NEnN=0c -22-12= Ll

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kt?hka
— S ].
TETEA B, FETT AE (e S foundation
e V]33] iya e ) L) L NS
MAME of APPLICANT : KL AGE-YEARS S0-% | sex fn [
TS WA AT {'-L F

FATHER'S/SPOUSE'S NAME : =
PRESENT RESIDENCE ADDRESS winym Sy um

OCOAF. _Vandh oot d&m‘{#? T, JJoo5D
PERMANENT RESIDENCE ADDRESS : T SERTT T

AN E Al aharve

w} | UNMARRIED ( sy

OCCUPATION :
I H oy £ .,-’H.ﬂ.rk ()] :
TOTAL ANNUAL INCOME : . {Attach Proal of | )
T s 3w Hegﬁm“f-—fr:ﬂfhﬂ-t_ei‘fj) (s w e g N\ L]
PAN Mo. T WTa WEan
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever Is spplicable); You | No o
I AW O E (R T R T W e e e\
. FAMILY DETAILS W@ fammm
5r. No. Name of Family Momber Age (Yeors) Gender - Retation with Appiicant
wY T qfEn % e WA T (7d) ﬁq‘nr mm#w:l;:nn
| . Peyeine Lol [ = AN H Luadaac
o AAahig L= LA I > 17
-
BASIS lor REQUESTING ASSISTANCE {Tick whichever is applicabie)
e % fel fsln s
BPL Card
(Attzch Card Copy) (Attach Corohaaie Sopy) (Aitach Gopy) BasaProot
nindt Ton o HE v vy 579 & W T ™ TN w5 =i
(wmm 3 U w (W9 T W o S e W (v v W v e W b, B

"PURPOSE" for REQUESTING ASSISTANCE:

wor ¥y fed e e W e
Br. Hou Mudical ReporteiFrescriptions Aftached
W w FemEvaTER A W o 1 wie g g
HE - Cotmmoet
|y Coastn Nyl -
"-—'-‘*LL"'IE}-'FI‘FBP’" r\’f: E2 ol CS 7 PMMmE
ASSISTANCE EEING AVAILED for SAME "PURPOSE" from OTHER SDURCES
W T ® ¥ W o gew B s vl A R o w
St No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
WA wEw ¥ T WA wt nf s vl
| I~ 1 . DRCY I "4 mrnm £ —




DECLARATION by APPLICANT: S Tr sy i
1) | hareky confirm that all detafs in this Form ara True 10 The pest of my
fiablz for

\
knowledge, Any false statemant wil randas my Applicaton &m&.,

r rejection/cancallstion.
2) | sobamnly confirm ihat assisiance; I received from Koshika Foundation, wil be used only for the “purpose’, 88 stated In this Form, for whi
was rogquested by me.

1 | hereioy confirm that | have not & will not in future, evell of reimbursement, in mﬂﬁfhhli.fﬂﬂiﬂ?ﬂﬂ'ﬂfimmﬂﬂmm
for which this ssshitance ki requested |

1) ¥ viow % {MwmﬂﬁﬂfﬁﬂmmmﬂﬂmmﬂwﬂhmﬂMﬂmmwmiﬁiﬂmhm
11ﬁmimm'dﬁmmﬂ",ﬁﬂwdi.mﬂnﬂmﬂﬂﬁﬁmm,inm#wﬁﬂh -
5}ﬂghmthhamminqmi‘rﬂi.wwnw I ——— Tk . o AR R R R R

A GREEMENT by APPLICANT (s 5 w0U)

1) By afMixing my signature or thurmb impression on i Ferm, 1 (Appllcant) hersby agrea & sulhorse Koshiks Foundation and it's Trusiees 1o
use/publistiput-upfreproduce my name, addrass. photo & datalts of the *purpose” for which such assistance |8 requestodigranted.
madium, including but not limited to verbal, print, electronic, for sollciting donations for Koshika Foundation
aclivities/achisvements. Such use of my phote & details can be mado by
for which pssislance is belng requested.

