APPLICATION FORM FOR ASSISTANCE (Healthcare) Kos"htka
b Sy (v tww) foundation
mh' K/}l[')/.’/‘"vﬂg mnaum ?7r7/70/9 Buddirg black of e
NAME of APPLICANT . SWH WAN Awnmq—d
o~ MUNE R LAL ¢ = H

FATHERSSPOUSES MAME . T ALIAIY L A} PAS AN

fovwg W =
PRESENT RESIDENCE ADDRESS WdWH 39TRIIY VN

'IIL'E'V 717 ‘;’/’I H_EIAD, K JrpIAIOR N R TRY L

PERMANENT RESIDENCE ADORESS : ¥t Wi
—As ARovE ——

OCCUPATION VNEMPLOYED MARKIED (FReft) / UNMARRIED (sfves)
TR RS (30012 - (CLoo ey
PAN No. #a¢ a wwal .
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable
u;w:uwwiwﬁmmugnwﬂnr ':I'g
FAMILY DETALS offar fiemm
o = il e
LE

= . ——c —F o

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)

werem % et fefy sn
8P Cord EWS Cortificate Ratson Card Any Other
(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) BasisProol
widt tm ¥ AN oEE ™ e wx wd g Ty Wt e
(vam =1 ¥ ww ¥ Eer ) (wm o1 ¥ ww i o w (vm w1 W o v Wy W) R N
*PURPOSE” for REQUESTING ASSISTANCE:
weren ¥y et felt W gt
St No. Medical Reports/Prescriptions Attached
w1 sevmeveien ¥ ol ) of AR W e
q. D LT YL (R A —— i A S AT
% B IR RS CE(SIC ST 7o)

ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
I § v W e woew e S wn @ fe e W
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
o o W W =t of wegw ol




LA LAARANON by APPLICANT: MTw ¢U W w1:

:;lwwﬁmMumnmm-crmnuuamm.mmmnmmwamm.cm.
alne for rejecson'cancediation

2) | solemnty confirm that assistance. ¥ received from Koshika Foundation. will be used only for the “purpose”, as stated in this Form, for which such assistance

was requested by mo

3) | heroty confierm ihat | have not & wit pot n futurs, avid of rembursement, in part o m full, rom any other sourcalemployetiasunance company, of the amount

for whch ths assistance is requested

1) & v wom { % gu wey i Rl v ol feere 98 wwcd @ sy e o w ok w feen o T awe ve s S e e 6w et b

) & gr % wouw v Csipw s iR e b nm st tm i I i s e s wm s A ww b

3) 4 ofe won { s fam apen tg o ode 9 of £ 0 uin W wfee @ wen s fes s el weed @ 1 A e odt 3 0 e F
AGREEMENT by APPLICANT (spdte o0 %00)

1) By affing my signature or thuzmb impression oo this Fomm, | (Applcant) hareby agree & ausnonse Koshika Foundation and it's Trustees o
wse/poblaivpul up/reproduce My name, address. photo & detalls of the “purpase”, for which such assistance is roquesiodigranted, thiough any
mocham, including Bul nol mided 10 verbal, prnd, electronic, for soliciting donations for Koshika Foundation andior dssseminating information about it's
acthvibes/achievements Such wse of my photo & detals can be made by Koshika FoundaSion before oc afier my lreatment or fuifilment of the “purpose’
for which assatance & being requesied

2} | (Applicant) lurther agree that any such use of my name, address, photo & details of tho “purpase”, for which such assistance & requesiedigranted,
will nol automaticaly entitie me for receiving or continuing the said assistance. The decision lor gransng andior continuing the assistance will rest solely
with the Trustoes of Koshika Foundation. and their decision is this rogard will be final and acceplatie 1o me.

1) T8 9O W A veeet W siul ) wrs v, 4 (sotow) s wewl W) e e { o Csifee st ad waet sesind "t w oo e o0y,
wn, wia ol @ fea g v 9§, 38t el o, s gt agtes 8 @ Rl s e @ Bl fed o s e

& yafts wid ¥ Sy sfega St ym W e R pea € wrd w9 wed | S Ceifow de” s s

2) 4 (smtew) wown 8 s { et wn, we, w2 sy feve @ e wees & agtvd @ wit § g e weee w rest W e g e o
“sifrn" v e ufed w et sifay sdc worend o

APPUCANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
sicw ¥ v w v W P

AGREEMENT by HOSPITAL (rwssm g w0T)

By afuing wauwwuwmwunmummmrmn
{Hospital) hecetry affirm
a)M«mnMwnnw‘mdmmm-uwMammm.hummuuun
requestng 1o get from Koshika Foundation, 1o the extent that such assistance is granied by Koshika Foundation, if the requestad assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves It's right 10 make up the shortfall from ancther NGO or any other source. This
confirmaton essontially siates that the Hospeal will not avall any dupbcate assistance for the same pationticase from any other NGO or any other source
2) The assistance from Koshika Foundaton is only fnancial in nature. The choce of the troatmentiprocedurs advised/conducied by the Hospal on the
patient, is based oo the arangament between the patient & the Hospital, and is i no way influenced by Koshika Foundation. Hence, the Hoapital wit
'::‘mmamwumwtnmcmunmwmwnm-emmamwm
it s, veed w) ol Rt @ Cwfen et @ T e 1 fewfe W o § R o oemen) fe e @ s @ sber v

1) = 0% 3w oh 3 @ ofea o ffie apem Sl A wed e w e s s @ IR oo F @ w A o 3, 3R e e e st
® fawftnfeds ae € wiew d *wfre wem® pu wee i i b ok Cwifvn weee® ou weee fedl sfewaes 07 TR W e e A s
felt s i wewl e w fesd sen wen @ apes W afver e T b o e § e we e | e s Sl s e oo £y el

& wrerl ew @ fedll s e B 9 weweky

2. “wifist wireer” @ o of soen Sen fufie syt o & O W e oo 6 of B v et vl Sreusic W e B o s
& e w e § o Cefew et g e wew W W Tor ) B et ree F 98 © pea goe o st ot @ e Pedod 0 of resen
w ol o Ceifne” W W e w Aol W o F o i

RECOMMENDED FOR ACCEPTENCE
vl % fog weghy
Date of Surgery ;?
w9 v | : Shit ;«vv nr Banchi
- uwwsym
|4 11/90/_9 (Name of Dr. & Regn. No. with Stamp) e uu’;:'w
TR RWIFRmITLl % v v afleqe sl
FOR INTERNAL USE of KOSHIKA FOUNDATION  a=fts 7vd #7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

il ¢ |

7 B

14.08.2019



