RN~ €-33-lo—e4823

CTH
——_ APPLICATION FORM FOR ASSISTANCE (Healthcare) K h P
e £ s T Koshika

e V[ 102 Fa?gu eyl L [ ) [ STy
NAME of APPLICANT : AGE-YEARS - | sEx fen |
S ] Lov Ima 6 A F |
FATHER'BSPOUSE'S NAME - 1.\ :,
fmrsgm =1 tFAy C L :15

PRESENT RESIDENCE ADDRESS aaws siamrd ==
U, (naln ckua CKe oPall, [o) LGANPn | Ade o Ky

I3 AiatFhaoa, D-P dilee 13 ; 1EQ Hl‘"!
PERMANENT RESIDENCE ADDRESS - HEEN ﬂ‘_} 3‘@ u-L

LAaATME Ak alaire

OCCUPATION: Howwe M ke MarRiED (afer) | UNMARRIED (sdiefen)
TOTAL ANNUAL INCOME ; i (Attach Prool of Income) A
%= i S5RJVI— (EPammidt ) tmmmmwe A7/
PAN No. ¥ard W W )
ARE YOU AN INCOME TAX ASSESSEE [Mck whichever Is applicabie): Yas | Ko
T S WO T R (W T I W W A e s |~
FAMILY DETAILS ofimmr s
5r, No. Mame of Family Membor Age (Yoars) Gendar Relation with Applicant
¥ _ oftm % vl W oAm 34 () feim ITTE & WY Wy
! R ed— s Late A Fisdnaad
", Iia '.‘1 | s s n"ﬂ 1 .I:_‘g_.!- ."'"'l L' A1
i
- Macln] 5 2 pragiciden 1@ Ll
by Phhaom} 4 B L 9AMA "D ﬁj-dr‘:r
BASIS for REQUESTING ASSISTANGE (TIch whichaver is apglicabln)
e % fod e amm
BPL Card EWS Cerfificats Ratlon Gard
Il.ul:h":rd Copy) {ﬁmllﬂlrriﬂﬂll Caopy) {Am-:r'r‘ G;F'!J' aﬁT.{..lupmM
it e F N T = F T T T T NPV,
(o 71 W v i sl (e W) or w HEE W (T W e ufy W e
“PURPOSE" for REQUESTING ASSISTANCE:
wram By fwe v fewh W oagde
Sr. Mo, Medical Reports/Prescriptions Attached
¥ wWem S 8 W W feiey e W
[AE- Cadanard
= L4 gand
. B,
Sunaemy.-— LEJF SNTCYE DA
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURGES
™ T 8 0w I ween fee e ome 2 feem o o)
Br. N, NAME of OTHER SUURCE AMOUNT of ABSISTANCE BEING AVAILED
=0 wE = P O T &t m T T
E fC % a Mo f—




DECLARATION by APPLICANT: SFTs [RI Wwom w3 N\
1 | haraby confiem that all dotails in this Foem are True 19 the best of my knowledge. Any false statement will render my Application & ongoing ash, ",

liabie for repeciionicanceldation. L Y
211 solamaly confirm that assistance, ¥ received from Koshika Foundation, will be used only for the “purpose”, as stated In this Form, for which such :‘\\
was requested by me.
) | Bareby conliem that | have not & will not in fulure, svall of reimbursement, In part or in full, from any other sourcefemployerinsurance campany, dﬂﬁek\.
far which Bis assislance |s requested ;

Wy
1} & e e fe o we # fed vl el feen 49 et o sppet we wd w  wfe S e o W sy ww wm & W e e e o By
3y g A e o e TR, AR R T En A s e fw v i wmm b NS
1;igﬁm{fﬂmmﬁwmﬁii.mﬂmﬁwmﬂhﬂmﬁﬂﬁﬂ:ﬂinﬁmtaﬁuﬂwﬁwirﬁn “':

AGREEMENT by APPLICANT ( siT% Gra %a0)

1) By affiing my signature of thumb impression on this Form, | (Applicant) heteby sgreo & nulhorise Koshika Foundation and 0's Trustess 1o
use/publishiput-upireproduce my neme, addfess, photo & detais of the “purpose”, for which such assistance is requested/granted, through any
mediym, including but not fimited 1o verbal, print, electronic, for solicting donations for Koshiks Foundation andfor dlesaminating nformation aboul It's
activitiesfachievernents, Such use of my photo & detalls can be made by Koshika Foundation before or afier my reatment or fulfilment of the “purpose”
for which assistance is being requestad.

