— —
————— TS o ’
c1eloslal¢o M
3 %
APPLICATION FORM FOR ASSISTANCE (Healthcare) Kos hlka
m“ WESA Wy ( e ) foundation
e Plosie|o247 e Se) 03118 L
NAME of APPUCANT : F\xdun Lot AGE-YEARS 13-V | sex fun =
wicw W W 3C mn
rmaw:o::um; PﬂnchuRcun
PRESENT RESIDENCE ADDRESS ¥ Newry :
Lliage - VRS F £h. — ann‘?a =, :
7O YT - f\\u\g&._%xm_wm__ et of Post of.
PERMANENT ADORESS : am p‘)\')un
QN Oana 0343 ']cd
OCCUPATION LoJoo e MARRIED (P / UNMARRIED (sfrare)
TOTAL ANNUAL INCOME SO0 Proof of incoma)
W o = (e v sy P
PAN No. a1t W a1 N A
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever s sppicabiel Y.
¥ 5w WU T (% W W W e ) ﬁ'@
FAMILY DETARS wftart e
S¢. No. Name of Family Member (Years) Gender Relation with Appicant
wx W Tt & Teed & e (w0 fotn pcame g ganas
~. Ham?‘ jé = lon
3 Ramesh 28 H San .
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
ugrem % fed fyafa s
8PL Card EWS Certificate Raticn Card Any Other
(Attach Card Copy) (Attach Certificate Copy) (Atzsch Copy) Basis/Proof
sist tw % 99 v W s vl ye T wnd v o -ww
(v yy o) weer s W Wty (%5 9 %7 vew oy wEm Wl (v 5y 9 we o S Wy
“PURPOSE” for REQUESTING ASSISTANCE:
W ¥ fed w fish W agom:
St No, Meadical Reports/Prescriptions Attached
¥ wan FeemyThe # wh ¥ of ofeis g sy
i I (»"DJ%Y\(\%’;S — Bl YMIC
) Y S
"2 s ‘—:\kki_%m"'\_ — RE - N1 33181

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES

™ WO ¥ ¥ W w= wewe A w wem B faw v W

NAME of OTHER SOURCE

T e W T

AMOUNT of ASSISTANCE BEING AVAILED

ot o wewn g

Yol em




A

DECLARATION by APPLICANT: sadew g v o1
1) 1 heroby confiem that o detals in this Foem ace True 1o the best of my knowledge. Any false statoment will ronder my Applicalion & ongoing assistance, If -
kablo for repectionvcancediabion.

2)1mnwycmh'unuww.lntuvedthmMame‘ﬂhmmbn'ww'.umeFw_wmmm \\
was requesied by me \

3} 1 heveby confitm Sat | have not & will not i future, avadl of relmbursement, in part or i Kl from any ofhar soarce/employesfinsurance company, of the amount
for which the asssslance is roquested

l)ﬂi‘wm(hnmdf«n‘mﬁhﬂ*ﬁlmMimm«w}hét‘ﬂm«'cmmwmiaiﬁmnhmdnwﬂh

1) W gu W wnes uin e st @ ot w o §, e Tede s ates o ol & it few wd, o e ey F o e

1) 4 g wrn % fom woem o wds o of £, o0 ofn s e W s S fel s v fidaeaim el @ 3 fee B ook R e o o
AGREEMENT by APPLICANT (spdsw oo W)

1) By aMMxing my signatura or thumb impression on thes Foem, | (Applicant) heredy agree & authorise Koshika Foundation and @'s Trustecs 10

use/publishiput-upiresroduce my name, addreas, photo & detalls of the “purpose”, for which such assstance is requesiod'graniad, theough any

medum, indludng but not limited 10 verbal, print, electranic, for scliciling donaticas for Koshika Foundation and/or disseminating information about iI's

sctivities/achieversents. Such use of my photo & dotails can be made by Koshika Foundation before o after my treatmant or fulfiiment of the “purpose”
for which assistance & beng requesied

