K& hika

foundation

Building black o lifa

APPLICATION FORM FOR ASSISTANCE {Healthcare)
e Be, HEET ey (Faren A
APFLICATION Ne. l 1 APPLICATION DATE :
AP T NINGY (e WA fiedt qu“]'
NAME of ARPLICANT AGE-VEARS B-® | sEx fin
I -
= Malkodo b 10 t
FATHER'S/SPOUSE'S NAME ;
Tt wzs =1 2
SENT RESIDENCE ADD TG SR W L,
] RTETANT fi ] %ﬁlldr.h‘: i u.ng?f__
L [ L = i

‘ T
i FERMANENT RESIDEKCE ADDRES

Pre0f Pactof

) . \ = DT 35 M-C\uj-lal' .
ZON g s VNS '3 A1
SuCUPATIONS Colice MARRIED (i) ¢ UNMARRIED (o)
TOTAL ANNUAL INCUME : {Attach Proot of Income}
FA A 3 ESQ@} {31 1 W T
PaN Mo, i SE e
'ARE YOU AN INCOME TAX ASSESSEE (Tick whichever 1 applicable} Yas | No
W1 S0 AE G A (W 99 T IH W A W T S 2 Tt
FAMILY DETAILS wiran famm
Sr. Mo. Hame of Family Member Age (Years) Gendear Relation wilh Applicand
w9 A T T g () T MWW H WM HEy
B ik L rl. =
W VA RTET] ) F RER
s 1 B n = i
jgg [T [THTaAT Y iy et | M-’t::n_
i [ i =
G| Moka ATy A1) £ lougtIn 7o Tag

BASIS for REQUESTING ASSISTANCE (Tick whichaver 1s appiicabia]

(s %1 o ot wE T (TR T F B W Wee )

(T Y FT B Y A 39

AT % i el o
BPLCard EWS Centiflcate Rat] ! -
(Attach Card Capy (Attach Gertificate Copy) W’gﬂ} [B‘E};%";,
it T b B AT A T Y Oy UG F

S Y e

“PURPOSE" for REQUESTING ASSISTANCE.
HET B e T e  agi

5r. h_ra. Medica) Repons/Prescriptions Albtachad
w9 T SHTRIR § W ) w yfEe g wa
i e L Y — Co Pl i
- 1 anﬂhﬂ}y [ - OO L
Lk LY AGATE
F’-‘ ]
- - I - o M g =
&5 :uﬁﬂdﬁh L LE Codphard =+ —PTS CIE
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from DTHER 500U RCES
T IA W I W ar were R w e A fn e e
Sr, Nlu. WAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
T HE 3 T ¥ A ot T e A
o Y P = - Fr ) [P
LLJ | ] L5 L 2 A0 {




SCLARATION by APPLICANT: SR LT S T

| hereby confirm that all datails in this Farm are True to Ihe best of my knowledge. Any falze statement wiN render my Application & orgoing ssslslance, o any
liable for rejectiorvcancellatian, '
1| selemnly confinm thal asaistance. if recenved from Koshika Foundation, will be used only for ihe “pUrpoSE”, 85 etated in this Form, for which sueh assistance
as requested by ma

i | nereby confam that | pave nal & will Aot i future, avail of rembarsament, in per or in Judl, from any gifver SOUCE!Smpkoperinsurance company, of ihe amount
ar which this assistance is requested.

jﬁq‘rmm{ﬁswmifﬂfﬁwmﬂmﬁﬂmmﬂnﬁtmﬁﬁmqﬁwmmmiﬁﬁmﬁmnﬂnmm
nfﬂmmﬁmm‘mmﬁm".ﬂﬁwmt,mmmmﬂqﬁ#mﬁmm,u‘rwmﬁwmh

3}i‘fgﬂem{fﬁﬁmnmi‘gwwﬂa‘tﬂfi,ﬂmﬁiwaﬂtmwmﬁmﬂsﬂlmmﬁm'iﬁmtﬂﬂiﬁmimwﬂqﬂrw'-‘h{am

AGREEMENT by APPLICANT | sies: om i)

1) By affixing my signature ar thumtr imgrassien on this Form, 1 {Bpplicanl) hereky agres & aulharise Koshika Foundation and it's Truslecs In
uselpublishiul-uprepraducs my name, address, photo & datails of the “purpose”, for which such aesiglance is requestad/granted, IRroughn any
mediam, Inciuding bul nol limited 19 verbal, print, electronk, for snliciing donations for Koshika Foundatian andtor disseminating infarmation ataut I1's
activities/achisvernents. Such uge of my phoin & details can be mate by Koshika Foundalion pelore g after my tresatmenl o fulfiment of he “purpass”
for which ssslstanca is Being requestad