2) | (Applicani) further agron that any such use of my name, address, photo & detalls of the "purpase”, for which such assistance is requestedigranted.
will nel autameticatly entite me for receiving or conlinuing the said sssistance. The decision for granting and/or eantinuing the assistance will rest solely
with the Trustess of Koshika Foundation, and their decivion is this regard will ba final and acceplable o me

1) T T S e W e we, § () w9 e @ e W { el sl s aes smid T s e S,
o e o e T T S e £, T Csifre T e, 5, Il g eiyn ¥ e wfefidfd s sueford @ fid el ot sem e

& yoftr wTd & oy v i St v W ferm oy ¥ Tod @ e d e o fo wifen e s e b

31 & (e T e o e e 9 oW, w2 i e 9 F werom € wgive | st B gt e wem W v o v o ey F

" T s W Fte ofm sl wew wm

AGREEMENT by HOSPITAL (wrres B W)

By affining hersundar, signature of our Authorised Signatory for recommending this caselpatient for financial assistance from Koshika Foundation, wa
{Hospital] haretsy affirm & accept lallowing:
1}1:!13,1wntrmarnpmnﬂrnﬂwlllhhﬂwavﬂofﬁmnﬁllﬂ:iﬂmhmmlhuHB‘Uurwnﬁhfmm.imﬂwsmpﬂianﬂmn,nmam
requasiing 1o gel lrom Koshika Foundation, to the extant thal such pssistance is granted by Koshika Foundation, If the requesied assisianco m nol granted
thathnmedaliun,mpannrhdemnlhll-lupitimmwﬂ‘smwmmmwmmﬂﬁﬂuanyMErmw.m
confirmution easentially siates that the Hospltal will nol avall any duglicete asistonce for the same patientcase from any other NGO of any ather source
2) The assistance from Koshika Foundation is only financial in nalure. The choice of the treatmantprocadure advisedioonducted by the Hospitsd on Tha
patient, s based on the arrangement betwaen the patient & the Hospital, and is in no way influenced by Koahika Foundation, Hance, the Haospital wil
;zs:;m s:lu & complete responsiblity of the realment & it's oulcomse & safety of the patianl, and Koshiks Foundation will have no role or responsibility

M e matiar.

ot s, F =) s A SR 1 s TR R fai e fy e 9w 3, fe e () e TR el e

|y wE B A ke sl w o wfire o fifr s et e w) wee W el o w8 v i o o w A o B, 4 e e e st
# firwrfen e Tun ot wan 4w wrete g e dy T d) ot St s g wem fry s e sl fen e § & s
fs s e wd e P e e @ TR B W st o em b ve g @ we s e e e T e w= i i R
i e e m e S wne E o Tved

2, “wifee wrrstvt A o vl wrem wtem e w9 & Ooh o e g @ nf s fed g remsfiee W o o g
% ¥ = frw 4 ol e wmebt g e e w W o S b vl e F E S T e ok e R S e
2 et o “wifm = = gt = feled W owes 1 el

RECOMMENDED FOR ACCEPTENCE
~ wit % fog s
Do WY Dr. NISHAWMRADAV -

I‘*‘} ; fBAS, DNB Op ology
S22 |t Mo (NamEbh D s Rogn. No. with Stamp)
ale TEREEI AR
FOR INTERNAL USE of KOSHIKA FOUNDATION %% 77 ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=l T | T TR 2

Sy’ o




