———

[TH
Koshika
foundation

Busiding black of Sle

APPLICATION FORM FOR ASSISTANCE (Heatthcare)
weTadl B AL WEW (v Xare)
S~ K/m“;/'zsss N = !7/)7/20)
spmemcur: HEBRPNY  MISTRE [ ;‘"‘ e

fevwga w1

g~
FATHER'S/SPOUSE'S MAME -

FMAY

MTSTRT

T he

NL' ¥l [‘I C

PERMANENT RESIDENCE ADDRESS : vt syl w2

— o I LR

occuPaTION: Hlau S & \JIFE MARED () | UNMARRIED (sfvufe)
& aesskia ~34oool o
PAN No. ¥t Wil W5 e
YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable Yes | No
wmmumi(imﬂuwuﬂnmwﬁu v/
FAMILY DETARS wfren fymw
r. No. Name of Family Member Age (Years) Gender Relation with Agplicant
W 5 ® w ™ 7 (wl) g ® WY Ty
¥ Uy a8 S
2., (NOIRLNDE TMESY S 2. ™0 TUSISANT)
W CHANDIAN MO STRE 1 04 ™ S a1
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
weren % i Py 3w
BPL Card ertificate Retion
(Attach Card Copy) (Amg“c:uhncm) m&:‘,;,, Any Other
nid tm ® €2 gum s sog v Yo W TOen ¥12 apire
(vm w1 ¥ wa 5y e W (wam ot ¥ v g s el (e va ®) wrm w S W e
“PURPOSE" for REQUESTING ASSISTANCE:
soem ¢ et R fell w et
Sr. No Medical Reports/Prescriptions Attached
5 Hw sevmveiR 8 W W) o sl gl W
7} R TGN LS — C PTRARRCT =N
5T SURGEEY [E T CTEST T3C)
=
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ froen OTHER SOURCES
v I5ETe € g o = e fead R e @t T W)
Se. Mo, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILLD
3 e N v W W & v weem ot
-§
N




DECLARATION by APPLICANY. SW0% 570 WV T:
14§ heredy coofirmn 211 a8 detads in this Form are True 10 the best of my knowiedge. Any false statement will render my Appiication & ongong assistanco,  any,

atse kx repecnon/cancoiation
2) 1 solemedy contem t assistance if recetved froen Koshika Foundation, will be used only for the "purdoss”. as stated in this Foem, for which such assistarce
was requesied by me
3) 1 naretyy corfiom Mal | have nol & will not i e sviad of reimbursemant, in pan o n ull, ffom any other sourcemplaoyedinsurance company, of the amount
for which #vs assstunce s regquesied .L
() % dwm won { B o w2 fod ol feere 30 wae? € wgEn ww od w0 & SR o ferw of w3 e T wn € o 4 aoee e @ o el d

1) St v W W ofn Cefee s @ w0, see avdy 1 atre o o o Tk fem wmdn, o gu e 4 wo e

3) # e woe { % i soew 0y ode o of 8 7e oin W sfe @ wen o fak s pefrdesdn wird @ 3 @ fea @ okoa @ e o fm
AGREEMENT by APPLICANT (spies o %0t)

1) By alfuong my sgnature o thumb mpression o this Form, | (Applcant) heraby agree & sulhorise Koshica Foundation and s Trusiees o

use/publsnput-upreprocuce my name, dddress. pholo & detads of the “purpase”, for which such assistance i requestedigranted, through any

medum, including but sot imited 10 verbal, print. electronic, for soliciing dorations for Koshika Foundation andor disseminating informaton about &'s

activtes/achievemanis. Such use of my pholo & delails can be made by Koshia Foundation bafore or after my treatment or fufiment of the “purpose”

for wivch assasiance is being requesied.

2) | (Applicant) lurthet agree that any such use of my name, address, pholo & details of the “purpase’, for which such assistance 1 requesiedigranted,

will not aulomahically entitie me for receiving or continuing the said assistance. The decision for granting andicr continuing the assstance wil rest solely

with the Trustees of Koshia Foundation, and thair decision is this rogard will be final and acceptable to me-

1) ¥R Wy ut et yemer w shuk ot ey wemer, 4 (soiow) sl wenfh @ gfe e f on “wifoe wrtvR sh e st oW sfeg v o e S0

wu, W o @ S g e 4 @ B R e e e, o9, weww gt agtee @ 30 oOfefodl s gomfend & Sl fd o se e

o yafer w13 & By afuge § ¥ T W foem @ pee € S @ e @ wE f g e sl o s sfeg

2) & (o) = or # urgy € fw de e ws, 982 oy feun o f wpee @ ot W i § R e wooe W veor W T o e

“sifpn” goy e wafnd w fede sfen ode vl e

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION ©
wits ¥ ceon w0 W Ave

AGREEMENT by HOSPITAL (vismm oo *71)

By affixing hereunder, sgnaturd of cur Authorised Signatory for recommendng (s casa‘patient for financad assistance from Koshika Foundabon, we
(Hospital) hareby a%em & accept following:

1) that wo noither are prosantly nor will in future avad of financial assistance from anothor NGO of aty olher source, for the Same patantcase. &5 we e
requesting % get from Koshika Foundation, 1o the extont thal such assistance is grantad by Koshika If the requesied asssiance (s not granted
by Koshika Foundation, in part or in full, then the Hospital resarves i1's gt 10 make up the shortfall rom another NGO of any other source This
confirmation essentially states thal the Mospital will not avail any duplcate assistance for the same patienticase from any other NGO of any other source
2) The assstance from Koshika Foundation is only financial in natute. The choice of the treatmentiprocedure advisediconducied by the Hospital on the
patient. is based on the arrangement between the patient & the Hospial, and = in no way influenced by Koshika Foundation. Henca, the Hospital will
assume scie & complete responsibilty of the treatment & i's culcome & safely of the patient, and Koshika Foundaticn will have no role or responsibility

in tha matier

vt sfoge, wrowd &) s @ W d W e wrateet @ fei e vy et W wh B Pl e (remmm) P e @ uee o sden e b

1) w3 A wha ot 3 0 wfew 9 e open At A sond sieet @ el ars vle @ g dRwed S @ m o b 82 e e e st
# feafn S vm & s " oifien wirv” pu wee o e b ot Ceifoe wetet oo wnge el afeores By v W fee e b s
ford s bowad wee @ fod 5= A A e 4w sfeer g e o g o we e e | i e e we e O e i e
& werd) e w TR 5= @ @ W dme

1 “wifrn s @ = v wnes Svn e ol W) 6 of w peen po @ of weer w fed w8 reusien W e O o gee

% @w w faws § ol s s oo Rl wen W e vew ot b petied cosae o O o peow wgoer b st wd W) el fesioR 02w e
© 9 o Cwfvet @ W ee w feioh oot F W od

RECOMMENDED FOR ACCEPTENCE
rﬂvﬁ % fom wefy —
Date of Surgery HpgRaay e =S .
e e De. b8 92;4_,39 oo
ROQ 0 & Racsqueh Conle 00 & Stamp of Autharised
T2/2219 | momrscimie i b Rt s
TRiEmIrmm Ll | IR R e e
FOR INTERNAL USE of KOSHIKA FOUNDATION  s¥=ffs il #1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

25 v |

7 e

- /4

14.08.2019



