continuing the sesistance will rest solely
wilh the Trustess of Kashika Foundation, and their decision is this regard will be final and sccepiable lo me.

[} 79 W W s peman m aind o v ewwt, ¥ (soles) ad wenl 8 gfe won o of “wifee et s weet i 0 b sfoen wen o feode
wn, Wi st forw oo e A vifen §, w Cwifiret e s, o, e el agtee @ 9@ fified sty oeeflardd & fied feelt o i wem

# wwitn wrl € o wfiegs $1 9 we w e & g # WA W o A W T “wife sl T s sl b

2} & (sTw) W o R wew £ fF Yo wm, T, w2 ok e T e & agied 8wl ¢ om s R e W S wee

“wifire " =g e e = filg e sl e

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :

AGREEMENT by HOSPITAL (wmm gm &)

By affiting hersunder, signature of our Authorised Signatory lor racommending this casefpallent for inancial asalstance from Koshika Foundation, we
{Hoapitel) hereby affirm & acoept foflowing:

1} that we nelther are presently nor will in fulure svsll of financial asststance from anather NGO or any olher scurce, for the same patienticase, au we are
requesting 1o gel from Koshika Foundation, to the exient that such assistance is granted by Koshika Foundalion. If the requesied assisiance is not granied
by Kashika Foundation, in part of In full, then the Hespltal reserves i's right to mike up the shortfall fram another NGO or any other source. This
confirmation essaniially states that the Hospital will not avadl any duplicate assistance for the same patient/case from any other NGO or any other source
2) The nssistance from Koshika Foundation is only financial n nalure. The cholce of the treaimentiprocedure advissd/canducted by M Hospltal on tha
patient, is based on the armangement betwean the patient 8 the Hospital, and is in no way influenced by Koshika Foundation, Hence, the Hospital will
assume sols & complele responsibility of the reatment & It's outcome & salety of the patient, and Koshika Foundation will have no role or responsiblily

in the matiar

ot sl pemwl ¥ siv @ SR W) Cifow st @ falhe W iy fewdn o a8, fed pn () e swe b we w wlen w8

1) wr f& 7 W wiwe ol v O sfire o faf o Tt el s w fed s e @ oe dhet F o o @ of §, W o e s
W fewfmfad 70 ® waw d “wiew et g W iy e o sife TR o0 wem el sieewes i w0 Ew ae E aee
fired s i W wem w fE s wEnE @ e 8w s e Tem hove g we ww wm # S s ol e we i i Tl

#n wrwet wnn m faedt s wner @ o oot

3, “wifre T W S v wm vew ffw gl st bt w oeees oo @ nf e o e T W 3R O O e
% Wi w e o s s po et e w e T o ) il v d i S e gee shoan S w el
wi v sl “udfn® ¥ wi sfee = el e ) erh

Dr RECOMMENDED FOR ACCEPTENGE
b g S $ ey

DR Sy OMC-76487
¥ %) i Time______ Dawe R W,
3[@[22 \ (Name, Designation & Stimp a{ o
S (Name of Dr. & Ragn. No. with Stamp) o oo S

T WY e a1 AT pETA e s

FOR INTERNAL USE of KOSHIKA FOUNDATION =i Tweim ¥
SIGNATURE of TRUSTEE 1 SIGNATORE of TRUSTEE 2
= TR |

&y’ J

a4 [G 94 -



