APPLICATION FORM FOR ASSISTANCE (Healthcare) ngtka
*‘ . ( “) fovandation
e, Klo4ig lo1ng aane 0 19.04.08 T
o AMIYA  SAHA "’"‘é‘; ‘;;"’""
Py w T o ANIL_ SAHA
T 1T Y 7
:n-mm 3 E=
AN RpuvE —
| HEUSE GIFE
TOTAL ANNUAL INCOME -
o v NI o e )
PAN No. w3 WA
n;w:w-wi—awvdu;!m ':"
7™ Warme of Member
¥ <o % - W
T RRE,
%~ ' IE
9 1] nr:
BASIS for REGUESTING ASSTETANCE (Tick whichever s Sppicable)
e ¥ it feh aver .
B8P Card EWS Cortificate Ratien Card Other
(Astach Card Copy) {Azach Certiicate Copry)
vt | e o S
(ven w1 ) vy W ey wh (v v ¥ e 3 e wh (vum v o wow oy v wh
"PURPOSE" for REQUESTING ASSISTANCE:
woan tg 6t el . et

S Ne Medical ReportaPrescriptions Attached
3 wam smmten @ wit W) of yivicy g wen
1 IR \ —
T I CURLER Y- ml

2

ASSISTANCE BEING AVAILED for SAME "PURPOSE™ from OTHER SOURCES
W It % oy W R v el s i e v W2
e Ne. NANE of OTHER SOURCE AMOUNT of ASSISTANCE BENG AVALED
¥R WO w3 v W TR o of wpen o




DECLARATION by APPLICANT: 3ot T Wiwey wr:
nmmunmnum a0 Trum 1o the best of sy nowtedge Ay laise staterment wil render my Appication & ongoing assistance. f any
mmg:nmmnmmm‘mnummhhm{-“hufanhrnn-am
w2t reQuesied by ma
mmmunmm;ncunmuamnmanumwmmmdn

for which this sssistance  requested

1) ¥ b o o g e 4 Rt vt e 90wt ¥ ager e od T bt Beere o Wt e s o £ 8 80 s e o w wedd £
2) % pu ¥ wow o Cwifew wrer”, 4t w o, sew wvdn Tl wtee W g o et fow wie o g e € s v

niﬁw(hhquﬂvdd!_uﬁu*wwhﬂu“w‘iwth.tni*lh

AGREEMENT by APPLICANT [ ses o %o1)

1) By afiuing my signature of Bumb enpression on the Form | (Agplcant) hereby agroe & suthonse Kashia Foundation and (s Trustess 1o
mqm.mnﬁludhw.hmmmbmmuw
mmuuwnw.mmumm-wmmmmmmn
m&mmdw”l“munﬁnﬁnm*.*wmuwdhw
for whech assstance i3 beng requestod. )
nlwmwnmmmdwm“mﬁol“dhw.bﬁwm.w
nummmuwum-mmmwummmumum“
with the Trustses of Koshika Foundation, and their decinion ia this regard will be final and acceptabie 1o me

1) T T W ey w st w won, @ (aviow) wvd sedh W e v { o U siee et ot ved sl * w afegr v (% 4w,
wu, i abe w fowrn vw ey F i §, d “eifow wey s o wenw gt seter @ gl ot sir svetiend ¥ et St oy e

® sl wd ¥ ey o b 6 pwow foare @ pee € sl w on @ o By “wifon el @ el e b

2) 4 (whew) v o @ v  fe S0 v, v feen o e woes ¥ soted @ wide £ 99 v woee W weur o vem v ey €

“wife” yoy o il w Pedn o ot el o

APPLICANT'S NIGNATURE OR LEFT THUMS IMPRESSION :
ity ¥ powt w o W P

AGREEMENT by MOSPITAL (wwe DU wit)

hmmraammhmmmu”mMMMn
(Hoapital) heraby affrm & accept folicwing: :

1) that we nether ave presently nor will in future avad of fnancial assistance from another NGO or any other source, for The same patienticase, a3 we are
requestng 1o get from Koshia Foundation, 10 the extent that such assistance s grantad by Kostiha I e requestad assistance is not granted
by Moshiea Foundation, in part or in Aull, then the Hoapital reserves I's right 1o make up e shorttall from another NGO or any other source. This
confrraton essentialy stales tat the HospMal wil not avadl arry Guphcate ssustance for the same pedenticase from ey other NGO or any other sourte
2) The ssastance from Koshaa Founcation is onfy fnancial in nature The choike of the beatment/procedure sdvisediconducted by the Mospital on the
patent, is Dased 0n Dhe smangement botween the patient & the Hoapial, and is In no way Influsnced by Kostika Foundation. Mence, the Hospeal wil
assuma sole & complets responaibilty of the ireatment & I's outcome & safety of the patient, and Koshita Foundation will have no role o responaibiiny

" the matter

vt afonn, vemwd ¥ sl @ oabOR W “wifre wirtnet @ Sefee weee fg frerftn W il £, Pl v (e P e f W n e wnk
nwktidndittt-iﬁt-uh“n-“nﬁl-“iﬂund&ﬁkﬁ*w
# feedimfvds v ¥ w2 “wifowr sarste” gn wee fg O o e wirtee® o e el sfvewen f Tt few e § o s
Al e & ot wes w el s Seeee @ e 9w afen wiier tew b g e e e e | O s S0 e e el £y el

& wrwtt e w fel o W @ W e

1 “wiew et 4 o of weon e Al syl 9 b 82w v oo O of e u et Trovsiew W e O o e

% v w few | b Ceiow witer” g fed s w o e ot b pefied e F 99 ¥ pew gow obr et et Wl fedud 99 of v

w0l Cwvwt @ W e w fetoft oot € W Bl :

RECOMMENDED For (Tick o Rejection as applicable) ACCEPTANCE REJECTION
wagh ( W fm a) ha e
Date of Surgery 2 .’\'
e @ wty R‘n}/ iom Dob b
M.@‘f.lg b e L A O (Name. Deaignation & Stamp of Authortsed Signatory
(Name of Dr. & Regn. No. with Stamg) on behalf of Hospital)
b L L L 3= 1w v g sl

FOR INTERNAL USE of KOSHIXA FOUNDATION  S5ft% %3

SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2




