. Mmew— a4 13 - 964

APPLICATION FORM FOR ASSISTANCE (Healthcare) , K{%hlkﬂ
HETHA By STEATH WrEy (TS TR foundation
a4l Tolo [encmss 12y e
MAME of APPLICANT - ] AGE-YEARS < 1:;"‘”" :‘ ;
el Mn?ﬂn nq_n: 4" 'F I

FATHER S/SPOUSE™S NAME -

i Lo 05
RESIDENCE . TNl MW T
OCCUPATION -
| S m”ﬂﬁ'u w]{.h ! __ME / UNMARRIED ( il
TOTAL ANNUAL : : {Attach Proof of Income)
T W W Q2a .a—:s'ts-’/%m‘ (3 & E )
PAN No. 31} S e Y ‘ )
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicabia). Yes | No
ﬂmmﬂwﬁﬂﬂﬂmnﬂwﬁmml W
FAMILY DETAILS wftam famm
Sr No Name of Family Member ) Gender Rutation with Appiicant
N o wl‘h";?# F W ‘;E:; fain FETE & WY Ty
D —HQAoe 20 M <2Ah
P Y gﬂ_u_p T M ,ﬁ_h_
BASIS for REQUESTING ASSISTANGE (Tick Is applicabis)
wEwa % fad fafy s
WP Caré EWS Certificate Ration Card Any Other
iAttach Card Copy) {Atlach Certificate Copy) {Atiseh Copy) BaslaiProol
wivd T % ¥ wEm T e o v v T = Bt i
(vars 73 = o of W W) (o W W w o W wh (v v e st W oW
“PURPOSE™ for REQUESTING ASSISTANCE:
wram ¥ St v feelt W It
St No. Medical Roporta/Frescriplions Aftached
=0 H miﬂﬁﬂﬂ@m

Y\ = L o
“‘EF 017 0 A ST W S

IS T L SIES it Do [olnf ooty |

ASSIBTANGE BEING AVAILED for SAME "PURPOSE- from OTHER SOURCES
TR Ik W B W s wewal e o wm 4 ferm WY

8¢ Mo NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED

W W ¥ WY W ™ =t nf wEww o

o J
BALIAN ST




DECLARATION by APPLICANT: Sim® 30 5o Wy [
1} | haredby conlirm Ul all defalls in this Form are Trup 10 the bast of my knowledge. Any fafss statamant will sencler my Application & ongoing asalstance. il any,
lutaier fror

repecaonfeancaiacon
2} | solamnly confirm that esalstence. I reoeswed from Hoshike Foondation will be used only for the “purpose”, a8 stated b this Farm, for which such assistsnce
wan

i,
:I.jlmmﬁnh, thaa | hove not & will nal in future, avall of mimdurssmant, in pant or is full, fam any ofher soyrcaismplopetinmurance company, of the
for wivich (hen assstnnoe b requesied

1) 4w s f g s 6 Rl ok ol B S0 sl o s e o et o s feee o e s e ome A 4R ame e vt ow wed B

2) % gn @ ween ofn Cwitmen sret, d ol w od b v w gal wt ot g o fsd few a9 o owes F wo e h

1 & e wen { f faem w0 e W R T o e w e fr e e et el 8w o few el s @ e F o
AGREEMENT by APPLICANT | ssicw gm =07)

1) By afflxing my signaturg or thumb mpression on this Form, | (Applicent) heroty egree & suthonse Koshika Foundation and H's Trustees o

use/publisputuplreproduce my name, nddress, photo & detalls of the *putpose” for which such assistance i requestedigranted, through any

medim, incuding but not fmited to verbal, peint, eloctrenic, far soliciliag donalioss for Koshika Feundstion endior disssminating information sboul Its

activitiess/ pchiovemonts Such use of my photo & detads con be made by Keshike Foundation before or after my treatment o fulfilment of the “purpose”
for wiech asgislanch & Seing requesiad

2} | [Applicant) turther agres that ary such use of my nams, adtvess. photo & detalls of the "purpose”, for which such aasistance i reguestsdigraniad.

will nat nuiomubcatly sniitie mo for receiving or confinuing o said wssisience, The decisien for granting andior continaing ine azsistence will rest sololy
with fhe Trostees of Kashika Foundabion, and thelr decsion is this rugsrd «@ be findl end sccepiatle 1o me.

1) W R et SIS W e e, o) wadh wnd W Y won oo “wifies weotv sl e s o afegs v f fe dg W,
wm, Wi s ui femem gn wew 4 sl 0, v Cwifent o s, 09, wewe g aie @ ) il it veterd ® T el o) v sem

@ v % % f sfep b 3w W e $ e S W T R S e o T e e b

2) & (oriem) W owe % wew { % d0 am, v o sl e o e e 8 wEeE § whls § o0 e mwmﬂmnﬂﬂ

“wife" o W witnd w i ofim o W) e
Pdﬁd”‘

APPLICANT'S SIGNATURE OR LEFT THUME (MPRESSHIN 5
AGREEMENT by HOSPITAL (v g0 W)

it o vome w sk w P

By alixing horeundsi. sigratute of our Authorised Signalory for recommanding B c3so ipallent lor linanolsl sssistance rom Hoshike Foundation, we
{Hospital) hereby affirm & scoppt inllowing:
1}Mwmummywﬂhmumuwnmmwﬂmﬂﬂﬁummm,hhmm &1 wo aro
MhﬁMMFWDH o ths @xtant that such assmstance is granted by Xoshika Foundation. If the roquested assistance is not granted
by Koshlka Foundation, in part o bn full, (nen the Hosptal esssves I'a rght 1o mske up v shoisll from another NGO or any oiher source. This
confirmation essenlia®y siates that the Hospitol will ot svall oy cupicate sssisiance for the same patientcase from any ctfser NGO o any other source
2) The nsistance from Koshika Fourdation |8 only linancial in nature. The choles of the Ineimestprocediee sdvisedicantudiod by the Hospital on the
patient, s basre on Ihs arangement betwesn Me patlert & the Hospdal, and 15 m no way influsnced by Koshika Foundation. Hence, the Hospital will

u;:mﬂlmmrwhﬂMWImm& safety of the patient, pnd Koehike Foundation will have no tole o responsibility
i the matiar,

wnt s, wrewl = i & Al W e wrde® @ Al w by Sl @ o b e e (mwe) e wee R e u whet et

1) o fr s o wie bt v o i F fifire woron fed e sl et @ Sl w o @ T Sloee @ w A o £ & e o Cwie v
# frefn i s & waw 3 wifrw TRt T v i e b ool e s gu we el sfreeen B e fee w1 A wee
fah = B wrwnth w1 Pl s R @ EeE W W STV O TR € TR T o we wm e T e flhe e ettt el
e vl won w ol s wne o R Ay

. “wifmy wieE " ol of e S el e w) 00 o vmem e 6 of e w Rl o wrarien W w T od yemm

¥ i w fovn ol it et oo el v w6 oo o b et s 2 8 O e e o ot o S il festod o ol e
ﬂﬂ&'ﬂm'dﬂﬂwuhﬂuﬂww#dﬂl

RECOMMENDED FOR ACCEPTENCE

wiwgdt W fore e 1 o

Date of Surgery Tri

mﬁm& DE&W“«_—,F _ Inlstrgt'ctlt'“

A : e WWM
aPV‘ \ mmﬂﬂ?% meihm'ml
FOR INTERNAL USE of KOSHIKA FOUNDATION  wafts 79tn 1y
SIGNATURE of TRUSTEE 1 SIGMATURE of TRUSTEE 2
T TR | TR 2

Y JoAE

4rarz02z



