BN -C-22-1~]63D

—_APPLICATION FORM FOR ASSISTANCE (Healthcare)
T /[ 1122 feayo e e (6110132 |
. : - i AGE-vEARS 30-1 | sex B
wew o G \UaY L) Nah 7 b M

FATHER'S/SPOUSE'S NAME
fensza = m

Toam#hard

PRESENT RESIDENCE ADDRESS WiwM Smamsd uq

—

KS2hika
Buifing biack of £m

\

f =

| = ' . e ’ ¥ A = "
Fneals }"0}7
U P AFlas ieey Pe:
FPERMANENT RESIDENCE ADDRESS : =@ =g Oa ( ,51{{9 \JLTI ﬂ“i
NAOMe  ak ?}Jﬁll"f',_ Lﬂl S.Erfhg’h
o UengJila Y el huargien (et | UNMARRIED (st

TOTAL ANNUAL INCOME
T =

e

bocoo - (-Famiiy)

{Attach Proof of income|
(@ T = =)

A4

PAN No. THIT W

ARE YOU AN INCOME Tﬁl ASSESSEE (Tick whichever s apphcatile): 'I"nﬂ No
T AN 79 W E (W 9 AT W = W P e L
FAMILY DETAILS wftary fate
5. Ho Name of Family Mamber Age [Years) Gender Relation witn Applicant
R HEN Hit & s W\ Im =y (md) i % =ng mEm
[ TV = TR 1.3 = LWil'e
FE Dhaymvealar 3+ al L @1
> Aaty AN = _‘_T}u,uﬂ.idm v Laddy ]
9 @i ET P ] [AAmand L6
Y By horn,' 4l 1= { v anA ,'_U:‘I.Lle:}tﬁgﬂ

BARIS for REQUESTING ASSISTANGE [Tick whichevar i apghicabie)
e ¥ e e s

BPL Card
(Attnch Card Capy)

TN Ten A wE W
(WHT™ AT W S Ui TR W

E¥S Carlilicate Ration Card
{Attsch Comificsts Copy) {Attach Copy)
&= st s T e

(W TR W oen W W (s v it o i s Wi

Any Other
Basla/Proo!

= =6 T

“PURPOSE" for REQUESTING ASSIBTANCE:
s o7 g v Tesh m v

S Na.
o AT

Medical Reports/Prescriptions Attached
srrmeveie & i o vk it dee

RE- PP

. E - Cofarart

SIS+ P MHE

& uﬂ;v 4.';*1’:5{,' -

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

VR TS W U] SN st e faw s v A el v w

51, No
i

MAME of OTHER SOURCE
S W S

AMOUNT of ASBIBTANCE BEING AVAILED

T O WERR T

D BRCY

lﬁf’qfr—




DECLARATION by APPLICANT: sies 51 Whwem

1) I nersby confirm Hat &1 details in this Form-are True to he best of my knowiedge. Any faisa stalement will render my Application & ongoing
labie bor repeclion'tancel ation,

2} | splemnly confirm that esststance. if received from Koshika Foundation, will be used ondy for the “purpose”, es stated in this Form, for which such
was requosied by ma.

3) 1 heretyy confirm inat | have not & will not in fuiure, avad of remmbursement. in pari or in full, from any othes sourcelemployerinsurance company. of the g
foe whilch this asslstancs is reqguesiad

1) & s s { oy wew R vl et e &0 weed € e W v w b ool w ferm wd we s om o # o 6 e from o = wel b
1) # g W o A e R i A n . e s dn A e s e s mmmd wmm
3) # vy wm { s fom s ) W owln @ W 79 ofn W wfew @ e fee fnll o s P werh @ 3 8 e & ol @ afes F dm

AGREEMENT by APPLICANT | yjmcs g W)

