RN - -3 tlo—ol8]

APPLICATION FORM FOR ASSISTANCE (Healthecare) w !

= Pt | o g !Koshlka
gundation

w2 o 740 Srea ] aq | Savieds

NAME of APPLICANT : 1 Jin Mewi - AGE.YEARS 3133 | gex fifm

TE %) A necia evy _? 7 =

ER'S/SPOUSE'S NAME | : o ]
%ﬂf&mw ’N'Jf-ﬁ-h Sumah

— PRESENT RESIDENCE ADDRESS miuR_Suad il
[ozmn Fanah Eamak, Kagak,

1Foeq e M
il Mathuna P 381389 ep Padep
PERMANENT RESIDENCE ADDRESS @ TN A=W T (°1~‘|€1§}19f}¢ :I)Fb':.

sdFme Ak gboi/s

N
TOTAL ANNUAL INCOME > ) : (Attach Proef of Income)
w7 Tie 0 Cornml—( Faaond 1Y) (v w w ww) AN
PAN Ho, TaT: T H1541 "
ARE YOU AN INCOME TAX AGSESSEE [Tick whichaver 1 spplicable): Yeu [ No
5N =G B oW E (W W T 96 W W W A w w6
FAMILY DETALLS wfeam frm
St No. Name of Family Member Age (Years) Gendar Retation with Applicant
wa HEn offem % wved w1 = T (i) fietn HUE W W
S Raclhachanady o AN Bl lanband
I Jweak &, ’1«-}7 I 49 Ay ] C AN
- ﬂﬂ M ‘ 4 4 F Aaan Lr* £ A Lt
2 Dhouy ' s 7Zn U ooand B
= LA KK ENh 1.2 24 9 A wil
BASIS for REQUESTING ABSISTANCE (Tick whichever is applicable)
mrm ¥ o el snm
BPL Card EWS Cestificate Ration Card
{Attach Card Copy) {Attach Cenificate Copy) (Atiach Copy) B, B
sidtm g TR st TS AT W el ke
(o o € e wh s (e v W) wren i whe ot (v W W W wfn W wh -
“PURPOSE" lor REQUESTING ASSISTANCE:
w8 e m e W e
Br. Nou Medical Reports/Prescriptions Attached
w5 wWem semevEiez it o wf wfiekm it s
= Serrnade Cadgaracd
L E- P '
'\.F.H_L'EJI‘JTH —/HE } ATC84 P AMMAMA
= 1 N
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
W e W P T o wewm fedt s wim @ frm g @7
Sr. No. NAME of OTHER SOURCE AMOUNT of ABSISTANCE BEING AVAILED
=1 HEn 5= T W T #ft wé wEmE T
! - r'EE-E .J i?.t‘".-'r'-




DECLARATION by APPLICANT: SHES gm0 WiTom Wa:
1) | hereby canfim nulunmlhlnmkFumlmenMMMnlmmmgfam:mmwmdwmﬁppllmﬁunamnnl \"\
lizble for rejectionicancetstion

21 | salamely onfirm thal sssistance, f received from Koshika Foundation, will ba used anly for the “putpose”. as siated in this Form, for which s

was requestsd by me. \\

3} | heratry canfirem hat | have nol & will notin future, svall of reimbursemant, in pan or in full, lmmrmnWmvmmmmpmy,dm

for which this sssistance is requested. \

1) lﬂmmitmmiﬂhﬂﬂmﬂﬂimmﬂﬂhﬂﬂmwmmm am & m & wewn fe S W

uﬁmuﬁmmnfn“u‘rﬁmm',iﬂmﬂi.mnhm#dﬂﬂﬁhm.iwmﬁwuwr‘h \\\

1 igﬁzm{ﬁ:ﬁ‘nmiﬁﬂmﬁﬂitﬂﬁﬂﬂimmhﬂﬂmﬂﬂ“ﬁﬂﬂnﬂﬁl st w s dmi
AGREEMENT by APPLICANT (e 510 %01)

1) By affixing my signature of thumb Impression on this Form, | (Applicant) herstyy agtee & authorise Koshia Foundation and (s Trustess 1o
useipubishiput-upireproduce my name, sddress, photo & details of the “purposa”, for which such assistance is requested/granied, Ihraugh any
medium, including but not limited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation andior dissaminallng Infermation aboul i
acthilieslachievernests, Such use of my pholo & delalls can be made by Koshika Foundation before or afiar my trealmant or fulfilmont of the “purposa”
for which assistante ks being requesiad.

