{ 20385

\3\,;&

K¥hika

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HWETAE ¥ SATEHAET WrEq (T e ) g
oundation
APPLICATION No. © e APPLICATION DATE - Buidrg diocw af e
ST o f[['jjdj iy s ot 26,’1 l&
NAME of APPLICANT 0 AGE-YEARS S17-4 R
FTE W
Kﬂu\n{u_ L& M
FATHER S/SPOUSE'S NAME -
s W A
Preop Postop
RESIDENCE ADDRESS - ar 358 Ravinder
— g Ohuc—
Yoo MARRIED (Wfn) | UNMARRIED (afeier)
TOTAL ANNUAL INCOME | (Attach Proof of income)
@ wfts w2 L nonl- (719 % HE Hor) NA
PAN No._vunf w wom “NA
[ARE YOU AN INCOME TAX ABSESSEE (Tich whichever 18 apphcabie)| Yed | No
w1 AN am 6o (R s R I oW W B e :1{1'\'1
FAMILY DETAILS
5¢. No, Name of Family Mambe (Years) Gander Rolation with Apphcant
R WA me?&nd ‘g;(ﬂ.‘? fitn ITATE W WY TN
i ANITYE = > = 4 R
> 7 1oy e s 4 —<oRt
I Siels = T T)M’L
BASIS for REQUESTING ASSISTANCE [Tick whichaver & apoicabie)
g % Pl Bfa wun
BPL Card EWS Certificate Ration Card Any Other
(Attach Car¢ Copy) {Attach Cantificate Copy) (Astach Copy) BaslsProof
o tan % A owEm 9 M= N W TR W INEE W i v
(Ve T ¥ wn i wEE W (st v ¥ ww wfn sy sl {wum g9 %) wew o Sea WU Iy
“PURPOSE” for REQUESTING ASSISTANCE:
wrrow ¥y 6k T Feh W ke
. No Wedical Reports/Prescriptions Attached
wE Bom ssmrvEss § ot ¥ wf ufvde 3@ dan
L \A i n
| n.ciﬁmx— K& — 1ML
T ~v—
2 o 0
2o Qtnf]u-g JARS SIC S I+ I8
=

ASSISTANCE BEING AVAILED for SANE “PURPOSE" from OTHER SOURCES

™ TR % T W oTR werew fed seu vl @ feer v @7

NAME of OTHER SOURCE

W . SN

AMOUNT of ASSISTANCE BEING AVARED

it 7t sow wi

| 1§ %

s
NENL) |




DECLARATION by APPLICANT: sdey o0 weey ww;
1)mmnﬂublanmmﬂrmnuwdmwMyhhomnwlmwmyw&umm if any,
anmm:nm-memkmMWuuwmuuw o stated in this Form, for which such assistance
was requested by me.

3] L heraby condinm that | have not & wil not in Bure, avad of meimbersament. in part o i U2, from any ohir sowrcelsmpioyerirawennce company, of the

for which this assistance is requested

1) % wem won S g wn A fed ot o Serm 30wl ¥ g e wd wl booR e fowot o wen s v e B 8 smen B @ = el
2) Wt gu ¥ e ofn “wine vrRweT 2 W w o b rew e 1 st 9 ol F it fem e, A e d W e

3) ¥ fe won § & fam e 27 W wén @ i & oufn e fow @ wen S Nl e gadrdends ol 3 3@ Sew § oo 3 ) s

AGREEMENT by APPLICANT | swtes 5 wot)

1} By affiung my sgnature or thumb Impression on this Form, | (Appicant) hereby ageee & authonse Xoshika Foundalion and i's Trusiees %0
usefpobishipat-upireproduce my name, add'ess, photo & datads of 110 “purpose”, fof which such assistance is requestadigrantod, tircugh any
medium, nciuding bul not Betod o vardal, print, electroesc, for soticiting donatons for Koshika Foundation sndlor disseminating information about If's
activties/achvevemnents. Such use of my photd & detals can 09 made by Koshika Foundation balcre or afler my brewiment oc uifilment of the “purpose”
Sor wivch assislance i beng requesied

2) | (Aaplhcan) further agree that any such use of my name, acaress, photo B dedals of the “purpose” for which such assistance is requestodigranted,
will nol actomascally entitle mu for recendng or cantiening the sold sssistance. The decision for gramting andice coninuing the assistance wil rest solely
with the Trustees of Koshika Foundaten, and their decison is this regard wil be final and acceptable o me.

