—83~ 28 99

{Healthcare)
(= ST )

. Mo — (- L

APPLICATION FORM FOR ASSISTANCE
HeTaal ®q AEEA WIEY

Ko‘s'-,’hika

foundation

o M10229] 1330 SRS R0 e L
HAME of APPLICANT ' ' AGE-YEARS h‘* sex fin :
FATMER'SISPOUSE'S NAME : -

favegs = ™ h}anH I:Ht . i

T [ononer o e

TOTAL ANNUAL INCOME : [Attach Proof of Income)

w7 il s 45 W = TR P { =/ = T TEM)

PAN N T9R 7@ W59 {

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever s applicable): Yas | Mo
T WM AW R oW § (W = N I8 W oW W A L
FAMILY DETAILS uffam frsrm
™ Narma of Family Mombar Age [Years) Gonder Relation with Appiicant
T HE wimr & e W o W () fem FETE ¥ WY WAy
AV B0
W) s
BASIS for REQUESTING ASSISTANGE (Tick whichever is applicabie)
ﬂmilhiﬁ:n‘hm
BPL Card EWS Conificale . Ration Card Any Other
(Amach Card Copy) {Attach Certificate Copy) {Amach Copy] BasisProof
i T W AW Wy wm vl g T wE 2wl Wy
(= T W = W e s (v o= A e s (v ot W ufy W W

"PURPOSE” for REQUESTING ASSISTANCE:

wem 7 ek W gt
Sr. No. Madical Reporia/Proscriptions Altached
w4 we B Mﬂ:ﬂﬂimmm
ST FWT 1V OS5 V300 1 S
v 38 S W N S =< VAl L 3
A ¥ i ‘1 .
WM‘, 29 1 c— ¥ LEIRLE Epm [EF]
ASSISTANCE BEING AVAILED for SAME “PURPOSE - from OTHER BOURCES
m%ﬂﬂmmhﬂmmiﬁnmﬁ?
Sr. Na. NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVARLED
W He 578 T w1 A i w wowm o

PaECx Vil




DECLARATION by APPLICANT: FI99% BT Wen ws:

1) | ety confinm that i detais in this Form are True io he best of my knowiedga. Any faie ststament will render my Application & ongoing assistance, If any,
[Eable lor

E;:mlmmﬁmﬂnm.ﬂm from Koshikn Foundation, will be used only for the “purpioss”. @ stated in this Form, for which guch assistance
Wad reguigied by me

3) ¢ heredy confirm that | nave mol & will not in fulure, avall of rembursament, in part o i full, froem any othir soureslamployeriinsurancs company, of the amount
ol which this sesistancs s eguanied i

1) & e s f e oom e 4 frd ol o) e 9 s & s e o e ) ol W B o e wwe e e 8 49 oo B e |

2) Wt g ot s oofin *wifees wersten®, ® o o oft §, Twen et il stes o o o Bt fem wim, o e osen F s b

3) & yfe sow s o s i v webe o of 3, 3w o W afee @ e fo i e et s @ 0 e € oo @ ies o o
#GREEMENT by APPLICANT | sies i wot)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hersby sgres & authorlss Koshika Foundalion and it's Trustees to

use/pubishiput-ubiroproduce my nama, sddréss, phota & detally ol the “purposs’, for which such assistance is roquested/granisd, twough any

medium. including but net imited 12 vertal, print, electronsc, for sobiting donations for Keshika Foundation ant/or disseminaling information about #'s

nctivilesnchavemants. Such use of my photo & details can be made by Koshika Foundation before or afier my eatment or luifiiment of the *purpess”
for which assistance is being requested.

2) | {Appheant) further agres that any such use of my name, address, phota & cetads of Ine “purpone”. for which such sssistance is requestsdigranted.
will ned sutoeudically antitle me for recesving or confinuing fhe said assistance The decissan for granting and/or confinuing the sssistance will rest solely
with the Trestess of Koshika Foundation, and their ceciion & this egard will be linsd and accaptable to ma.
J;wmnmﬁmwﬂdmm.i{“}ﬂﬂdﬂhm{n“mm*m-ﬁ'dﬂum{mﬁn.
e, Wi ab W T w8t st we i, o, e gat Tgtm @ el il it vemferd o e e o o e

W gats w0 % For sy # v W e S e € ow o awod R e e R
:;ﬂlm;wm#m{hﬁum,w.ﬂa&mﬁ RN @ Wi & o3 e e W TR T e e

" wtfae” e T i W v s b - T

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
T TEWE W AR W e

AGREEMENT by HOSPITAL [svomm g7 %00)
By affiung hereunder. ssgnaure of our Authonsed Signatory for recommending this case’patient for financial sssissance from Koshi Foundation, we

(Hospits!) hersby affinm 8 accenl

1) that we nether ana presuntly noe will in future avedl of financial assistance from another NGO of any ofher sourcs. for the same pelienticise, 5s wa are
reeuesting 10 get from Hoshika Foundation, o the extont that such assistance is grantod by Keshila Foundation it the requesied assistance is nat granied
by Koghika Fourdaon, in pant ar m Rl thien e Hospital reserves 08 nght to make up the shortfall from another NGO or any other source. This:
confirmation essentally slates that the Hospitsl will nol svail any duplicate assstance for the eame patienticass from any olher NGO or any other soutce
2) Tho assiitance from Koshika Foundation @ only finuncial in nature. The choice of the reatment/procedure advised/conducted by the Hespital on the
patient, is based on the amangement between the patient & the Hospital, and s in no way influsnced by Koshika Foundation. Hence, the Hospital wil

assume sole & complete reuponsiidity of the treaimant & it's oulcome & safety of the patent, and Koshika Foundation will have no rols of responsibdily
in tha meatier

T e, e W H wedad e e wasea " o fale e By fi ) i &, fed en (pmee) So e @ o n wien s b

1) w fE 3 8w oy a W s F fafim sopow fash & sl soar w fadt e s 2 e delame F o om0 el vt e
| TwiniEE T ® ge d e e oo un i B ot siiee saRve” oo s e wifreen By e et few e £ @ aem
forlt s A ol v w R e e A T o W e g e oW e d s e we # e s Tl s ww e i e
& wowd ofrs w Pl e s & ot sl

1 “wifre et @ o of spren B R unl S b 0w e po @ of e oS el T TTeusTes W o @ o v

% s @ fiom 1 o st T o0 S e = W R W Wl v O v o ol S w9 i el o od T
W Wl o e W Wil st ol s 4 ) e

RECOMMENDED FOR ACCEPTENCE Dn :
whh W fo_ e by it ool
of Surgery & - - ] Ur =4 ONSE N arity E
:qt;mﬁm Dt Yts? apia o3 1a -i-la:-'-"ﬁ.;-{faw
| w740 | s
. on
;‘b\e’\ 1w TR Y e E e / % 0 % wowEe sy s
) FOR INTERNAL USE of KOSHIKA FOUNDATION  siits zwam ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i T | S R 2

&4/5’4_




