APPLICATION FORM FOR ASSISTANCE
HETIW By AR WIEY

(Healthcare)
(Fmay v )

APPLICATION No.
TR WO

K/08r#/069%

APPLICATION DATE :

et 02.08.1¢

Koshtka

foundation
Duliding Wock of We.

NAME of APPLICANT
NTE W1

AGE-YEARS 17-71 | sex fifn

TR PRAKPSH CHOUDHARY

59 M

FATHER'S/SPOUSE'S NAME

fasg W =

REM CHANDRA o HOUDHARY

PRESENT RESIDENCE ADDRESS =i sUaiais il

T SR ot 0T

y (4%7:5
1y )g sgt”ﬂ;’ bésiz [ L) 2

NGH]

PERMANENT RESIDENCE ADDRESS - =g smamsid Wl

| |
|
£7LY 5 0 I

% DIS0VF ——
—_— SECVRITY
e e R3O0 D02 600« - e

PAN No. TIf W1 300

W HN SN W O

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable):
t (@ = @ oIw R W e el

Yes !

¥/

FAMILY DETAILS wftam famm

St No. smoymr Age (Years) Gender Relation with Applicant
#7 wen wfm mﬁym 3% (wf) e M ® WY Ty
1. 1 BIH T S A M JLOp

. O ( LTS | /) ==
'IS, ] l*‘r%z: OU, %é; ] B 2H TELS
(e B AN
S | BVISHY []
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
werm & fom faafa sm
BPL Card
(Attach Card Copy} (Attach Cortilcate Copy) (e Coon Any Other
Wi T ® AN T SN S W wnm W IR w5 ¢ 2 o
(ware wv WY wr W W W (y=w Ty Y v ufh s (v w1 %) ww i W= wh

“PURPOSE" for REQUESTING ASSISTANCE:!

wemw 4 fed R fem W aRd:
Sr. No. Medical Reports/Prescriptions Attached
¥ T # wlt %) nf Wiz g e
. | DIFGNDIS - CATOKP1- RE
7. | CURGPFRY- RE [UCT ¥IM7T
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
mmindnmhtmﬁuamﬂm
5e No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
il = T W =t wf weram T




DECLARATION by APPLICANT: snies oo whwey wa;

1)mmMﬂ“nhMnTmbmmumm.m&m-wnwlMMA
rejection/cancalistion

2) | solemnly confirm that assistance. If received from Koshike Foundation. will be used only for the ‘purpose”, as stated in this Form, for which such assistancs

was requested by me.

3) | hereby confirm that | have not & will not in future, avall of reimbursement, in part or in full, from any other sourcelemployer/insurance company, of the
for which this assistance i requested.
vl

1) § v v { e v ween ¥ et ot ol fowen 40 wewll ¥ s we owd ml b o e feeo o s e ww we § 8 40 soee e Wl w
2) Rpuwww st st il e b T sl e i e N A e T
3) T v (% fon wowm iy w wdn & of £, 50 ol @ afes @ e T el o nfieeds vl @ 1 e € oo @ e

AGREEMENT by APPLICANT (apdts go &)

1)mmuymumwmmﬂmuwmm\mmmmnm—-ta
use/publishpul-up/reproduce my name. sddress, photo & detasls of the “purpose”, for which such assistance Is requestedigranted, through any
medium. inciuding but hot limitad to verbal, print, electronic, for soliciting donatior:« '+ Koshika Foundation and/or dissaminating information about it's
actvites/achievernents. Such use of my photo & details can be made by Koshika +oundation before or afler my treatment or fulfiiment of the “purpose”
for which assistance 18 baing requested.

2) | (Apphicant) further agree that any such use of my name, address, photo & detalls of the “purpose”, for which such assistance is requestedigranted,
will not automatically entitle me for receving or continuing the sald sssistance  The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is Ihis regard will be final and scceptable to me.

1) W T W A e w W W e weer, @ (avtow) el weel o g e f o “sifer st ol sl sl S wfege e (W S o,
wu, widh ol W fowre va wew F wifen £, 3 “wifteer® oy e, o, weww gt stve @ gt il st el & fird fait o s e

R vl vt ¥ B afeqE b 2 o oW fewm @ e ¥ oo W w2 w2 B Celiee sl v sl sl

2) 4 (aview) v o @ wew { Iw %o v, v, v ol fowm @ e wwes ¥ sgtedl @ witin § g8 v weee W weor i v e owy

“wifw” vy s il W Peln ol ol wewd W

APPLICANT'S BIGNATURE OR LEFT THUME IMPRESSION :
e % vaw W Wp W e

AGREEMENT by )

By afftung hervunder, of our Authorised Signatory for recommending this casa/patient for financial assistance from Koshika Foundation, we
(Hospital) hersby affirm & accept following:

1) that we nedther are presently nor will In Ruture avall of financial assistance from another NGO or any other source, for the same patient/case, a3 we are
requesting 1o get from Koshika Foundation, 1o the exient that such assistance is granted by Koshika If the requesied assistance is not granted
by Koshika Foundation, in part or in full, then the Hoapital reserves it's right fo make up the shortfall from another NGO or any other sowrce. This
confirmation essentially states that the Hospital witl not avail any duplicate assistance for the same petienticase from any other NGO or any other source.
7) The assistance from Koshika Foundation is only financial in nature. The choice of the trestment/procedure advised/conducted by the Hospital on the
patient, i3 based on the smangement between the patient & the Hospital, and Is in no way influenced by Koshika Foundation. Hence, the Hoapital will
rucmmauwanmamdummmmummuam
vt afege, v W) it ¥ e “wifw et ¥ A e By fearfte o el £, Al ow (v B e @ e v sbe vl

1) w % 1 whe bt 1 f wfvs d s woen el & et dee w el e win o v Sl @ @ w Ao § S o0 e SRRt
# fosdtndvds swr & wan § “wifon wrder” pu v iy fe bR Cwifve wrster® po wees fedh slowss B e o few e | A s
R w= t wwd ven v R = s @ spee W W sl gl v & e g F we wn owe § e s iy wec e et iy el
& el e u Il 5w § W S

L “wifew st ¥ o of soen S fle wglt @ § oW v oo O of v @ R Treaiew W T o O e

& Bu W fave B oah owifow st oo Rl we W w oer o B e e 4 Od € e e sl st wt W Wil fetol 08 of yea

W B o et 9 W e w Rl woest ¥ S0 ol .

RECOMMENDED For (Tick or Refection as applicable) ACCEPTANCE e
waf (dm; o =ma) o =¥
hdm . ToW S:‘Iwnkn; 8.1grjh,
".' T ‘ Irecior
‘\*r_& Q\’> | Reg. M - SusMcuno.nliecn L Research Canlie
o) o% bty (Name. Designation & Stamp of Authorised Signatory
(Name of Dr. & Regn. No. with Stame) on behalt of Hospltad)
bbb AR S 4R v e sl

FOR INTERNAL USE of KOSHIKA FOUNDATION ~ &fts 3w

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

- | [l e




