c13 o1l oty

.
APPLICATION FORM FOR ASSISTANCE (Healthcare) K(% hdza
m“mm (v ) foundation
R P T i - sl I Y M
AM T : - d
e LAXMI DEVI ey e
:?wqulwin e RAGHUVEER SINGH

S1 - preap.  Po ST OP
PERMANENT RESIDENCE ADORESS : w _ LA X+
RS ALON 0853 e VT

cecuPamon: | \[Z0U RE R

ANNUAL INCOME : FomAe (Attach Proof of income)
':}.:‘:mm 10,0C0/ (5 = W gas) NA
PAN No. 0§ Wil Wal =
ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver ks applicable): 7
@ W SN st 9w § (R w9 T W W A e w@)
FAMILY DETALS wftart fammm
Sz No. Nama of Famity Member Age (Years) Gender Relation with Applicant
w9 W o & wvel w1 W 3w (wf) fin spdvs ¥ W wEy
(T el “oimal A & /" By
(T ~J0auatl = 'y = "4 | } '})mﬁr‘t — S w2
BAGIS for REGUESTING ASSISTANCE (Tick whichaver is applicable)
woym & ford il sna
BPL Card EWS Cartificate Ration Card Any Other
(Attach Card Copy) (Astach Certificats Copy) {Attach Copy) BasisProof
wihit Ty % AN I v s = wi wam T Fvdwn srd mperebaiad
(5= 1 W) oy wih sEny wh (v wy %) v 5l g Wl (v w1 % s wit WE s
“PURPOSE” for REQUESTING ASSISTANCE:
ween ¥ fet = ferht W agtva:
8. No Mecical Reports/Prescriptions Attached
wY Wew semeatet 3@ wll o of uivke v
I BDIAGRSIS — B -TMMSC
1\~ P.P
Z SURGERY.  —RE -ST1CS Y100
ASSISTANCE BEING AVAILED for SAME “PURPOSE" froen OTHER SOURCES
A 758 % ¥ W s e fed s wi @ v e W
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥R W s Wb W ™ ot of woww v

1 YR TR




e —

DECLARATION by APPUICANT, sitew oo shwwr w1 ’ b

1)1 horoby confiern thit ot detals in this Form are rmnowwamww‘mrmmuummamamm.cw‘
Rabie for fejection/canceiiation.

2) | salgmnly confirm that assistance, ¥ received from Koshika Foundation. will be used only for the *‘purpese”, 85 stated in this Formn, for which such assistance
wirs toquesiod by me

J)Iherebycmfrmmatlnlvonotlumnw.wﬂdwnmamu.m.ummwm.dhm
for which this assistance & requesied
1) % v wow { % owm ey 3 el ol ol e 20 waed ¥ spmn we o ol b o) e fee o wee s e we € 3 38 woen e 9w vl b
2 W W v o e st i ww b e s st i el Ren wim, A w vt S s e b

1) # e war % fon wron by s w ol 8, oo ot w sfive w v e el see dafvduetn el § 1 B € o @ ol o o

AGREEMENT by APPLICANT ( soWes DU Wut)

1) By aflong my signature or thumb impression on this Form, | {Appiicant) hereby agres 8 authorise Koshika Foundation and I's Trustoss 1o
usa/pubishpul-upireproduce my name, sddress, photo & dotads of the “purpose”, for which such assistance s requestedigranied, through any
medium, inciuding but not keited to verbal, prind, electronic, for soliciting donations for Koshika Foundation andior disseminating information about s
activities/actievernents. Such use of my photo & detalls can be made by Koshika Foundation bedore or afer my treatment or futfiiment of he “purpose”
for which sssisiance is baing requested.

2) 1 (Applicant) turther agroe Mat any such use of my name, sddress, photo & detalls of the “purpose”, for which such assistancs bs requested/granied.
Wil not automatically entitle me for raceiving of contirsing the sald assistance. The decision for granting and/or coninuing the assistince will rast solely
with Ihe Trusieas of Koshika Foundation, and their decision is this regacd will be final and acceptable 1o me

) W T e S W) W e, @ (sptew) sl s o g e { o Cifem et ol Tt sl * wt afegn won £ e 4o W,
wu W b fewn e o e f, T Ceifeet vl o, weww gt actie @ gl oieied sic seeed © B it @ o ey

2 oty wet o Seg afogn € 9t yerow foee @ ¥ wl w wx § el ¥ e Cwifow st v ol e b

1) ® (e W owr ¥ e e G wn, we, i ol fewen @ e weee o bl @ it £ o see: wone W west o v v el
“w¥eow” sy wed afed w ol sl b et B

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
o ¥ yomeR W S W Py

AGREEMENT by HOSPITAL (& B0 %00

By atiuing heroundor, signature of our Authorised Signalory for recommending this case/pationt for financial assistance from Koshika Foundation, we
(Hospital) heredy affirm & accopt following

1) hat we nesthor are presantly nov will in future avall of financial assistonce from anather NGO or any other sourca, for the same patientcase, a8 we are
roguesing 1o get from Koshika Foundation, (o the uxten! that such assistance is granted by Koshika Foundation. If the requasted assistance Is not granted
by Koshvka Foundation, in patt or in full, thon the Hospital resecves I8 right i maks up the shortfall from another NGO or any other source. This
confirmation essentially stales that the Mospitsl will not avall any duplicste sssistance for the same palienticase from any other NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature, Tha choice of the Freatmentprocedurs advisediconductod by the Hospital on the
paliont, is based on e arangameant betwean the patient & the Hospital, and ls in no way Influenced by Koshika Foundation. Hence, the Hospltal will
aptume scle & complete responaibiity of the treatment & if's cutcome & safety of tha patiant, and Koshika Foundation wil have no role or responaibilty
n e matles

e g, el W a0 @ Sl W Cwifow et @ el woes 1y feafte o ol £, fal v (o) e vel o e wben st

1) o fe = whos sl 3 @ e o fels ween fed A wrerd wee w fedlt e vl @ ve SReoet 7 W w o u §, 4 N et e vt
V et e ¥ e F “wifw e po st iy e oot Csifon wertie® g soos el sfowae 7 v W few wm s
il = o woel W w et o s e WY e e T oW F we v e s s e e e Sl i el

# wrwil dew w ferl e wrer & ot Al

1 T st 8 o o seen Swe fafer vl 9 8 0 o v oo O o S W R o e W e 2 o e

¥ e W Teen ool we et o et v w e vee b et v © 00 % e e ohe and el o it fedol 9 o pveee
w) vt o sifom® o Wi wiow w fedoft w oo F S el

RECOMMENDED FOR ACCEPTENCE \
LY 'S

w3, fog vegf ,/
>

Date of Surgery . AP,(O‘PEW \ 3
R W ww W\ Singd '{:SEY

‘ ‘.U(. :'...C:'rHTHAL] 0 ,""'."0( &I'I'!.
13101] 2013 MS \OF T L asd (Name, Deslgoation 8 St of Autharised Signatory
(quggaam-nd?&m&m) | Gua0ihs - b behalf of Hospta)
T &1 W A v e e v T AW T e

FOR INTERNAL USE of KOSHIKA FOUNDATION =% %% 12

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= TEOet | a2 e 2 J

7 20N 171 S