11 By affixing my sgnature o thumb Impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trusioes lo
use/publish/pul-uproproduce my nama, address. photo & dedalls of the ‘purpose”, for which such assistance is requestadigrantad, ieough any
rmedium, including but nal limied lo verbal, prnt, electronio, for soliciling donations for Koshiks Foundation andior disseminaling information sboul ir's

achiviliesiachievemanis Such use of my pholo & details can be made by Koshika Foundatlon before or after my treatment or fuffilment of the "purposs”
[of which assistance (s balng requedtod

£) 1 Appicant) former agres thal any sech use of my nams, sddress, photo & detaés of ihe “purpese”, for which such assisiance s requesledipranted,
wil hol silomatically entitle me for recelving o coninuing the said assistance. The decision lor granting and/or continuing (he sssistance will rest solely
wilh [ha Trustaes of Koshika Foungstion. and thelr decksion i& this ragard will be fing! and scoepiable o me.

1) RS pE @ SRS e e, # (ondes) Sl welE 9 g wm f o i et o TR S C W s s £ fe g0 Tm,
T S W T g oww o wt #, i wifew” vy s, o, wenw et give W g i s seedeed o ferd fel o s smem

# g wed o f s & F e feen 8t e o e @ wm o wrd o v i el w s e

2) & (svivE) WA 2 s i 9 e, T, v ol e = i oweem ® aptel | afil § g e weem = v v om owRin S

‘=it T TeE i W T s o et B

APPLICANT'S SIGHATURE OR LEFT THUMB IMPRESSION :
sy % T W S W

%‘:;T?l i F'_-

AGREEMENT by HOSPITAL (wam @ %)

By allwng hereunder, synaturs of our Authoensed Signatary for recommending this case’patient for financial assistance from Koshika Foundation, we
(Hespital ) heraby affirm & accept following:

1) thiial we preither are presently nor will in future avall of lnanclal assistance from another NGO or any ofher source. for the same palienticase, 85 we are
requesiing ko get Tom Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requested assistance is nol granted
by Hoshika Feundatlan, in part or i full, then the Hospital resarves it's right ta maka up the shortfall from another NGO or any other source, This
confimation essentially steles ihal the Hospis! will Aot svail any duplicate essistance for the same patient/case from any other NGO or any other sounce.
2) The sssistance from Koshika Foundation ks only financial in nature. The chaice of the treatmentprocedure advised/condusted by the Hosgital on the
patient, is based on (he armngament batween the patlent & the Hosplisl, snd is In no way influenced by Koshika Foundafion. Hence, the Hospital will
mssuine sole & complete responsibility of the traatment & s outcome & salety of the patlent, and Koshika Foundation will hives no role or responsibility
in thi malher,

wt s, vEED #) & Tl o e et W e e i et W) ard @, fed e (peee) P sen R we T wiew s

1) wn B 3 W whes o 3 @ owfes o fefim wemom ol o sl W m fell o wie @ e i O o w A o #, B9 e s e st
¥ e/ fef s & s A e S g e g W b o Cwifee wedeT g s el s eea i v W fen e & o s
fesll 5= T woendt wem W faell 5 wnA @ T W W s g e bom e | we e e b s s G v o il iy S

B e wom w Sl e wa O T e

2 “aifrem s R A e s fufr i oot oo W v g € oo v w el sevfEe s oo e
% i frws ol st s g S v W e e o b ol e 00 S e g ol aE W R wh AR e

=t gt ol “wifen” o oM sftom w fastof oot F ot el {? . -:;:1
~ RECOMMENDED FOR ACCEPTENCE @ kﬁdménisira!m | T;'.].
- g ;ftmﬁ%mm [\ N ! i
Date of Surgery | \ . c i o
s W afte . tlai%y:'; Hu Shﬁﬂ?‘l’lh 1‘}% = &I&%-&
[#n] 22, A L gt (Name, Designation & y
{Name of #‘W > - of H
I F TG ST a % e s s
FOR INTERNAL USE of KOSHIKA FOUNDATION it 2w
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

Bte? | mAl



