APPLICATION FORM FOR ASSISTANCE (Healthcare) w '
Tormm 2 STEnA WEY (wry TawE) KO hlka
yroT foungation
e T T T e Snass
> 3 YEARS ¥g W
e loesaceel U A N7 SV, 158 = '?S‘;!— mmm'n
R Sinam
RESIDENCE ADORESS 423 55 g T ok
» 1

PRESENT
W t'S =Es A 1 7m;a'ﬁ£;s S! ‘2 !,

PLRAMANENT RESIDONGE ADORESS - #17 Saa1ies 1o

I L T

CECUPATION: Loy by 47°€f 5 (as)
TOTAL ANNUAL INCOMT . -
 wtE == Ra: 75,073/ St o e )~

{PAN No, W15 W% W

ARE VOU AN INCOWE TAX ASSESSEE (TIck whichcves s applicabie):

P 3 T (iwﬂuy_u\nh;ﬁdn _ ‘;‘{%
FAMILY DETARS wicay faam

¢, No, Name of Famiy Member Age {Years) Gender
5 () f&tn

» Relation
TR W TR 3 o] s
&) Suroan, SZ L R A

7z _‘me,gﬁ T ™ Zun
I 4.~ W B 1.7 £V 30 ¢, o e | N .1

T -

BPL Card WS Centificats Retion Card

(Attoch Cara Copy) (Artaeh Goraficate Copy) (Aach Copy) Lo bingw®
T T A e = R R INGEE I i
(5 v W oyl S W (F= we & 3= = v F0 (wen w5 = v o AT S

"PURPOSL® for REQUCSTING ASSISTANCE:
sren vy Fed o fewit w1 aen:

Se No. Mecicel ReportaPrescrptions Attached

Zq = SEREER 3 90 St o Fiees e ¥ |

Dlaﬂs; £ Codraxroot o i

e Lt Fhooo 4708

ASSISTANGE BEING AVAILED for SAME -PURPOSE" trom OTHER SOURCES
wmenw‘mmﬁrﬂaamﬁﬁnmwﬁr

s No NAME of OTHER SOURCE . RMOUNT of ASSISTANCE BUING AVAILED
il weAERTR T ™ EsE TR0 N
.—f
= -
-
alll =
el m—
e

=




DECLARATION by APPLICANT: WJ5= T ST Wa:

1) { nacety confirm that alf doteits in Py Foem gre True fo the DEat of my knowiadge, Any Talse statement will rondor my Appication & angoirg ssuslance, T any.
fsble for resactionicancellation

z}nmmwmf:mmumm.rmmmmWﬁuummuo-'ma'.nwmu Form, for which Such ssstance

wans raguesiod by ma.

3} 1 herobry confirm that | have ot & wil il in fulute, avall of reimbursement, [n part or in full, $om any ather sourcalemitopeSNBurenca company, of e

for which B9 poo'stente is requestod

1) 2 vivw T 5 momen € &R vt w femw 23wl @ 00 0N = 31 SR o S o v e v wa § d S s TS ¥ 3

2 & oo # wewe ol *Sifee STem, € o o &, Twer gy aa ades o) @ ¥ 1R Skl e, @ on oo o e o

3) ¥ iz wnn § O Yem serem §f 0w @ w €, T v o wfee @ won o Sl sre dafrase A Wl TS v i il

AGRELMENT by APPUCANT (sves om W)

1) By affudng My tignsdure of tumb Impression on this Form, | {Appkcant) hereby agree 5 suthorss Koshika Foundation and s Trustees
usoipublshiputupireproduce my name, addriss, photod & detaids of 1ho “purpase”, for which such assistanca s requasiodiqranicd, theough amy
mediun), INCUGNg but nat kmited 10 varbal, print, electronic, for soliciting donations for Koshika Foundation andior disseminating infomation sbout &'s
seimilicziachieverrents. SUch usa of my PHoto & COIIE Con Do mada by Koxhica Faundation Dofore of nfier my treatmont or fuliiment of the ‘purpose”
for which ssamstancd & bong roquesied

2) | [Applicant) further agres that any such use of my name, addreas, pholo & details of the “purpose’, for which such sssslancs it requesied/granied,
will rot aucmatically castic me for receiving or conSinuing s 5317 assistanoe. The decision for granting andior coatinuing the assistancs will res soicly
willh the Trastess of Kashika Foundalen, and their docision is this regasd will D8 final and aoceptable to me.

