RN -c-22- o080 73

APPLICATION FORM FOR ASSISTANCE (Healthcare) ]{% hika
HETAW B STATT WET VRN foundation
V[ 1922/ 6840 o 18] tof2a ST
NAME of APPLICANT | aceveans sm-md | gex fam
T W Lﬂ&h_P_& 53 'F:
FATHER S/SPOUSE'S NAME - 7 ) pd -1
fmFes w7 Arh WA

PRESENT RESIDENCE ADDRESS WAURE WETAM 7%

Eahzmuali s hata, Fahanaials .
Togat. Uathuza, UF S8[HC

PERMANENT RESIDENCE ADDRESS : #=am Sria Im

ca‘me Ak abpire

m:a:a.fmm:m E_! evne. g ! -1 \Aﬁﬁﬂﬂ"ﬁhl | UNMARRIED | sitnfim)
TOTAL ANNUAL INCOME - . ach Proat of Income
g 2h ool (Family) — CRumewm ALA

DAN No. T2 =T WEm

ARE YOU AN INCOME TAX ASSESSEE [Tick whichover s applicable) You [ Mo -
T A 5N o f (M T 8 3w w u W e e wom |\
FAMILY DETAILS uftap fywrm
&r. No. Hame of Family Member Age [Years) Gonder Relation with Applicant
g5 HeEn i % sl w o 74 () Fetrt S WY W
I. Mg Mhay levw AD A s bhasd
o I;‘-ﬂ.: Lha gz A ‘ A . fﬁfm
) < %1 o 4 L - . £ =
3 Eanelady 4 ] | = ”r.'fu‘__!.ﬁiﬂ."l 1 Lol |
. _‘. N VvAN, EE S | = [t ard I".r."‘”?] ;H!'}i'

BAGIE for REQUESTING ABSISTANGE (Tick whichever is applicable)
mET % o Sl sanm

BPFL Carg EWS Cartificats Ration Card
(Attach Card Copy) [Attach Certificate Copy) Ml:p“:';ﬂrl ;-Th?:hm:r
it T % T v Wy e 3 gom v U e I
(o= o o pew gk T WL (FE T W T EE (T 9 W W TR W w0
“PURPOSE" lor REQUESTING ASSISTANGE
wErm 3 W ™ e = e
&r Mo, Medical Reports Prescriptions Attached
&5 v sEgmE e # o R sy gl sl
BE- Catanncd
e Cntannrt X
. i,
RTEY LTILKI. ~(BE D SICLY P
i Ly
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
¥ IETR ® B W 5 WO RAl o s | fe o a0t
St M. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FO FE wea wE & A #il m g o
[ - b BCY Y ;‘t -~




DEGLARATION by APPLICANT = Tw & =rem 7%

1) 1 heveby confirm thial 2 detsds in Tus Form are Tree 12 the besl of my sncwledye &0y tabea swsiement will renagar my Apphcation & ongod

Lable fof revection/cancellalgn
2) | seiemnly canfm (et assestance, if recsived from Koshika Soundatian, wil e uses oniy for the "purposs”. 35 tated In fhis Fom, Tor which
Wi fequedled by me,

5) | nareby conhirm Mat | nave not & will not in feture. @val of revnbursement, m gan ar i i, rom any giher soursismployerinsurancs company, of
fee wiich this aasistance i eguesied

1) # dom ww € e o oumw F R vl ol B S0 w0 ¥ SR W W A R W e o v s o w0 Sh wenes Free ot w

3y B g % UREE R Cwiven e 2 F om o TR Toom wE ey 3 g fem S ownln W 5 wen F wnone

53 % ofe wem o P frg soee my o e W o Bom ool o e m sem e fed e gt dn w4 o o fem @ ol 9 @ wfien F obm
AGREEMENT by APPLICANT | wnivw Tm war)

