MoM- ¢-23- |2- 0P|

APPLICATION FORM FOR ASSISTANCE

{(Heaithcare)

Herm € WiHEq 9Ey (T ) et
Py foundation
i wem . Mhl?—gl “‘H mcﬂmnﬁ!}jgja el
HAME of APPLICANT : AGE-YEARS S-d | sEX foin
SRCE &
e H_ﬂh[’p ye M
anwmﬁesmE q - :
ENT RRSIDENGE ADQRESS W93 PV NS ,,,;, e
M & ) i L oF
PERMANENT RESIDENCE 55 ; N w”{ﬂt &“”f &%lofﬂ

Zand Gk ahive

K¥hika

OCCUFATION :
AT

} Qbﬂl{}’f

MARRIED (FFefn) | UNMARRIED (ritvafivm)

|Atach Erout of Incama)

TOTAL ANNUAL INCOME :
W s o [ (59 W WS Hew)
PAN No. 74Ti wmm Ham i
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicabie) You | No
¥ MM M w0 G § (3 e o9 mom we w e A NS i
FAMILY DETAILS wfrmy
Sr. Ne. Hame of Family Menbhar Ape [Yearsj Gander Relation with & nt
W T it % oSl WA 39 (wd) fein ﬂam"ﬁ'i
1 —Miskal ATl oI M SON
L Sdm_Rohe <] £ ?w
_—
BASIS for REQUESTING ASSISTANCE (Tick whichpver iv appiicablo]
urprn % feo fusfa sman
BPL Card EWS Cariifica o
{Attach Card Copy) {Attach CMIMII-'E-op;'I mﬁf-'f;’u ;me;;
Wi T % e g o & s = T TIvE W o
(o W pew i e wh it e fi e oy T i e i s dlie
"PURPOSE" for REQUESTING ASSISTANCE
woren ¥ S0 P W oo
5r. Mo, Medicel ReportsiPrescriptions Attached
w wE SETVENET § WA W T WA i s
! Hq?nm-m KIF. g’_m{g_,ﬁflmr t
o .
L% -&mle_éw:i—
‘ L .

ASSIRTANCE BEING AVAILED for SAME “PURPOSE™ from QTHER SOURCES

™0 IgETT % ¥ w0 3w wuw e e v @ om0
Sr. No. KAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W W W ER W AW Ll B
" - i
I MY TER 20T 1o




DECLARATION by APPLICANT: ST Gl TIwy 73:

1::mmmnmlanmnTmmmmrmmywmnm;wnmmumwwamm~unr,
liabile for rejectioiloanceliation . )
2) | solemnly confirm that assistance. if received from Koshika Foundation, will be used only for the purpose”, &s stated |n this Form), for which such assistance
fw ma
;;Irm m;fm mhat | have not & will not i keture. avel of resmbursdment, in patt of In full, from any ofher sourcelemployerinsurancy company. of the amaouni
far which this ass|siance (s requarleg
”ﬁn‘rnmgﬁ:ram#fﬂndwmﬂmiﬂmnwﬂﬂhﬂkﬂMHmmwlmiiﬂmﬁﬂﬁwﬂh
2) & @ W wen T wime orrsa 8w m ol b v e T st o g o frl S a3 w mes o b
3) # ofie wom f fix firm s dq e b i nf @  wi e stEE = wem frem ferd am gt ok 8 oA fes kool 3 i F
AGREEMENT by APPLICANT (st o1 W)

1) By affing my signalure o thumb impression on this Form. | (Applicant) heraby agres & aulhorise Koshika Foundation and It's Trusiees 1o
usalpublishiput-Upireproduce my nema, adiress, pholo & dotaily of the “purpose”, for which such assistance is requasiedigranied, through any
medium, inctuding but not limied 1o verbal, prot, elactronic, for sokslling donations for Koshika Foundation and/or disseminating information about it's
acirvitipalachievemenis Such use of my phole & dotills ciin 58 mads by Koshika Foundation balors or afier my treatmant of fulfilment of the "purpose”
lor which assistance ks being reguestod _

2 (Applicent} furthet-agrea that any such use of my name, address. photo & detadls of the "purpese’, for which such ausistance is requested/granted,
will not sutomatically entithe me for receiving 2 continuing (he sald assistance. The decision for granting andior continuing the oesksiance will rest solely
with tha Trisiess of Koshuka Foundation. and their decicion is Ihie regend will be final and acceptabla 10 me.

) 78 T W W R W S W e e, § (omiew) w wmsl o e won el Cwife wei s sed sl " ) sifege e f fe o
on, wivd st fewon g 0 i & “wifien” ey A, o4, e RE T W o il ot sTeferd # frd fand o s s

1 it wrd % P arfiegn R o W v B opere o we W e R ol o e s e w s afe

21 & (siew) oW @ wm £ S0 Tn, v, v o feem # e mo € g @ o g o womn | et 90w e v o

T g e e W g s s B

TR NERE W ¥ W T

-

AGREEMENT by HOSPITAL (pwm oo %77)

By affixing heseunder, sgnaturs of our Authonsed Signatory for recommending ihes cass/patient for financial assisiance from Koshika Foundation, we
(Hospital) harsby affirm & accapt follrwing

1) theat we pedtor are presently nor will o futues avail of finangial sssistance from snother KNGO or any other source, for the same patient/cass, as we are
requesting o gl irom Koshika Feundation, 1o (he exlent Ihal such aesksiancs is granled by Koshika Foundalion Iif (he requested assisinnce is nol grented
by Koshika Foundathon, n part of in full, then the Hospital resarves it's nght fo make up tha shoritall from another NGO or any other source. This
eonfiimation essentally stales (hat the Hospital will not avad any duplicale asslsisnce for the same patlenticase from any othar NGO or ony other source.
2} The assistance from Koshika Foundation s only inancial in naturo, The cholce of the treatment/procedure advised/iconducted by the Hospilal en the
patient, i based on the arrengament betwesn the patisnt 8 the Hospital. 5nd la in no way influsnced by Koshika Foundation. Hence, the Hospital will

assume sole & complebe respansitiily of the treatmant & it's outcome & sefety of the patient, and Koshika Foundation will kave no role or responsibiiity
in tha matta:

wet sfiesgn weaned) ol sin @ wdedf w) " edfinen wrostwa” 9 Mefvo swrom kg Teaftn o) anlt @, Pl o (e Feeowe @ oueea sitee w

1) % §E 3 o s sl 3 @ o o fafim weee fedt o wees w fed s wEe @ Te ivams § A0 omoE o R, 40 s ot wifeer wede
Pt we € wey o Cwm e g w0 R b oft Swiee wrredR g wren feafa s b s o fee am o s
ot s fn w e w et s s @ owee B oW s e v & re g F e v wen § e s e ee o At iy fed
# wwdt wem w e W= T A ST

2. “WiwR TSR § o T meme T T vt =t &) of v remre oo 4 of e w e W TEnET W e o o e

w W W feen & ol et wreteE g PR s w0 e e T b el e 0 Ol o e som ebe s el o) T Tl TR e e
w v o “wifve o W e w Pl v v o

RECOMMENDED FOR ACCEPTENCE
b T G B

Date of Surgery

[ - \\_\

,%]1'2 I'B (Name of Or, &

with Stamp)

E R SR LE B
FOR INTERNAL USE of KOSHIKA FOUNDATION  ss=tfre Taim iy
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
it wa | T 2

ol JANE

o/

L

15-08-2 .23



