P
APPLICATION FORM FOR ASSISTANCE (Healthcare) K()‘S,’lika
T Wy SEHET WIEY (FETean TaraE )
mu. K/O?/?’/Og(‘ g ;::;cf:‘:a\oumn;m\cg_,} Busiting black of e
NAME of APPLICANT | . AGE-YEARS 5g-wd | sex fiy
caa g HHAZDET KKAMNDNAHE 20 ~
N = TNDRD wHMNDAR.
PRESENT RESIDENCE ADDRESS WA W
VBB (T
S8 (]
15 z CJFS
PERMANENT RESIDENCE ADDRESS © #331f Siisiy Wi
=P AUV E ———
g UN Prpteyry
- NIL b
PAN No. Il Tl o
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever s apphicable) Yes Lo
w51 5w = ow (R W= N IR N W fs CRE

FAMILY DETAILS wimam famm

(W Wi =) W 5 S w0

(e vy o) wrm il siees wt

Age (Years) Gender Relation with Applicant
35 (wl) fidn 3PITE & WU Sy
DOUGHTLE
= 120000 HIITE -
YL | = 1D s 4
BASIS for REGUTSTING ASSIS TANGE (Tick whichever i3 applicable) g
weram % it fasfn som
8PL Card Certificate Ration
(Attach Card Capy) (Atach Certicats Copy) (Attach Copy) o e
il T ® AN g s vl yam W Ut &0 i wn

(ST 91 W) W W W W

“PURPOSE™ for REQUESTING ASSISTANCE:

T 7 Fed T e W TR
Se. No. Medical Reports/Prescriptions Attached
W W w8 wl W owf sl el s
I [ DIAGINGXIS - CHAIARP CI1— RE
— Al a
7 | CTORGERY- FE [J/CT FT07 ]
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
@ 3w % g e S wow e e A o @2
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w3 How F= T WA nt werEm




DECLARATION by APPLICANT: wHTs 50 wivsy we:
1)mwtdd¢nhmuFamnTmbnnqdmwm&nm‘wWw&m*

rjection/cancediation
almwm.’ that assistance. If received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such sssista.
was me.
3) | heraby confirm that | have not & will not in future. availl of reimbursement. in part of in full, from any other source/empioyer/insurance company. of the amou.
for which this assistance is requested

1) 4 vy waw € 0% v w2 R wd wd e 38wl ¥ sg e o wl §ow e o e s e e | @ 90 oo Fee o w el
2) M pu @ wom W e s, i et m T s R e R s win dw e T b
3) 4 e wen { e fam o g w wein o ol 3, 50 ofe @ sfes W wen e et e vl el @ v e ko O e d g

AGREEMENT by APPLICANT (e g &)

1) By affoding my signature of thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and I's Trusises 1o
usa/publistvput-up/reproduce My name, address, photo & details of the “purpose”, lor which such assistance is requested/granted. through any
medium, including but not limited to verbal, print, electronic. for soliciting donation -+ Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use of my photo & details can be made by Koshixa i oundation belore or afier my treatment or fulfilment of the “purpose”
for which assistance is being requested.

2) | (Appiicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requested/granted.
uwmmmumamuwmmnumbmmmmmnumn
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.

1) W e W v v w e W o w8 (svew) sl el @ g v o “wifen wetey ab aod i T W sleg v S0
v, wid adv o fowrw va v o wifen §, 3@ “wifewr” e s, o, W gt et @ gl el s vefend @ frl el @ R e

o walts il & Ty afwgr 1 3t v few 3t g ¥ wd w e @ e € P s wader” v el s b

2) 4 (avbew) v W @ s € 1% S0 6, v, W o fewm W e wesa ¥ aeted @ it § 0 we: seee W Ve W v W o

“wiftre® vy 3 =ufied W fily o sl wewl v

APPLICANT'S SIGNATURE OR LEFT THUMB INPRESSION :

Wits ¥ R w #p W

AGREEMENT by (v T w0
mmm.wawmwummwuwmmmmumn
(Hospital) hereby affirm & accept following:

l)Mu*nMwu‘htmﬂdl-ﬂmmmﬂ@ummm.bhmm.nm
Mnummmnumummhwnmw.nnwmbum
nmwmmumMMthhMbmwhwmmewm“mm
mm“ummuwwqmmuummmmmmuqmm
nmmmmwnmmmmmmaummnummu
Mh“ohmmuwlh'wﬂbhnqwnuwHnn.tﬂhqﬁ‘
”ﬂammduwsnmawdummmw-ﬂmmmam

in the matier

ﬁ“ﬂdtima'ﬂ-wwﬂn“nmadtﬂnmh—iw'ﬁdh

1) W 1% 7w b 1 ) v P e Fe At el v w Al e v s v 49w A o d e e e st
A frefmfvel 70 & way 4 e wEEmT o T i B b R s wete” o e fel sfreeen o o W few e b s
ol s & et dee w e @ e @ wems S e s ol v & W g § v wn wa € e s i weoow e i el
i wowl wew w el W @ A

2 *wifivs wstwr” @ o vf Sren Sue Al wl W § o0 w v go 9 of wew w et W TvevEe W T o v

% W % fowe £ o st st o el wer W wil v ) § vt v 9 94 ¥ wee g el s w9 @l fesol B8 W vee
o v b wifen W W e w factof v e F W 2

RECOMMENDED For (Tick or Rejection as applicabie) ACCEPTANCE REJECTION
wa ( w R &) ks R
Date of Surgery Dr. Alok A —}""""ﬂ,, L= pr ot Bageh
*‘* MEBS M5 p.\D‘g,::‘s‘!;"-— FoliEv M x‘ ‘_“.‘?.:. —A =
59,08 @ A gt i e s o odsiont e
= e P ot St St
TREwEWIFERI L I AT (A v AR

FOR INTERNAL USE of KOSHIKA FOUNDATION  safts 3w i H

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

o L g | |