23 | {Applicant) further agree that amy such use ol my name, addrass, phote & detalls of the “purpose’, for which suth asslslance is reguastedigranted,
will not aytocnatically gniitla me tor teceiving of continging the sgid assisiance. The decision for granting andior conlinuing the assistance will resi solely
wiih The Trustess of Koshika Fourdation, and \heir dacision is this regerd will be final and sccaptable 1o me

nwmﬂmﬁmmaﬁlﬂiﬁmﬂm,ﬁ{m) m“ﬂﬁﬁm{ﬁ"ﬁﬁmmmmm " 3t e s Y I g m,
wfl, T aixa’rﬁm:ﬂmﬂirhﬂi.aﬂ'ﬁﬁm"wm,m,mﬂmﬂqﬁmﬁrﬁfaﬁmimﬁﬁhn‘lmw
ﬁvmﬁamﬁﬁmmilﬁmmhwﬂm#wﬂmmﬁmﬁ#h”ﬂﬁmm"uwmh
zjﬂtaﬁﬁlﬁjmmﬁm{f-!r:ﬂtrm.m.#mmﬂﬁmﬂmﬁm%@m:mmmﬂmlmﬂﬂﬂﬁ

i T ek 0 Py i ot e

APPLICANT'S SIGNATURE OR LEFT THUMB WPRESSION -
AR ¥ TETE A S W R

AGREEMENT by HOSPITAL (¥P%F &M wA}

By affixing herpunder, signatura ol aur Authorised Signatary for racornmending Iks cagefpalient for Fnancial assietanca from Kashika Foundation. we
{Hospital) hareby affirm & areapl iotlowing:

1] thal we neither are presently nor wlil in future 2vail of financis! assistance fram another NGO or any other SouTLe, for Ine sarne patlenlCASe. BR We are
requesting to gel from Koshika Foundation, to the axtent that Buch assistance is granted by Koshika Foundaban. 11 ine reguesied assistancy L& not grankad
by Koshika Enundation, in par o in full, then the Hospital reserves it's right o make up the shartfall from anothar MO or any alhar sourca. This
confirmation essanlially states {hal thy Hospital will nol avall any duplicate asslstanca for the seme patienticass fom any ptheor MGO oF any Gthar SOurce
2] The assislance from Kostika Foundation is only linancial in naturd. The cheice of the trealmentipracedurs advisedivgnducied by the Hospilat o0 lhe
patianl, is based on the arrgngament between the palient 8 the Haspital, and I8 in RO way influanced by Koshika Fuunda_llrbn Hence, Ina Hespital -.}u!l_
asgume sule & complala respansibilty of the trealment 4 i’z outcome & safety of the palient, and Koshika Foundation will hiave no rake of respensibilily
in the matter.

mm.maﬁmﬂmﬂwmmwwmnmmmtﬁﬂm {m)ﬁnmﬂmamwh

i}whﬁﬁmﬁﬁﬁmﬂmmmhMMmm Fmﬂmmﬁﬂﬁmﬂﬂt,iﬂﬁim*mmﬁm"
ﬁﬁl‘mﬁwﬁﬂﬁlm1‘-wﬂlﬂﬂ“ﬁlﬁmmﬂm"mmﬁﬁtlﬂﬁ“mmﬂ"mmﬁﬁmﬁmtﬁwﬁﬁmmiﬁmm
marxr?nmMmmﬁmuwﬂmmﬂﬁmuﬁnn@mtumﬁﬂmwmtﬁm%mmmﬁmmﬁﬁt
ﬁtmmmﬁﬁmwﬂmm|
;r,“m’rmmﬁhﬁ"ﬁﬂrwﬁmmmmaﬁhﬁwmmﬁrﬁmmﬁﬁﬁmﬂmﬁmmwﬁﬁm .
ﬂmmﬁﬂiﬁt“ﬁﬁmmm"mmm ﬁmﬂtummﬁﬁémwmmﬁﬁmwmwm

& gt ot e i o W Fanral < L =

-

E"E‘- T RECOMMENDED FOR ACCEPTENCE

= m % fam HEgH e | 2k 'n'.l:ﬂ!'-'.'?\"i!'l
m:}m:ffg Ennnutt!:t'. h'-:-d-cai Supm'lnltsndm‘ll. e |niu._wfl'.-}f§.§; :_:'!eg i E:;a Caie
C a. Cataract & Refraciive LFgaY : 1 it vu Care Tl )
\:a_k wr::tnm for Diabetes 8 Eye Ca'c M,WMMMMSIBMWW
N AwORDY e S48 S g Beitof HOSAE)
Zrl WM e 7 7 e T S s
FOR INTERNAL LSE of KOSHIKA FOUNDATION 9Tt Wbl 15|

SIGRATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=t e ’

4 TAE_

01.07.2021



