KS%hika

undatrion

Vsdtsm g tmmn ¢4 |8

—
APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETGE By AT WEY (T TEie)
e WKfear#/o813 e 07081
. .YEARS 3Wq-Wd fan
NMESAPPLCANT:  TAYEDA BIB | ‘“"‘Z;‘ =7

..Thrmnﬁu dm.ﬁ

— HOUSE ¢IIFE
TOTAL 3 o
e NI {5 e )

PAN No. Raf wim wom

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicabla):
TN 0 e oW (W WS NI R W e S

Yes | No
¥l /=t

FAMILY DETAILS witan fmmm

Se. No Name of Family Mermber L1 Age (Yoars) Gende Relation with Applican
FT wET m‘t":tmmdw * . \:'g.l ':{)' ﬁﬁ_’ ;rktéu;-.-um'
| 1 JBRYEDH i A =) — SELL'
1S DU a M o) P < =0
S |V MEHDEUNESHD Do DALGHTERK
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) -
wem % fom fef s
BPL Card Ration
(Atach Card Copy) (Atach Certicass Copy) (Rriach Copy) o, v
nidt T % Ao v = wu vl yum N Iysten w7 iatapery Sistid
(v TN W S W (v wv ¥} we ufl W Wl (W T W) W W W W

"PURPOSE” for REQUESTING ASSISTANCE:

womw ¥ fed e fe = adm:
S¢. Ne. Modical ReportsiPrescriptions Attached
5 o srmmvele § wh ) w wfeEE g EE
k| IF i)(U(')Nfﬂ” CHTEFPE T - LL
T T e O GER Y= T E I 3CS FIn =]
ASSISTANCE BEING AVAILED for SAME ~PURPOSE™ from OTHER SOURCES
@ g % g Wi W= v fed w7 w R fem o e
S¢. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
9 Hoa 3= =W WA @t wf wewm o




DECLARATION by APPLICANT. Sies TU Wy W
i)mdeMnmFamnfmbnwdmmwumﬂwa&M“
rejection/canceliation

2) | solemnly confirm that assistance. I recesved from Koshia Founcation, will be used onty for the “purpose”, s stated in this Form. for which such assista.
was requesied by me.

3) | hereby confirm that | have not & will not in future, svail of reimbursement, in part or in full, from any other source/smpioyarfinsurance company, of the amou
for which this assistance is requested,

1) 4 v wow 0% 75 wew el v ol feww ) wenlt € sga we o Wl § oo i few of we e ww e § d 9 seee Ree € W el
2) R A o o e s, i e T s e e R e dwm e T wwm b
3) ¥ e wan { % fou wowm oy i o 3, 0 uin s @ e e el s sl s @ 3@ e f okt @ e T

AGREEMENT by APPLICANT (amics 50 %30

1) By affixing my signature of thumb impression on thes Form, | (Applicant) hereby agree & authorise Koshika Foundation and if's Trustees to
usa/fpublish/put-uplreproduce my name, address, photo & details of the “purpase”, 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
sctiviies/achievements. Such use of my pholo & details can be made by Koshika + oundation before or after my treatment or fulfiment of the “purpose”
for which assistance is being requestod.

2) | (Applicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance Is requested/granted,
will not automaticaily entitle me for receiving or continuing the said assistance. The decision for granting and/or confinuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable 1o me.

1) T8 T W W e w W W e e, 4 (avies) S99 el @ g v f o Csife wetten ol e unitdl e sfe v et o,
wa, widl abe w fowrw v v ¥ vifen §, i “wifow® v s, o3, weve gt agtre @ gt ol sie avedeed @ i e o e

# wolts o % fo s b St wwn w1 e 3R g ¥ e w2 W € g wifew wede” w Sl afe b

2) 4 (sview) W W 3 w15 %0 SR, wa, W o feww o s aeew ¥ axted @ wil § R e wee W e W v W e

“wiftowr” vy Ted it w1 Piedy offm ol wowerd W

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
wits % w3 & W fam

AGREEMENT by HOSPITAL (vess W %K)

mmm.maumwumumnmmmmmmn
(Hospital) heroby affirm & accept following:
i)Mnﬁanw-‘hMdemmmn(wamdnrmbhmm'nn
requesting 10 get from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requestad assistance is not granted
nmmhmwnmmuwmhmbmwuwmmMumm—um
m—nmmnwauwmwmuummmmmmO¢qmm
nmmmmrmummhmn.Mdnmmnnmuu
muumummuwanmuhhmqmsﬂuﬁw Hence, the Hospital will
mﬂsmmdumnrsmamaummmmwmmmum

in the matter.

ﬁ“ﬂddiﬂﬁd'ﬂn“’i&wﬁ“ﬂdtﬁwmMniwuﬁdh

1) w3 i o8 7 @ e § fafee o Bl & st W w el ae wie @ o Sl 4w A o d T e el SRR
3 fretwfed Tm € waw 4wt e go T i e b O e sEmT gu s fel s iy T W few o b s
forh e & wred v w e s e @ wwey W s o e oW g § we e o § e s e s Te dhee i el
i vl e w fel v W W S

2 “wiftow wssten” @ ¥ of v See Al g 9 & 0h W wsen po O of e w N W sveuiee W S o v

% v w fown £ b “sifow ekt g ferd v w o von W b it v F 30 ¥ v gow ol o W W il fedol 90 of veeen

o vl b i W B e fesiol v et § W :

RECOMMENDED For (Tick or Rejection as applicable) ACCEPTANCE REJECTION

waf ( w fa @) ha hoa |
“du’, Dr. ;\ll_‘;. AR o va..txgg.'..\’t 1 1:5,(;,7...
st @ wta MBBS. MS, PN D(E e i e gRe, Dirocts |

’ Reg N o —r _— 1
A9 .of d ('i\ Susrt Eye § (Name, Designation & Stamp of Authorised Signatory
? {Name of De. & Regn. No. with Stamp) ot behalt of Hospitad)

TR WIER Tl WA w v s e

FOR INTERNAL USE of KOSHIKA FOUNDATION  ifts 3% ¥

SIGNATURE of TRUSTEE 2

=