1) T8 YV WS T W st %) o rewy, F (amben) sevdt woy < e s v sifrn g obr wedt add! R s v X 9 o,
vy, W2 ol o fomm =m wvr o wilhw 3, od *eliea" v S, OA, srever get optre o g0 RGOS ol awriaed o ford faal o ac wivey

B yfs =% % B HeT 5 6 v o femw &t v 4 WA 9 AR § 50 3 R sive sl w s ey B

2) % (i) v W ¥ oo f T 3 9w, T, SR AR i s v S voted @ W € 09 R TR W rE W oenm @ W Y

" QO" e TR Al T i v i e v

APPLICANT'S SIGNATURE OR LEFT THUNS MPRESSION -
s * gRRi W 38 W) Fam

s --4---;_‘\

AN 3
AGREEMENT by HOSPITAL (V&= TR S7%)

Byunxmmm.dnnmdwwmmfummmWIMMWWMMFM.w
{Hozpitad) horedsy affiem & accogt following:
1)Mueno‘merarcvanmwmnﬂdﬁmcuammammx)uww'wm.famomnmmumao
requesting 1o got from Kezhiks Foundagian, 1o the extent that such aasstance s granied by Koshlks Foundasan I the requesied 3saistance & not graniod
by Koehika Fourgation, In part or in £, then the Hespital regerves IUs #aht 1o make op the shartlal rom enothir NGO or any ether seurce. This
confirmation essendially stales tat the Hospital wil not avad any duplicats assistancs for the same patienticaca from sny ather NGO or sny eliver Source.
2) Tho essistancs from Kashika Foundation i only financial in nsture. The cholce of 05 trestmant/proncdere advised/cenducted by the Hossital on the
patent, s based on Te SIMANOMAnt batween the patient & the Hospltal, and is in no way Inluenced by Keshika Foundation Hence, e HosoIE! wil
Sxsume e & compiets responsidiity of the tromment & I°s oulcomeo & saloty of the pationt, and Koztuka Founastion will have ra role or responaibaly
n ha manar

T e, e S aw & el F S weeet # R w3 frefe 31 9 €, 689 v () 5 TR ® W § e =

1) WE 15 ¥ T whe ot 3 o A foe weioE SR A Dot W w fend s Wil 2 v el F o @ o o 3, 9% e g e sl
& feadinfedy 7 < Soan 1“0 TR o wee ¥ 05 4 TR TR wrR on e (e o men Ty R el fae am 3 A e
forft 3 Ve vl s e Teald 55 s @ T ek e offown gl T 8 o of d v sm ma § R s TR e et B WA
¥ woerd s = el e @ ol ol

2. “Ffom TEET A T e S o SR 3§09 w v g 9 o e @ NS TR zvsEen Wy O O e

o v o S 2t SR seett o S vt W 9 T A0 B vt wenne 3 34 R 5w ol st wd o W 1T TR o v

o Wk sy Ve o e w fyuiald T oF 2R Wi

RECOMMENDED FOR ACCEPTENCE
o S i Wi |

Date of Surgery Xg‘, a
aetm 3 wha : s

Or. Sizgublm Moina Dr it oo Stamp of Authorised Sigastory

3 A-'Qwof.&wnwm, 1 ,.“dw

__lojuliZ RS £ ersi s v 1 7 YR sl o st
FOR INTERNAL USE of KOSHIKA FOUNDATION  SYafPsiaéniig 046
SIGNATURE of TRUSTEE 1 SIGMATURE of TRUSTEL 2
= AR | T T2

»

&y’ e

28.04.2018