211 (Appicant) furher agreo that any such use of my name, podrass, photo & detalls of the "purpose”, for which such sssistance is requastadigranted,
will not sutomatically entitle me for raceiving of cantinuing the sald ssslstance. The decision lor granting andfor continulng the assiviance will rest solaty
with this Trusises of Koshéka Foundation, snd fhair decision Is this regard will b final and acceptable to me.

() g wet TS g T st W e e, () =t v =1 g woe o Wi weive sk Tes SRR "5 s wwn {5 g0 A,
m_w{m#rifmwnmﬂﬁui,ﬁ“ﬁhw'qﬁwi.m.mwtqhwigtﬂmthiHM!lmwm
ﬂmm#mm'hﬂmnmMmiﬂ!nimim*mm'wmmh

1) & (sador) w0 wem 6 S0, ., v st e 2 s were = axtet A witin & @ e, W W TR A W W S

o gt w gwe st e Frote s st e g

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
sy = T W AE W T

AGREEMENT by HOSPITAL (¥ewme g )

By affixing hareunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accepl following:

1) thaat we nedhet are presantly noe will in future avail of financial sssistance from anothes NGO or any other source, for the same patienlicase, a5 we are
requesting 1o gel from Keshika Foundation. to the exient that such assistance is granied by Koshika Foundation, Il tha requested assistance is nol granted
by Koshixn Foundation, in part or i full, then the Haspital reserves it's right to make up fhe shortfall from anothar NGO or any other sourca, This
confirmation essentially states that the Hospital will not avall any duplicale pasistance for the same patient/case from any aiher NGO or any olher source
%) Tha aseistance rom Koshika Foundation is only financial in nature, The chaice of the freatmentiprocedure advissd/conducted by the Hospital on the
patiant, is besed on the srrangament between the pallent & the Hospilal, and is In no way influenced by Konhika Foundation. Hence, the Hospital willl
:murn- sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foandstion will have no role of regpansibility

n the maller

1-:u-tnfwmmwnq:tﬁiWﬂ“WW‘iﬁhmﬁﬁﬂﬁﬁt.Mn{m!ﬂmmﬂ v g s b
nwrﬁﬁﬁmha#:ﬂqﬁ-ﬂ'mmmfnmmmqmmwﬁwﬁwﬁﬂ o w o &, W e e el ames
# ety 2w o s 4w st g e vy B ol Cwifoe s gm wee fed wiffrremet b e T8 fem ) # @ s
frdrnﬁrmmmhﬁnwimﬂimmthwfzﬂmwwiﬁmﬁhmmwnm
i T W W T 0 WA R W S
1‘ﬂr-mwnrdm"imrﬂwmmmﬂh#ﬂmmwﬂﬂmmhﬂmﬂﬂwﬂﬁm

& it e B o “ v v g el TR W T ) b v v S e g sk e ) el Rl o e
= vl o~ W W Y W fesn 5w o § e s Eye
Hﬁg%&

o mmnﬂm E/ \%-\1 |

Dateof Surgery |, NISH DAV \E Adminisirator | 54 )
Tﬂ S 11065, DNB Op oy O et Sgnaory
"’# | “/ 22 *‘E> "Eﬁl-ﬁ- X3 No. with Stamp) ' :’tfﬂnipituil !
Dale . rassswIfai - -

FOR INTERNAL USE of KOSHIKA FOUNDATION  Sits 7% 1

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
2 T 2

T TAE