3

sbout if's
treaiment o fullliment of the ‘purpose”

andlor dissaminating Information
Koshika Foundation belore or after my

ihrough any \ \

2} | (Applicant) furlher agres that @ny such use of
will not autoratically entitie me for recalving or con

my name, address, pholo & detalls of the

“purpose”, for which such assistance |s

tinuing the said sssistance. The decision

with the Trustees of Koshika Foundalion, and their decision s

1) ¥8 SO W ST W ains w1 W wowes, § (srive)

oS yfesm i

requested/granted,
for granting snd/or continuing the assistance il rest solaly

this rogard will be final and acceptable to me.

werifore STRET it T =wE " W s s o e odam,

w,#dﬂﬂhmnmﬁn‘rﬁutr&“ﬂfﬂm"mﬂ.m,mwmﬁwms&tﬂnﬂ-liimm o wan ey
ﬂmﬁnmﬂihminﬁmmmﬂmimmmimﬂﬂm“ﬂmiﬂﬂm“lrml’rmﬁuh

1) 4 (wiew) T Wm @ TEm R T, T, 9 ﬂhmﬂﬁrmimﬂmtwm:mwmqﬁmunﬂi
g™ g ww i ) P s o W v

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
weEs # wow w S W P

AGREEMENT by HOSPITAL (wesam G Wt}

By aMfixing hersundar, signalure of our Authoriged Signatory for recommentding this casa/patient for financlal assistance from Koshika Foundation, we
(Haospital) hereby affirm & accept following:

1) that we nelther ara presently nof will in future avail of financlal assistance from gnalher NGO or any olhor source, for the same patienticase, as we are
requesting to get from Koshika Foundation, to {ha extent (hal such sssistonce is granied by Hoshika Foundatlon, If the requestad assistance |s not granted
by Hoshika Foeundation, in part or in Ui, then the Hospltal reserves IU's right to make up {he shortfall from another NGO or any other source. This
confirmation essantilly states that the Hospital will net avall any duplicale assistange for the sama palleniicase [rom any other NGO or any olher source.
2 The assistance from Koshlka Foundstion is onty financial In nalure. Tha cheiee of the trestment/procedure advisediconducted by the Hospital on the
patient, 15 based on the arangement between the pationt & the Hospitol,
assume solo & complete responsibifity of the trestment & it's outcome & salaty of the palient, and

in ine mattar.
R iy, el W ﬂﬁﬂﬂﬁ*mm'ﬂmwhﬁmﬂmtﬁﬂ
1}wﬁqﬁmﬁaﬂnﬂwﬁﬂﬂmmmhm ﬁmwﬂmﬁimﬁwﬁﬂﬁmidi.ﬂtﬁmm'
%Mﬂﬂmimﬂ“mwmﬂrﬁ'mmiqﬁriuw&'mm*mmmﬂrmhwwhniim
m&thﬁMuMwﬂmﬂmmmaﬁmgtﬂnmtlnqeimwmthmﬁﬂumnmnm
# wrsd dom w fadll s s T TE AW

a'mmﬂ"iﬁﬂmmmmﬂhﬁummﬂdmwmmmmwﬁﬂ
ihnﬂmldt"-‘rﬁmm'mm&mmﬁwﬂhwﬂﬁm#ﬂtimm:hnﬂﬂdwﬂ
ﬂﬂ#“m“ﬁﬁmmmmmﬂimﬂ'ﬂt

(o) By @ e w e wd

RECOMMENDED FOR ACCEPTENCE

y g\‘\ it & foe degiv

Date of Surgery v q oA

A ¥ Wi \.mﬂ“‘--gi[cﬂiﬂﬁhﬁ;mw . e
: . Fico : me, Des Stam

'M/ /4 /R A {Hmnﬂh.ﬂﬁ?# &aﬂ'}“a g mu:nhﬂulfp
T A 1 I W VR st v
FOR INTERNAL USE of KOSHIKA FOUNDATION  S1Fte TEN B
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
it TR =l ¥R 2

Eforn?




