VRA ~C~ 33~ 03 - a8 S

k¥hika

APPLICATION FORM FOR ASSISTANCE (Healthcare)
ks ' j " foundation
appLCATION Mo /[0 313{6-4_3\{ fRspENno lo[e 823 Ay Vet

AGE-YEARS AT | sex felm

ARE YOU AN INCOME TAX ASSESSEE (Tick

wheciaver is applicable) Yen | No

S A BN R gA T (F W W I W w W e R
FAMILY DETAILS witar fmy
5r. No. Mame of Family Membes Age |Years) Gender Relation with Appikcant
&N A  giap W vl W oW W (W) frm STE % T T
£ Amamysi<a PR E Ly
2 - Faihan s A 3@
LT Xavihnd L E DGR I LIl
BASIS for REQUESTING ASSISTANCE (Tick whichivar s appiicable]
e i e
BPL Card ; Rasion
{Attach Card Copy) IAtineh Corsiions o) (e ool B"‘"" b
il -t & = v T oS W pEm T TP T R
(o vy W w ufy s (v e % ww i W W (e o) wvn o e wh e

“PURPOSE™ for REQUESTING ASSISTANCE:

v iy fad md feelt W gt
Br. No. Medical Reports/Prescriptions Atiached
W i el % Wi ¥ s 9w
KE - C atonil
CE - CadamotA
- .-""'=?\ & ek
Y EnY- 7 EE/)- oJCT F PN
d N
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W IEE S 6w A v 5l s an ot
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
il r W Wi W N - = i wwrw o
e

“JBTY




DECLARATION by APPLICANT. sTHOE gm wiwia w3

£] | heroby confim that all detsls | s Form are True 1o thg best of my knowledge Any faise statomant will render my Applicabion & ongoing assistance, it any,
it for resection CanCRIbon

2} | solamnly confirm thist assistance. # recalved from Koshikis Foundation will be usad onty for e “purpose’, as stated in s Form, for whech such assistance

Wikl fECLenNind Dy me

3) | hensby corfirm Mat | rave not & will not in future. Jvail of rembursement, i part o in full, from vy Oiher SOUWTEIEMpIoYErMSUrance compary, of e amaun]
for which this sasmstanco = requaniod

1) & vy w6 ow @ A fod o w few S wwd ® s e o i b ool s e o e wern o e ¢ R 58 e Pave W et &
3y # oo A woum i s w4 @ w0 b, see i o st = g G e i, 9o wes e o b
niwm{ﬁMmﬁ-wﬂﬂm‘tnmwnﬂnwmhﬂmMMﬂnﬂhiit-ri'r*n'llhr
AGREEMENT by APPLICANT (suiew g1 %)

1) By affixing my signature or thumb impression on this Form, | (Applicant) heretry agree & authorise Koshika Foundation and If's Trustees 1o
use/publsh/put-upreproduce my name, address, photo & details of the *purpose”, bar which such sssistance i requaated/granted, through any
masdium, including bul not limted to verbal, prinl, skectronic, for scliciting donations. for Kashika Foundation ard/or disseminating information about it's

activitiewachievements. Such use of my photo & details can be made by Koshika Foundation bafore or after my freatment o fulliiment of the “purpose™
for which assistance in being reguestod

2) 1 (Appicant) further agres that any such use of my neme, address, photo & delsils of the “purposs”, for which such assi31ance is requesiad/granted.

will not sulomatically aniite me lof receiving of continumg the said assistance. The decislon for granting andior continuing the assistiince will rest solely
wilh The Trustees of Koshika Foundallon, and their decisian Is this regand will ba final and acceplabie to me.

1) 78 TV W ST ve S W w e, (smiew) seh mee W) g W f o wifere et b v il " W) e v f e dn o,
v, w2 sl @ fawr wn e o wfe B oo Swifm ey e, e e gl v o wf nfdiefest ste woefeed o fird fasl b oy e

# waftn wed & fo e b 9w W fee 6 peme o St owe 8 ek o fe e ot w e e

3) & (e T8 o @ wree i dn am, s s obr foem ® B s % Tgom 6wl oo e e W e 6 S P e d

‘iR T s el W e aee o sl T

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
=TT % Temn W S W fem

AGREEMENT by HOSPITAL (wemm &7 wir)
Eyuﬂhu-nqhmm.qnumdnurmmaﬂﬁgnamhrmmmnmmuucawpammfmﬁmmﬂummmmm.ﬂ
(Hespital) heraby sifirm & scoapt following: _ _
Hn'wtmnﬂwrnptmmwﬂh!uunmdﬁmmﬂtummmtmﬁﬁﬂﬂ'myMM.WhmMWtII'MII'I'
requesting 1o got trom Koshika Foundation. o the exlent (il duch assistance |& granted by Koshikn Foundation. If the requested assistance is nol granted
br!aﬂ&anMm_mpmnrhnmn.mmmumulnﬂmmﬁ'nmﬂnnﬂawlhnmmmmh-HGt}nrmrnImm.Tm
confirmation essentially atates that the Hospital will nat avall any duplicate assistance for the same patienticass from any other NGO or any other saurce.
2) The assistance from Xoshika Foundation is only financial in nature, The choice of the treaimentiprocedure advisediconductad by ihe Hospltal on the
:pﬁnt.ilbuldmlnlmmlmn'lintlmtthmpﬂaLindmmnnurguﬂumﬁdﬁl{ﬁMlFﬁlmdﬂhﬂ Henca, he Hospital will

mesume sobs & complate respansibilily of the treatmant & it's outcome- & safety of tha patient. and Koshika Foundation will have no role or responsibility
i the matier

vt wivn, vt W S TR S st grretvR T @ Tl s 0] et o el #, fad v Oreme) foe o R e w we w

1) w5 1 iy o 3 @ wfiess o fifire e vl s m SRl s ey @ e it O @ R o 8 e S et
2 fawfim il 7w % w4 v Wt g e i b ol i wed En aw el sifrees ) g few wm § 8 o
Tt w i v e w R =S wE § En Bt W wiver v e bow e we wn owm b e s T e s i iy e
By wrwedt v w S e s § ol e

3 *wifm wrde” @ o vf Teen v el st w1 & o0 o o 6 of T W R W TR W e i o e

% e w fave B o s wredvn” go Ser e w0 sl e i ) gl wonoe d S0 wr s s e W) s feied O o e
o oo ol “wifem " = ofve @ faci® om0 ol

oA RS,

RECOMMENDED FOR ACCEPTENCE YA IR
wh % fer_ ey Dr. PN pOMS. DNE
Date of Surgery =

e < _SMRP;:E‘;“:“%:
. ' Authorised Signatory
“103/5 (Namd % D, & RegmNaCwiti Startfl -
B S Y R A T & W e s
FOR INTERNAL USE of KOSHIKA FOUNDATION st T ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=l v | i g 2

7 T

- J




