APPLICATION F_ORM F_OR ASSISTANCE (Hoalthg:are) KOShlka
HETGH! W] STEATA WIE9 (Famm T ) T YT
mamm K[081F 0754 w05 0817 Mowwedn
; AGE.YEARS 574-wd | sex fifn
nauEotarrUCANT: S RA YA PBRVEEN = f
uwunro::s'ume, RIYH Ul E, .
PRESENT RESIDENCE ADDRESS @tw sumiaty ol
oL RN KA T
> 15 0 ~a{s . ~
E Hl_ |
PERMANENT RESIDENCE ADDRESS : w1 Surry S e
X Al ovE ——
oCCuPATION HOUSE CIIFF
TOTAL ANNUAL INCOME - NI (Attach Proof of Income)
w2 mitx gm (5m %1 T HE)
PAN No. TaTf W Ha -
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes !
SN Se st ow (9w R In w ah W e ¥/
FAMILY DETAILS witary fammm
5. No. Name of F Member ] Gonder Relation with Applicant
3T W qﬁgu?é;giuag ?v(:.:)" m:mmm
1, IBPY IR FPBEVEEN " SCLF
! 1 ) & Hg
A, M U /A S 1) E@E;EZ
¢ - N = ) pI2YR TS
S ATOUN 4 I DA UGHTER
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 2
sy » fud ffy sma
BPL Card
[Attach Card Copy) (Attach Certificate Copy) mcc:v'h mmm
MmN emn = = vl gem ™ Tode = 5= &) ana
(v v W o 5 s e (warm v ¥ g e v w5 (wwm o W wew sfh wme Wl
“PURPOSE™ for REQUESTING ASSISTANCE:
v oy feld o felt ot
Sr. No. Medical Reports/Prescriptions Attached
i N seEmrveter ® wl ®) nf wivics gl wea
f. DIAGHNOSIS:- CBITBRRPCT - RE
T [ RURGERY - RE (JICS #7170 )
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
W It % v Wi S s fed s owm @ fem v @2
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
R T = T W AW wf weEm ot




DECLARATION by APPLICANT: sits D0 Wwe w;
1)lmmmu¢-nuwmmTmnnmammmm“dmwwum—-a.n
for rejectionicanceliation.

mmwm" ™ot assistance. i received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
was

3) I heruby confirm that | have not & will not in future, avail of reimbursement. in pant or in full. frofm any other sourca/employerfinsurance company, of the

for whech this assistance s requested

1) e v { s v @ el vt ol fewy 30wt § s we o wlt ot 9 e o e s v e £ 0 90 e Fee o w el
2) W gu W v o “wifwr wt, @ W w o £ sew Tvle ol st o @ € Bl few wity, @ W ¥ sy v
9) § g v { % fow wwen iy W wde 9 of § ol @ afes w wen e el e sivflendn weel @ 18 e f ade 3 @ e o

AGREEMENT by APPLICANT (swbow DU %00

1)~Mnmamwm~F¢nHW)WW'&-M“FM““ Trustees 1o
usefpublishiput-upireproduce my name, address. photo & details of the “purpose”. for which such sssistance is requestedigranted, through any
medium, inciuding but not fimited 1o verbal, print, electronic, for soliciting donatior* '+ Koshika Foundation andior disseminating information about it's
actvities/achievements. Such use of my photo & detalls can be made by Koshwka roundation before or after my treatment or fulfiment of the “purpose”
for which assistance is being requastad.

2) | (Applicant) hurther agree that any such use of my name, addrass, photo & detalls of the “purpose”, for which such assistance is requested/granted,
will not automatically entitie me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundanion, and their decision is this regard will be final and acceptable 1o me.

1) W W e wee w a W e wee, § (elw) v welt o g v o Celfew st ol aeR il W ale e (% S s,
v, Wi ol W fowew vy F i £, o Cwifow” s s, o, weww qet srtee @ e el sl s % St it o wer e

€ vt wed % Pw e b 8 yer w P S ¥ wd v e S € B i sl v el sl b

2) 4 (i) W o & v { e S0 wn, v, wiE ol few o e e ¥ actedl @ wile § @ v ween W oo W wem o

“wifw” v e fed w fely o ok el v

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION -
e ¥ T W RE W

’

AGREEMENT by HOSPITAL (we 00 )

uﬂmwamwwumuwbmmmmm-

(Hospital) herety tallowng

nuuvﬂnnMnuﬂthddwmtummu other source, for the same patienticase, as we are
requesting o get from Koshika Foundation, 10 the extent that such assistance is granted by Koshika If the requesiad assistance is not pranted
by Moshika Foundation, In part or in full, then the MHospital reserves It's right (o make up the shortfall from anciher NGO or any other source. This
confirmation essentially states that the Hospital will not avall any dupiicate assistance for the same patienticase from any other NGO or any other source.
2) The asssstance from Koshika Foundation is onfy financial in nature. The chokos of the trestment/procedure advised/conducted by the Hospital on the
patiend, is based on the arrangoment between the petient & the Hospital, and is in no way influenced by Koshika Foundation Hence, the Hospital will
assume scie & compiete responalility of the teatment & it's outcome & safety of the patient, and Koshila Foundation will have no role or responsibiity

n the matier

vt afeg, yoowd ) st @ Wbl o “sifw s @ Ny o iy feedtn @ el £, Pl o (e Py e 8w v s sl

1) w s v wher o 3 e & felen e el & sl e w el s sl @ ww St 4 R w A o 8 & o Ceie st
W fowfnfvl va ¥ waw § “wiftom ey oo v iy e BooR Csifow vt o wee el sl Ty o W few we | 8 e
ol w= & wond vea w Pl e s d apee W W afeer g vee & o e 9 we e e e s i ecove dleed iy el
& vl Fem w ol o ww @ o Ay

1 “wifvw wrdtes” 4 o of s e Al wglt o & B v vee oo 9 of s w et W Tvendiew W T 0 o e

% v w fow £ ol Cwifow st o Rl e W owd ven i B st v F 00 ¥ v oo sl st W W ol fedol 90 o e
o 9 o e @ W o w Peiol W o F W e y

mr«mu or Reyection as applicable] ACCEFTANCE REJECTION
wm«dz e =5
Mdm Han D“"“ oF : e
ST e
i T e, DSUIGH 8 S of Atherend Signaory
(Name of r. & Regn. No with Stamp) 00 bebalt of Hospital)
TEEWIER TR AW e s s

FOR INTERNAL USE of KOSHIKA FOUNDATION ~ 5=3its 3% ¥

SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2

o v | ki
L haa | = ﬁc________,

v




