APPLICATION FORM FOR ASSISTANCE (Healthcare) Kc%hi_ka

APPUCATION “ ¢ ) foundation
WA WO :u: KIO"'QIOUQ M04{q Brakdny bt of Lle
Auvunq-d sex fiin

o SUNDAR) @mex\r & | °F
pmexaseossEs s G 0 BARDHAN G AYEN

TR _CHINDEA L‘I-‘Iﬂ-i..-fdm

'Lmi:u'..amn:'z.:'-'
———— X vmvg———
OCCUPATION HorFP MAKEL. MMRIED () | UNMARRIED (sftvelita)
[TOTAL ANNUAL INCOME (Azzach Proct of Income
%A wits sm NIl (o 1 .
PAN No. TaT{ Wl BeR)
"ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicatie): Yes /NG
v Ay e S om ¢ (R w9 3w v R W e el ¥/
FAMILY DETAILS itart g
Sr. No. Name of Family Maewber Age Gender Relation with Applicant
W sl % wced W wy . fan Smm
o 1S s - O
' 7 e a | D) Ny
O Pl 7l Ilk!r (vl - B
. TABULER el .o ”
o T o1 7Y “ORYEN N o dl e
BABIS for REQUESTING ASSISTANCE (Tick Ts sppbcatia)
weren € ol fef s
BPL Card Cordficate
(Attach Caré Copy) (Attach Cortiicate Copy) (hiach Corp) Any Other
i€ e ¥ 9 wen o Zeq w v wiultd sy W
(W wx W) e ul W wt (wom v W we i v s (5 51 W) wa o W Wt e
“PURPOSE" for REQUESTING ASSISTANCE:
wee ¥ fed d feeh W gt
Sz No. Madica! Reports/Proscriptions Attached
9 W s ¥ Wi 8t o oo gl dem
T I DRGNS - CPTARACT - L
- a a J Y
I SORGFPRY - TE(SICOFTOC ]
ASSISTANCE BEING AVAILED for SANE “PURPOSE” from OTHER SOURCES
ws«niﬁﬂnmﬁmﬁuiﬁnwﬂ?
Se No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
N wea WG Vi N ot = werem vl

“o



DECLARATION by APPLICANT: ssius 0 Wvw o1

1)|wﬁmm¢mnmmsmnm True 10 e bost of my knowiodge. Any false staternent will render rry Application & ongoing assistance, # ary,
habile for rejoction/cancollaton

2nmmmmm.¢mmmw.numwuuw.-mnmmummm

was requested by me.
mlwmmlmmaum‘nmnwdmnmamummmwmmdum

for which this assstance is requested.

1) ¥ sbvew won € B v wey 3 B ol e @8 el ¥ sepwt we ol wit & ot sl e o e s ww e €A 8 opse foe 9w oel

2} it g @ woes o “eifps wRtr, dd ez i, am v s e N W M e dwwa i ww h

1) 4 gfic wur { s fum wrem ¥y v wds € uf £, T o w alfe s e el o defRieods wd 3 v e § ol s @ i T i
AGREEMENT by APPLICANT (3ite DU %00

1) By affiieng my sigraare of thumb empression on this Form, | (Appicant) horeby agree & suthorise Koshika Foundation and It's Trustees 1o

use/publishVpul-upireproduce my name, address, photo & detalls of the “purpose”, for which such assistance is requesiedigranied, through any

modium, inciuding but not Bmited 1o vertal, print, electronic, for soliciting doastions for Koshila Foundation andior disserinating information about I's
activities/achiovements. Such use of my photo & detalls can be made by Koshiks Foundation befors or after my trestment or fulfiment of the “purpose”

for which assistance is beling requesied.

2) 1 (Apphicant) Rurther agroe st any such use of my name, address, pholo & detalls of the “purpose’, for which such assistance is requestedigranted,
nmmmuuwmumuwm.mmumwmnmnuw
with the Trusiees of Koshika Foundation, and their decigion is this regard will be final and acceptable to me.

1) T Yer W e v w sied o) wr wwwr, € (ovinw) vl wedl w) e v o “wifow wdtes she e it W e s (S,
wr, v ol @ Fewer o wer O o £, 39 “ e ue e, o3, weww gt wche i g wiiied s sefard @ fivd fesk o v s

1 yarfty wed ¥ S st & 3 vor W frwen  pe ¥ el W e 4wt @ e Cwifow et v o afeg

2) 4 (swtew) o w3 wew { s Sy wn, v, W ot feww @ O ween ¥ et ¥ wite § g v wee W v A S oW

“wifow” ooy awd alind wr fisle ol s wesesd wiw

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
iy @ vw W AP W P

AGREEMENT by HOSPITAL (¥&Su® DU W00

mmm.maumwbmuwuwmmwwu
(Hospital) hereby affirm & accapt fofiowing:

1) that we neither are presantly nor will in future avail of financial assistance from another NGO or any other source, for the same patienticase, 35 we are
Mupmmm,unmmmmuwnmmuuwmnmw
wmw,umahMMNthMbmﬂawNMMMWOun“mY&
confemation ossenbally states that the Hospial will not aved eny duplicale sssistance for the same pationticase from any other NGO or sy other source.
2)NMMMFMbWWhM‘MMdﬂmwwhlthm“
patient, is based on the arangement botwean the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospltal wil
assame sole & compiete responsibiity of the treatment & if's cutcome & salaty of the patient, and Koshika Foundation will have no role or responsidiity
in the matter,
wldhv_muidtiMd‘“W'iﬁnw—nMdﬂtﬂHW)m“inlﬂudt\

1) ur f 3 o wdare ade v @) vy f fufbr wwem fes & sl vea w el aee wie ) T St 7 @ o o £, & e et Cefee sett
1} fusdftn v wor % w1 *aifire St po we iy % b ok Cwifeer wirdne® po wees felh sfewen B S few e § o s
ot sex By wmd e w B s W @ ween 91w s yie o bW e F we ww e § i e ol ws e et i el
& woerd v w foR 3 wus @ G

2 *wifre wretee” o o of wos e fel vl o) § S st wemen oo @ o weor w fed T Ivwafes w oo 04 o v

* &v W fren £ oby “wifen gwrtee” o el v w o Ten o & vefled s 3 ¥ e o ok st W) il festol O o v

= vl s won” ¥ O e @ Aol w ok o i

RECOMMENDED FOR ACCEPTENCE
wirgh % fag vl A
Date of Surgery W AIOK Agrav "r'
e R % .,_,;.i *'NEY‘}FM.’(IF RAE M~ DAk Bagchi
eg. No. 34788 mp Sigoatory
oslo"i | (Name of D& Reget. Mol vt Stamp) "on um&%
°| T WITER T ™ 1R ves s s
FOR INTERNAL USE of KOSHIKA FOUNDATION  S5ifts i ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

v 2

" TAE

28.04.2018



