MOM-C<2D —o3 - |7 AD

APPLICATION FORM FOR ASSISTANCE (Healthcare) g thlka
HETTW Bq SEET WIEA (FamET TN Toiedstiag
e MJo323/0306 e e !"ﬁ*a!.(z.“) L s
APPLIC AGE-YEARS ¥Fj-wi
u":?a‘%m"" SOhpa &9 f:*-
ww““ W Subﬂdh La.ﬂ e .
l TS| DORE! & PASTE PHOTO HERE
&-op Paﬁ'f ”P
QCCUPATION: lome Mﬂﬁ;ﬁﬂ | wRRRIED (i) | UNMARRIED (srefen)
e Sesvee (Fakily) e
PAN o, W
'ﬁ'ﬁ"ﬁnnﬁﬂwnﬁmnﬁnm ".‘ﬁ'ﬁ
FAMILY DETALS witam frrm
ws o o . o A e “.'g?m
K CFanal 3 A% h
for fiick s applicable)
wum W fird fiefe s
e S | A i
T tam % A T ™ ey wre ol g wdien wid lmpary g
(v 1 % W W W (v v ¥ R W (v T W W
“PURPOSE" for REQUESTING ASSISTANCE
W ¥ e T e W e
Bt No. ‘Medical Reporta/Prescrigtions Attached
w9 Weu serevsin 3wl ol wfete il e
T qughﬂ}uﬁ RE - _tZn,F olnacl
L (— - YIMI Latanald
= olygeny T & S ICs (anth Peeg [ARN Coimpt
BEING AVAILED lor SAME “PURPOSE" from OTHER SOURCES
W W W W e el s e
5. No. WAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
il PN TN W o of weren ovit
A DETS: 1060




DECLARATION by APPLICANT: smies gr1 stoom oy ) -

1)1 hereby confirm that all details in this Form are True 1o the test of my kn . Ay false statement will render & ongoi !
ey, ; Twipcge my Application & ongoing assistance, i any,

ﬂmwmm.nwmmFm.ﬂwmmhh'wmummmrm.tmmmmﬂm
requadted by me,

3 confirmn this | neve not & wil not in futere, avail of reimburssment, in ofhe

uh'uh:u i n part or in full, rom any ofer sourcwsmploysrfngurance company, of the amount

:}immiﬁ'nmimﬂﬂhﬂﬂmimmﬂmilﬂ#ml'mmmmlmﬂwmtn:mi.

1) it g @ we ofn e s, A oW W E, e T s st @ O S et e e, R ey & o b

ni‘ghmthfnmqtlﬂ-ndil,nﬂmﬁumhﬂnmm“linnhlmuﬁﬁiﬂm

AGREEMENT by APPLICANT (sstew 51 1)

1) By affizing my signature or thumb impression on this Form, | (Appiicant) hereby agreo & authorise Koshika Foundation and it's Trustess to
use/publishipul-up/reproduce my name, nddress, photo & detalls of the "purpose”, lor which such assistance is requestedigranied, through any
Mm.immmmlmumn.mmmuummmmruunuﬁmummmmmmmm about f's
sciivilies/schisvements. Such use of my photo & detals can be made by Koshika Foundation before or afier my tresimant or fufimant of the “purpose”
for which assistance is biing requasied

2} | (Applicant) further agres thal any such use of my nama. sddress, photo & detalis of the *purpose’, for which such assistance i requested/granied,
will ot suemalically entite me for receiving or continuing the said assistence, The decision for granting andfor continuing the assistones will resl solaly
with the Trustaes of Koshlks Foundation, and thew decisian s this regard will be final and acceptabie fo me

unmwrmtmnﬂiﬂmm.#:ﬁnmimﬂﬁﬁmtﬂ'iﬁmm&wﬁw'ﬂhmtkhn
o, Wi e W fver v e o i, e g s, o, were gt axte & 3 e s svtend @ M Ao ) we e
iMﬂith#mwhnﬂmiﬂtlﬂnﬂih‘lhmﬂm'lﬂwll

RN R R R L IR B E b T e p———

“wifivs:” vy T8 =i W frin s sl woend) $)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
b % yEmn w si W P

-~ A

AGREEMENT by HOSPITAL (wwmm gn wu)

By affoxing hereunder, signaturs of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Honpital) hereby affirm & sccop! following;

1) that we neither sre prasently nor wil in future avall of financiel assistance from ancther NGO or any ather source, for the same patientcase, 35 we are
requesting 1o et from Koahike Foundaiion, fo the mdsal Ihat such assistance is gramed by Koshika A If the requasied assislance (s nol granjed
by Koshiks Foundation, in pan or in full, then he Hospital reserves 11's o maka up the shortfall from another NGO or any other scurce This
confirmation assentinlly wimtes 1hat the Hospital will not avad any du mezistance for the some petienticane from any other NGO of nny olfer sourcs,
nmumwﬁﬁmmmnmwhm.dedhmwmmmmmmmeWmm
patlent, ks basad on the armangemant between the patient & the Hospital, and s in no way influsnced by Kostika Foundation. Hence, the Hospital wil
mmlmphmmrtﬂlwuhbmﬂlhumlﬂrdhmlﬂnnthmHquMﬂlmﬂlemmhwmp-nwbih-
In e matier

vt afgE, wanel & s @ s S siive et A At e iy fewin W o 1 B (mm) e R e e b
1) P ot i sl @ e A o Tt b et e @ et s ain W s Ol 3 W w w8, s eet i e
# firedfirfind T o waw 4 “sifrm s oo e iy O booR S wifen st o ween et sy d) v o fe a8 8 s
ot = i e W AR s T R e W e e T 6w g F e e w § B e e we e e iy e
e wed v w fll w0 owe o sl

3 “wifien s A ) of e stee el el W o wovemee oo 4 o e R o svouien g A o v
% Wi fen ol Cwife ot gl v s ve o &) w8 % p e abe ot ot o el et O o e
= wpit ot “wifie ¥ W e m facigd TR e F o ik

RECOMMENDED FOR ACCEPTENCE
Wi w fe deafy

Date of Surgery
sl ¥ wte

|8 \1.‘5 kl?)

FOR INTERNAL USE of KOSHIKA FOUNDATION  siafts Twam 1y

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
il v | TR 2

Y At

1422022



	d5f8bf1f18937615d710d98a2c9d8ac9f3113a6da3d46847de89167a92d9dcff.pdf
	d5f8bf1f18937615d710d98a2c9d8ac9f3113a6da3d46847de89167a92d9dcff.pdf

