- [

' APPLICATION FORM FOR ASSISTANCE (Healthcare) K(g hl ka
|ETEAl ¥ STETS WrEw (wETea T T

Sw W [0813]060 1 g 0Q.08. [F | tmemen
: - YEAR -

NAMESIATPUCANT: 1 {[RA MALLICK ‘“"}:’O”i ’?ﬁ"
. ZSENT RESIDENCE ADDRESS SR T

” ‘ ; ~
00K, (VY. 73N

PERMANENT RESIDENCE ADDRESS . Tuif Saiiig Sl

— 3 oV E

—_—r HOUSE ¢IIPP
TOTAL ANNUAL INCOME (Attach Proof of In-ame)
wH wids s NI (mmmdﬂgﬂﬂv
PAN No. Tt Wl WoW
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicabio) Yes I NS
w39 wn s on f (R w3 w ER W S ol / T
FAMILY DETAILS wftary famre
Sr. No, Name of Family Member cars) Gender Relation with Applicant
w5 we mmrliu!:dnm ) ﬁ%} IRw % TN Ty
1, L L) C . :
L. 150U m : N L’wf

v BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) P

e ® e fefa s

BPL Card EWS Cortificals Ration Card Ay Other
(Attach Card Copy) (Attach Certificats Copy) (Attach Copy) BasisProol
wird tam % 4= wm W™ wu vt T O ITn W Pratuarebptas

(v v %) v ¥ Hees W (war W %1 W W W wh (T W we sl dem W

“PURPOSE" for REQUESTING ASSISTANCE:
e i et m et W e
Se. No Medical Reports/Prescriptions Attached
5 wow sEmvale # W ¥ of wiee gl sem

R

I DIAGNOSIN - CATHRACT- 1T

)

-
1

ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES .
W e %t el 5= wm fee s i R e v W
Se. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥ Hom = TN W T &t wewm o




DECLARATION by APPLICANT: Smtts oy Wi ww;

I)Wmuddﬂhmemebhhqde.WhmdeWlmm.
rejecon/canceliation

mu—nwun.' that assistance, If recelved from Koshika Foundation, will be used onty for the “purpose”, as stated in this Form, for which such assistanc,
was me.

3) | heraby confiem that | have not & will not in future, avall of resmbursement, in pant or in full, from any other sourceiemployerinsurance company, of the amoun
for which this assistance s requested

1) 4 v v (% W w3 R ol e $ el % s e w W s v o e s o e @ 90 eeee e o w ol
2) #pu W w U e s iR et T T Rt i s e Ay e s T

3)!*-(khw—i‘wmdiO.u&w*-ﬂhﬁnm-liwih’*!‘ﬁih

—

AGREEMENT by APPLICANT (sates pu w00

1)&“mwummmmmFmIW)w“lmmwthmb
use/publishiput-up/reproduce my name, address, photo & detais of Ihe “purpose”. for which such assistance is requested/granted, through any
medium, including but not imited to verbal, print, electronic, for soliciting donation: *» Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use of my photo & detalis can be made by Koshika r oundabion before or afler my treatment or fulfilment of the “purpose”
for which assistance is being requestad.

2) | (Applicant) further agree that any such use of my name, address, photo & details of the “purposa”, for which such assistance is requested/granted,
will not automatically entitie me for recelving o continuing the sald assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.

1) W T W A v W W en weet, d (awbow) sl weaf W g won f o “wifre st ol Ted s w sdiege s e du
wn, i alv 9 fowen W ver F wifen £, W el ey cwel, o, e et st @ e e s svedeed ¥ firl Bl o e e

# vafln wed ¥ i sfege b 3 ger @ few @ e @ e @ ae @ e @ By i wede” Sl e b

2) 4 (wiew) W W % wow {15 B v, o ol fewe o e weee ¥ vt @ i § g v weem W veT R vemn v o

“wifow" vy v il w fely o S el B

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
TS ® TRIW ® R W R

AGREEMENT by HOSPITAL (vwe B 00)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in future avail of financial assistance from anather NGO or any other source, for the same patient/case, as wa are

requesting lo ge! from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to maks up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The cholos of the trestment/procedure advised/conductad by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and Is In no way influenced by Koshiks Foundation. Hence, the Hospital will
assume sole & compiste responsibility of the treatment & It's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

iIn the mater

v e, vawd ¥ st @ e W “sifw st @ e wee i feette ) e £, A vn (v e v @ e wher vl b

1) w s 3w ol v e o el wpes el & sl e @ Tl w s @ sw bt € @ w d o § 4 e o Ceifow et
¥ fowfndedt 3w ¥ v F “wifton wete” pu oo g s b R sl sastee” gu seee el s i e W e e | d e
ol s v wowd e w el s e § s W W e e v oW e F we v e § e s i e vw S iy el
& wwl W w o W= W 9§ ) Sl

2 “wifw wisder” ¥ of of wra wwe Al w0 v oo O of e o SR R veiew W e R o v

% i w feve | ol Csifow wetes” oo el e w i ver o gl g 4 9 8w e sl s Wl W ol Redod 90 of e

o ol o e W S e @ fesod W o F S ol

RECOMMENDED For (Tick Acceptance or Rejection as applicable) ACCEPTANCE REJECTION
W (wiguire w Fon ww) ha o
:-:'m MBas 1 Alok Agraw - 2 Saget
L Ms N -y ‘;;g‘.““ A.
. J AN pes R:": (.’)."{ 3475 r 4’," L Bt . -
09 .08 | fEb) St s , A
(Name of Dr. & Regn. No. with Stamp) on betiaif of Hospital)
LR R R R T AR vEE g s
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ afts awaim ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
V| T 2
SANCTIONED REJECTED . /l ZE
W ﬂ < - ‘_—r—___—____/




