APPLICATION FORM FOR ASSISTANCE {Healthcara) K(% hlka
wWETAW B START Wiy (Tt

foundation

wovee:  K(CSL1o/1C0r fercomonnme: (.57 12 Sty v o1 e
APPLICANT : AGE-YEARS 15-wd (=

MR AATENT RV BALA MOND AL = =

WM= KHUDIRAM KAYAL

"'4 s g

— A& ARCVE —

gECUPATION : HOUSEWIFE @M:m(m

mummm 5.2200 X12=2¢40C0f (mm'*n)’

w afle =%

PAN No, I Wi Wedl

ARE YOU AN INCOME TAX mﬁamnm vnlﬁo
w1 2y 5T % on § (0 == f T w o W P el o /T
FAMILY DETALS wftam fiemm
B No. Name of Family Member Age [Yaars) Gender Relation with
3 Www L3 w ™ (i) il ® WM
1 17 £ 4] F
3 == M Kysnﬂmb
3 N h L ‘1‘ M SN
.o . -
&1 Bl . _‘%1 TER
ol Le Mt = X = RGHIEE
BASIS for REQUESTING ASSISTANGE (TICKk Whichaver 18 applicasis)
weren % firl fel s
BPL Card EWS Cortficats Ration Card Any Other
{Attach Card Copy) |Attach Cerificate Copy) (Antach Copy) BenProo!
o8 he & 9N vem 509 309 wl yam svvhem i e
(veom v ot ww ufh s o (v ¥ %) ww o e .l (% v o) wrw W sy e abo B
“PURPOSE™ for REQUESTING ASSISTANCE:
wgen ¥y fed el W agles:
Sr. No. Medical Reports/Prescriptions Attached
5 HeR m*dddﬁn!ﬂm
. IDIBCINOs I —~CATARACZT— NE
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W IR ¥ i W W w5 w5 v R e e W7

No. NAME of OTHER SOURGE ANMOUNT of ASSISTANGE DEING AVAILED
ks 5 v - s o of s it




DECLASATION by APPLICANT. sites Do wives ¥
1) 1 hereby confiem that ail detals iIn this Form are True 1o the best of my inowledge. Ary false stateenont will render my Application & ongoing assistance. # any,
Eatin for

repecton/cancelation.
2) 1 sclomnly confirm et sssistance, If received from Koshiica Foundation, will Do used ondy for the “purpote”, as slated in this Form, for which such assistance

was racuesied by me
3) | hereby confiem fhat | have not & w. not in future, aval of reimbursement, & part o in full, from any other sourcalemployer/nsurance company, of the

for which O¥s a8SHLANCE s requested.

1) 2 sdwm won { fo gw weey @ Rt nd ke 40 weesd ¥ st o o o) 1 o A feroe g wee s o e € d 8 soon e W w wed )

2) Mool v O e R i e b o i v A NI A Am wdn, A wm e wo

3) # o wam { f fua wmom dy o wde o of & on o e s @ wen o el s shfidwsdn werd 6 3 o S § ol 3 @ e F o
AGREEMENT by APPLICANT (sits DU %01

1) By afwing my Sigrature of Bumb Impression on this Form, | (Applicant) heveby agree & authorise Koshika Foundation and 's Trusieos 0
use/publshiput-upireproduce my name, address, photo & detaids of the “purpose”. for which such assisiancs is requesiedigranted, through any
medium, incladng but not imited 10 verbal, prnt, elocironic, for solicling donalions for Koshika Foundation andior disseminating information about ir's
activilies/achievements. Such use of my pholo & delails can be made by Koshia Foundation belore or after my treatment or fuliment of the "pupose”

for which assistance s beng reguesiod

2) | (Applicant] further agree Ihat any such use of my name, address, pholo & Setals of the "purpose”, for whikh such assistance i requettodigraated,
will nt automalicaily enlitle me for receiving or conlinuing the said assistance. The decision for granting andior continuing the assistance will rest solely
with the Trustoss of Koshika Foundation, and their decison is Bus regard will be final and acceptable o me.

1)V VI VN et W st W e tewet, § (aviow) el wedl W) ge san o Ceifom witbon o o it ) g wes { % 30 o,
wu, w2 s @ fewe gu ey o wifer 4wl Ceifoe” we e, o, s ol agtie @ 90 i s Tendeed @ fivd fedt & e aem

# wefn wrd ¥ g afega bt s W fee # e ¥ o @ owe € w0 P Cwfe wdeyt v oo e

2) & (swiew) v o ¥ s e do w, wm, w82 ol fewe o B s ¥ acted W witn § gl v wees @ weot o wom el

“wifrer* vy vow sl w1 fole sfem sl e v

APPLICANT'S SIOMATURE OR LEFT THUMD IMPRESSION T
ey ¥ o ® W2 W e o fﬁ
"u.o' .t'.:. L\

AGREEMENT by HOSPITAL (wSms £U wUX)

By affaing hereunder, signature of cur Authorsed Signatory for recommending Ihis case/patient for fnancial assistance from Koshika Foundation, we

(Hospital) heredy affiem & sccept following:
1) Puat we noler are presently nor will in futire svall of financlal assistance rom anciher NGO or any cther source, for the same patient/icase, as we are

roquesting 1o get from Koshika Foundasion, to the extant that such sssstance is granied by Koshika Foundation. If the requested assistance is not granted

oot asmanohy saiea hd e aaphel vl nct e oy ONpRCAIS tEOCD o e Eo Peanions S0 B P B e o soreS
same

zgmmmmm-WWum.mmaummazmn:ﬂ::uu

patient, is basad on the amangement batwoen the patient & the Hospital, and is in no way influenced by Koshika Foundation, Hance, the Hospltal wil

m“_:tmmduwu.mamaumumwuunumum

L

wat sy, veawd w st @ ol i “wifow v @ et wmer By fredte o b £, ol e (veee) Pesr pen @ we v vien wd

1) u o v o vl oy 7 W e F efen wpwe fedd e wond wiver @ el e e @ o Ot T w A o 4 B et eifeeer wstm

¥ frodftnfedh vo ¥ weee € “wifeer wwdee” po e i A b ok it wirdey” oo enee fedt sfrveee fy v ) few o o s

N«hﬂiﬂtﬂnmiwﬂn““mi«wﬁimw-fﬁmwmuMﬂuﬂ

e woesd e @ fedll s wer @ ) skl

1 “wifrm e @ o of apen v e wglt Wt § OF wovsen o @ of e W el aveUEive W B o v

¥ e w e § ol i sty oo el ser s wi oon o o Eid s F 00 o pee wow it et ot ) Wl febol 04 of v

< il s e ¥ WY e w fedol o § ol

RECOMMENDED FOR ACCEPTENCE Shib Sankar Ban e
witght & forg warfy ) Director
Md ¥ el Ll E""W"%vh"'sf‘-weuc" o
- ;"*"'7 Dr, ﬁ%wss &Mc
Reg. N5 .-69372 (Name, Designation 8 Stamp of Authorised Signatory
l/5][13 - {Name of De. &-Rugn, No, Wi Stamg) on behalf of Hospital
e WIren iy T AW v s sfeat
FOR INTERNAL USE of KOSHIKA FOUNDATION St 398 1Y
SIGNATURE of TRUSTEE 1 SIGRATURE of TRUSTEE 2

e e |

4 TN

28.04,2018