1) %0 ¥ W S v W s W) e e, 4 (etew) sed wnsfh o g s o of s wrdte o e e * W siege s S0 T,
. wid by W fowr w wer O wifer b ont “elfoe” ces ), o, wenw gt gt € liiudl st Tedeed @ fird fait o s e

% vl we € By afuge b ot e w fee e F vl w ot 2 ek o Tl e wedee” @ sl o

2) A (srtew) w oW @ s {0 S SR o, Wi sl fewn W S owren o seteet o wfe £ 52 e moon w peor wf wom) o Se F

“wifrm" T 7 i = foiv fm abc woserd B

APPUCANT'S SIGNATURE OR LEFT THUME IMPRESSION - 1
wlex ¥ et ® SE W oy ‘ |
o &

AGREEMENT by HOSMTAL (vvmm pu wTT)

By affixing hereunder, signalure of our Authorsed Signatory for recommending this case/patient for finenciad newstance from Koshika Foundadion, wa
(Hospital) heroby afrm & accepl

1) that we neithes aro prosently nor will in future aved of financial assistance rom anather NGO o any othor source, for the same DabontCaso, 35 we aro
requesting 1o et lrom Koshina Foundation, 1o the extent that such assatance 18 granted by Koshika Foundation . If o requested assistance ks not granted
by Koahika Foundabon. in part or In Aill, then the Haspitil resprves €5 right 1o make up the shoetfall rom sncthor NGO or amy other source, This
confirmation essentially atates Ihat Inhe Hospiial wil not avall any duplicate assistance for The samo patienticase from aay other NGO or any other soutce.
2) The assisiance Trom Koshkia Foundaton s only knancial in nature. The chaica of the treatment'trocedure sdvised'condutted by the Mospital on the
patierd, is based on the amangenent between the padient § the Maspital, sed 1s @ no way Influenced by Koshika Foundation Hence, the Hospilal sl
assume sole & complete tesponaibiity of the tradimend & it's outcoms & safely of the patient, and ¥othika Foundation will hive né role of responsibility
in the matier

vt sfewn, veowd 9 1 @ st =) wree wrees” © fufirs weme ) fewfn ) ol Bt v (omiow) St et @ sEe o st st

17 48 o ol iy obr w o whiwe of St e Sl Bt sorsll wene @ 1 ses v 8 e St o @ A o 8, & fe et twifet sttt
# fiwfiv Pty v € v o “wifie wirdea po wig iy S bk i Wit oo e Rl afeemen 1 o o8 few som # R s
el w= & wwl S o SN w= Fa @ wowe e rven o e § o e © s v we f e s Spftn wor se deme B e
b vt e @ fesd st wey @ e

2. "wifR wERrs T of ween e fufyn st ot b W sepme ge 0w wor w AR TTAERT W gEE O O v

% ww w fove § o Cain Tt g INR geR W @ To a0 b e g W o F pee e ol st et @ ) fedod A o we
& o b i @ ol e v fedol @t 3w ol

wﬂ&“m"' DR w "”___\ C’".-l A

FYE 5T Sy P (Naie, D1 2d Signatory
29 ,3 /’J W&@Ei mﬁ‘}“"’ ;S ea,
FOR INTERNAL USE of KOSHIKA FOUNDATION mmn
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T TA | = e 2

Y P

/]




