sk 1a s

APPLICATION FORM FOR ASSISTANCE (Healthcare) KOUS"I ika
e “ Y SN ( ; ) foundation
APPUCATION Mo . APPLICATION DATE © x Bisiding ol e
T W Flougl nlel ot b 27 la I e
NAME of APPLICANT - AGE-YEARS S1g-w | SEX fien
sstedall Tshusoai b -
FATHER S/SPOUSE'S NAME : a :
oz w ws f\>(u.>& r't\'\nw[
\ 1y . PRESENT RESIDENCE ADORESS Wited RIRisIn wal /)
- lg_.hlpm}‘)g,u 1 ) T X
IR — : ::clm Preop Postop
0101 ishwari
p— TN & | B\ =
OCCUPATION : I
s L iiSeiiate MARRIED (Rarfle) | UNMARRIED [sfvefits)
TOTAL ANNUAL INCOME - Y (Attach Proof of Income)
e ikl W oon i (00 W B BFT) D)
[ PAN No. 7% il Hism NQ Py
ARE YOU AN INGOME TAX ASSESSEE (Tick whichever I8 Yed ) No
WY W WO (dmtuwﬂwhnvmh t'r‘tin
FAMILY DETAILS wftmr-Sdam
57 No. u-oarumu.m Age [Years) Gender Relation with Apglicant
W W tmdwm n(m fisn wiTH ® e T
7 ASTITE = FLLM ¥ Y T N
N 2
Clhaee ”M“i xS Moiade o
‘L
BAGIS for REQUESTING AS CE (Tick whichavar is applicabie)
s W fd fofn s
BPL Cxd EWS Certficate
(Attach Card Copy) (Ach Cotifienie Sopy) (Attach Copy) Any Other
wi % 9 v W™ =99 M Wi v T TIHE e gers fioes
(wrer g1 o) v oy W S (umey wa W) v sy sen wy (vm %3 € we W T s
“PURPOSE” for REQUESTING ASSISTANCE:
wewran 4y P T e W e
$e. No. Medical ReponsPrescnptions Attached
N W sTmvder 8 ot W v ke 59 wes
: N | | 4 =
| letghﬂ = = ARMAYS
tT= TS C
: r—
- \ s
s «’Q\\I\W KT are 1ot
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ TR ¥ W = wowe fedl s v A fem e w2
&r No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
*5 e w5 W W s & nf weon ol
\
AT




DECLARAYION by APPLICANT: sn%0% 7 wiwen 41

ummmwmmmMmewumdwhm Any {nlse statement will render my Appiication & onoing assiatance, If sy,
zummmum;u.awmwrmwmuuwwum-mznmnmmummm
wils requestas by me.

3)  haredy confirm thot | have ot & will not in Rdure, sval of mimeursemant. = pant o i full, from any ather sourcelemployerfinsannce comaany, of e amool
for which tha asestance |s requasied

1) & v wom f S op oy @ el ok wdt feeee 20 wprend & sqent s o w8 ok Wi feorn ol wne wiee we e 68 ween Fres ot @ el
2) W oo W weme ofy “wifive wEtna®, ¥ W ol 8, vow Tein sl ase o o © O few b, b m e d e
y) % e wem { Fx fan wew ¥y wr s W of £, wu ofr w sfew 9w e Al sex shufedurcts el @ 30 fm # ol s @ e F

AGREEMENT by APPLICANT (S09t% 20 %U7)

1) By affsng iy signadure of Iumb impression on thes Form, | (Applicont) heredy agroe & authorse Koshika Foundation and it's Trusiees ©
use/publsiiput-uplrepccduce my nome, address, pholo & detalis of the “purposa’, for which such assstance is roguesiedigranied, vough sny
maedum, Including dut nat imited o verbal, prinl. electronic, for soiciing donstions for Koshika Foundation anditr desseminating iloemation about it's
acliviseslachievements. Such usa of my photo & delalls can be made by Koshika Foundation before or after my treatmend or fiflimaed of the “purpose”
foe which assistance is Deing requesied,

2) | (Apphicant) fuetias agree thal any such use of my name, address, photo & detais of the “purpase”, for which such agsistancs @ raguesiedigranied,
will net sulomatically entitie me for receiving of continumg the 540 assistance. The tecision for granting andior continuing the assistance will rest solely
with the Trusiees of Koshika Foundation, aad thair docieion (s this rogaed will be final and acceptable 10 me.

1) T W ST ot et W At o e e, 4 (apdow) w9 wrt W) e o o st wides obt T st o sfosr e o B %o s,
wn, 313 it forr w v o e f, i Cwen” el or, wewe (it et W it iiusd st genfed & St Pesk o s e

& gaftn wol € firg &fogr B 5w w e Bt @ WA @ e d w@ F e wifon wedet v s sl b

2) A (sitew) T wn ¥ wesw { % 0 am, W, w12 o e @ fe ween ¥ aes @ i £ e e woee e eeor o v ey

“wifve” way T sl w Paefe affir s wvowit B

APPLICANT'S SIGNATURE OR LEFY THUMBS IMPRESSION :
wbon W yerw W ¥ W e ;‘ ¢
Lt -l ; -

A

AGREEMENT by HOSPITAL (W¥m OO Win)

By afficag harsunder. signatre of our Authonsed Signatory for recommending this case/patient for inancial asustance from Koshika Focrdation, we
(Moapital) horaby a%em & accapt following:

1) that we naither are presently noe wil in futurs avall of financial Mmmmmu%wmm.mmmmuum
requesting 10 gel from Koshits Foundation, 1o the extent that such assistance is granted by Koshiks

by Koshika Foundation, in part or m full, thon the Hospital reserves it's right 1o make up the shorttat from another NGO or sny other source. Thia
confirmation essaniially states that the Mespital will net avall any duplicate assistanoe for (he same patienticase from any other NGO of ahy olher source
2) The assistance from Koshika Foundation is ondy fimancial In nature. The choice of the trestmentcrocadurs advisediconducted by the Hosgital on the
patiant, s based 0n the arrangement between the patiend & the Hospital, and I in no way influenced by Koshika Foundation. Hence, the Hospitsl will
:&mwﬁ&mWydhwln’tmlqumM.mmqumﬂhmmmampmwmy
wlmﬁm&amemm-tm“qma-ﬂm“(wm o=y @ e W s =

1) o fa 3 0 whug ot 3 o e F fifi woom fealt A Wl wRees g fast e s 8 e Do F @ A o 43S e et Ceifine stedme”
W froritafre 2o & way § *ofirs wedu” g wen By T B ofe “wifieer washn” po amen feely SSmesee f) w0l e o B A o
Falt we Bt wod i 9 Oned 31 wmee § wnes ¥4 w0 afor wie T b W P F e e | fe s fde e e o o el
8t soprl st o S st oy & 38 Awdd

2. *aifrsr wrsvR® @ @ nf weve e fefy wxit W H SR woree pre 9 of wRe m Al m avounEem W oges R O v

% dv W fioee § a3 “ifowr st g Sl wen W Wi T o el v R R pra e s st W el fengd ol e e

) ot S et o) o ot w feteh ool € e

RECOMMENDED FOR ACCEFTENCE
it @ f ww
Date of Surgary
SR W wh DR WANGCH
25] )18 RRSHAR Samp) "7 B el e e
‘ﬁ#‘&m\vﬁg : .mi:mmw ’
FORITERNAL USED! KOSHIKA FOUNDATION 3= 778 1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T it g 2

S’ AT