2) 1 (Applicant) furither agree that any such e of my name, address, photo & details of the ‘porpose”, for which such assistance 's requesiadigraniod,
will not aulomatically entille me for receiving or continuing the said assistance. The decision for granting andier continuing the assatance will rost soloty
with the Trustoes of Koshita Foundation, and ther tecmion is Bis repard will de final and accoptable to me

T e ge———— e e S R R R R i L R R R L R R L G
we. wtd s @ fovn e v e €, 3 “eifew® wes e, T, weww ot ahe @ i il s seefeed ¥ fied a9 v T
arﬂnnbtmMt.ﬁnmhmﬂmtwa!méwih:’mm'lwﬂvh
:;irm)wmﬂm(hwn.n_mwmahmtmuﬁtym;wmmmmwmi

.tﬁﬁ]-mmﬂ#‘t‘l'ﬁtﬂl*mﬂ'{v e \
APPLICANT'S SIGNATURE OR LEFT THUME OM : \
stcx & grawe w @ W P /

."/
ST Y > o’o_.o".._,‘
= oGS il
AGREEMENT by HOSPITAL (remm oo w00)
By affing hereundor, signature of our Authotised Signatory for tecommending this case/patient for fnancial assislance from Koshia Founcaton, we
(Hospital) horeby affirm & accept following .
1*:ﬂarwmrmwoscmmﬁ!nmrmldw;wmlmmNGOa any other source, for the same patienticaso, 88 we are
requasting 1o get from Koahikus Foundation, 10 the extent that such assistance |s granted by Noshika Foundation, Il the requested assaatance is not granted
by Koshika Foundation, in part or in Kl then the Hospital reserves It's fight 30 make up the shortiall from another NGO or any other source Tha
confirmation casentially states that tha Hospital will not aval any dupicate assisiance for the same patienticase from any other NGO of any othor scurce
2% The nssistance from Koshika Foundation is anly financial in nature. The choice of the treatmantiprocecure sdvised/conducied by the Hosptal on the
patient, is based on the aTangement batween the paticat & tha Hospital, and it in no way influenced by Koshika Foundation. Henge, 1he Hospilal wel

sasume sole & compiate responsibility of the troatment & il's outcomne & safoty of the patient, 8nd Koshika Foundation will Bave no 10 Or respOnS DRty
n ha matier

mm.m:nmam«:&'wvmm'ammnm-autmntm>mmau-mwt.

1y w1 % ey b v e of Sl e Tt &t sont e Al e vl @ e diveoed F W w B o 3 6 e oo Tl st
4 freftnfedy 7w & wmawy 7 *wifre st o aec by e b oft “wifen st oo soon fed wifrewen 72 = oft few e 0 s
et s Hy wrwil s w feRit see wser 4 vmee W w0 afuee T tee g g o e e e e s fpfie s wa e B el
1 wwdl siow w fesit ses e 4 ot ey
;'#mwﬁm'ﬁéﬁmmmmt\hb&vmmowmv?ﬁmumfnmwﬁrﬁnm

¥ o w2 feve £ s “sfow wEnt g el sat w wid vor T & relE v F 04 ¥ par e sl gt e o wed Reiel o o e
w1 Wil e st W e yise w faeclod W o F ol

-

RECOMMENDED FOR ACCEPTENCE /
i wigm w fog s \ :

Date of A oo 2 -
i ) angern O 3 ¢ MASSEY
WRARY S R el (Name, Desigration 8 Stamp ol AutboRiveSignatary
~1\0% (Naméigf Dr. & Regn. No; Wit Stamp) e 00 bedglf of Hospltal)
< ng,qu;?mﬁh a1 Ul W 9¢ proam afgn sl
"FOR INTERNAL USE of KOSHIKA FOUNDATION  #1fts 3w 7
SIGNATURE of TRUSTEE § SIGNATURE of TRUSTEE 2 ‘
i V| 2 |

&7 TAF |

28.04.2018