1) 8y afixing my signature or thumb impression on tHis Form. | (Applicant) hereby agree & suthoriss Koshika Foundation Bnd it's Trussees fo

usE publishipal-upiraproduce my name. sddress. pholo & cetails of the "purpose”. for whidh such gssistance 5 requitslegigranted, throwgh any

madium, inciuding bul not imifed ko verdal, prinl, skecironic, far soiciling donations for Kashika Foundation and/or disseminaiing information abiowt s

activilesiachievements. Such use ol my photo & defails can be mads by Hoshika Founaalion balsre or afiee my Ueatment o Rillllmant of the “purpese’
foar whikeh damistance is boing requeyiod

2) | [Bepicant ) futher saree Naleny sweh wsg of my rame. asUress. pholo & detis of the purpose’ ot which such deqstance | requestedigrantsd,
il rot sutomsiically entile me o recelving o conlinuig the said ssssrance. The disgision for gtanting andior contihuing the i ssistance Wil fes! solaly
#itn tne Trusiset ol KoIhing Foundslion. 8 Iner decd-on 1§ s egec wil oe fing| and-acisplabie 1o me

|} R AT e we W TR W B oA, 8 wew) s s o e e o Veitfien waie s s o] C oW sfusp won € T do
o, wiE) shv ) T oo | wive b < e =, o, s gt o & gt iididiedd s wemieel ® fem Bl s e e

& e wrd o e wfon b B T w famn & e gt el @ A 2w S fan st s o sl af &
NHFEEm Ew s T, o v A S s § Tl B aie o o w7 W e woasE i

e T 3R =iy = fen s dh gemd g

APPLICANTS SIGNATURE OR LEFT THUME IMPRESSION ! _:_{"-'_“-;,1.; 1]
W W TR W MS W R e 1
#@%ﬁ#'
..r.lT _|I bl i
S s U R
S

AGREEMENT by HOSPITAL (¥emme 30 =)
8y affiming herewnder, signature of our Aulhorized Signatory for recomimeading ihis case/patient lor financlal assistance from Koshiky Foundation, we
(Homsptal) hareby affirm & sscept following
) thit we neiher are prasently nor will in future avail of financla assstanpe fram another NGC or any othet source, for (hi same patenticase, B5 we are
reguasting o gal from Kouhika Foundatian. 1o The axient Ihat such assstance fy granied by Koshia Foundation |f tha requested assistance is nol grented
by Mashika Fourdation, it part of & Al e e Mosptal reserves |1's right 50 make up ihe shorbsll from anoiner NGO of aay other spurce. This
confimation essentially sisses [kt the Hospital will not avie ony Cuplicate assistance for (he sams pssenticase from sny other NGO of any otheat source
1 The ssssnee from Koshika Foungation s oriy hinandial in oature The choloe of the lreatment/piocedule sdvissiiconaucied by Ine Hospilal @n the
patient, is based on (ke amangement betwesn ihe papen) & me Hospoal, and 16 in no way miiuenced by Koshika Foungalion. Hence, the Hospital will

gesuma dole & complete responsbiity of the (reatment & |1y outcome & saluty of the patient. and Koshika Fodndation will have no role o responsibliity
i he matle:

vl s, R W O aeEad R e st 4 fif s d feie o i § fmd e () Bea e @ o wllen wot b

1) ux fow w wh ab s @ e | fafis s Tt A sl seee m fell s o @ T oo F o w A o §, A e s o
# frsdftn iy 7o & waw ¥ "sim s g e 8 e b oft Cwiee s gn v T aETnwm R 3 W T e am o s
et =t weaeh dep o Gl e EEnE O T SR ow ST g e 6o m ofe T e s ow S s e g e Al gy el
f zr] s @ Tl apy mg A e e

3w wee A ot of e Swn e v S o e e pn 6 o e w e
= 3= = ww i s et g fed s e e A R e wee 2 R 3
= ol e ) i i o Pl e s A e

. = e i o A
S R = e e e

RECOMNENDED FOR AC ] -

- R e s I;% ( = -
Dn_: ufSum!ry HA YADAV - W

ol | e e Tl

30 o e & Rbgn. e ) ~~~5n behaif of Hospital
1%&%'«-;’“?#._ e lE I A R e Wi e
FOR INTERNAL USE of KOSHIKA FOUNDATION  s=ifte 7vam .
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

= T

i Bl




