KS2hika

LU KBDE NMADHEA:E DUTTA _(aPTRDEN [ A
[AECFLHAID . WOLAAGD JATO0I0, &)

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HWETAW By INACH WIEW (Fameay T ) i

oundation

e (12492544 arpucanouoate: 17/)2/729 (0 ST

NAME of APPUICANT - ) AGE-YEARS S17-W | sEx fun

o LTILP MonDAL 07 =

. swe: ARTINDAM  MONDAL—

PRESENT RESIDENCE ADDRESS i/t SToaie S8

PERMANENT RESIDENCE ADDRESS : ¥1¢ 3247617 T

— X FBevE —

MMIW(M

QocupATIoN: || v L€ WItE

TOTAL ANNUAL INCOME P 7 = D : (Attach Procf of Income
A wivs RS 1990 %122 228027 (mvmwm’
PAN No. ¥0f w0W Hua

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable) Yos I NT™

w5 3w on (@ o 0 IR woad W R e TR

FAMILY DETAILS winet framw

S No. Nome of Family Nember Age (Years) Gender Retation with Applicant
Lok oftan & TR % (wl) fin FlTE % v Wy
- T% i S A S
. N 1T o 2 ™ EY
BASIS for REQUESTING ASSISTANCE (Tick whichever is apphicable)
e % fod fesfn snat
BPL Cart EWS Cartificate Ration Card Any Other
(Astach Card Copy) {Attach Certificate Copy) {Antach Copy) astaProol
wird T % At v Oy e T Iaen W P 2 e
(v 1 ¥ W o Eee st (v o1 W) ws o e s (v 73 %t we ¥ W e
“PURPOSE" for REQUESTING ASSISTANCE:
weom ¥ fet e Bl W ke
8¢ No. Meodical Reporis Prescriptions Attached
w HWe swmadien ¥ w9 nf vy gl wee
1. DIAGNOY IS —— € PTARECT TE
R SUTRGE RY FECSTTS g_—_lm,}
ASSISTANCE BEING AVAILED lor SAME “PURPOSE" from OTHER SOURCES
| W T § ¥ W s e fed o v @ e v g
f NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVARLED
| = v W W g g
——




DELLARATION by APPLICANT: 5Ate 50 Wiwwg Tu:

73 1 mereoy confim that 2l detads i ihes Form ane Troe 10 the best of my knowledge. Anty fadse statesnant will render my Appication & ongong assistance, i any,
Wi Lo rejechon/canceliation ! )

2) | solemety confrm Bt assstance, if recetved from Koshika Foundation. will bo used onty for the “purpose”. as stated in this Form, for which such sssistance

was requested by me
3) | harety condiem that | have not & wil not i Ature. avad of rembursemant, in part or in full, from any ather sourcalemployerinsurance company, of the amoust
for which Yils assstarce |5 feqQuesied

13 2 vt we € e gn sy fed o W fer 28 wved @ wper e o R dooft W Seven o Wt wom wm & @ @ s B @ @ st b
2) S ov o wonn o Csfew st ARt e R b e i e P R fm v, W A so e b
1) # e s € fe fen wee g we wde 9 o £ W o W wfes @ aee frem R s feteeals el @ 1 e b sk @ e o o

AGREEMENT by APPLICANT (sstes ou %a1)

1) By affung my sgnature of Twmd impeession on thes Form, | (Applicant) hereby agree & authorse Koshika Foundation and i1's Trustees o
wsepubish/put-upireproduce my nama, address, photo & detals of the “purpose”, for which such assistance is requestedigranied, through ary
modium. nduding but not limied 10 verbal, print, electronic, for soliciting donations for Koshika Foundation andior disseminaling information about 's
acthivities/achievements Such use of my photo & details can be made by Koshika Foundation before or afier my treatment or fulfiment of the “purpose”
for which assislance is bemng requessod

21 | {(Apphcant) lurthor agree that any such use of my name, address, photo & dotals of the “purpase”, foe which such assisiance is requestodigranted,
will not automateally enbitle me for recewving o continging the sald assistance. The decision for granting and/or continuing the assistance wil rest solely
with (he Trusiees of Koshika Foundahon, and their decison is this repard will be final and acceptabie 1o me

1) W v 5 At pent w1 il o ue wemey, 8 (spiew) sl aesfe € PR e { o Ceife weft obt Ted et W e v { e T s,
w2 a0 feem gm v o e B o teifen” oo e, o0, e et actre @ 48 ofifefed st avedeed ® fird feslt W e e

8 sy s & B sfege 3 9 g W feem @ g € ool W a0 e ¥ B Cwifne et ool sfep b

2) & (uvies) w5 o0 & e o e S0 wn, Sw, 952 oi feee @ s oo @ sotrd ® afth | gR o wose € RO W eI 5 A §

“sife” wrg s afied w1 de ofim ol wersad wbm

APPLICANT'S SIGNATURE OR LEFT THUMB MPRESSION :
witE ¢ e g 0 W o -';ﬁ !

AGREEMENT by HOSPITAL |wwmem gu wot)

By affuang hecoundar, sgnatuee of cur Authorised Signatory for recommending this cassipatient for financial assistance from Koshda Foundation, we
{Mospital) horeby afiem & accept following:
1) that we noither are prasendy nor will in Rure aval of inano assistance from another NGO or any other sowrce, for (he same pabent'case, as we ane
requosting %o gel fram Koshika Founcation, 10 tha extent that such assistance is granted by Koshka Foundation. If the requesind assisiance & not granted
by Koshika Foundation. i part o in full, then the Hospital reserves if's right to make up the shortall from another NGO or any other souece This
confumation essentaty states that the Hosptal will not avail any dupiicate assistance for the same patienticase from any other NGO of any other source
2} The assistance from Kesheica Foundation is only financial in nature. The cholon of the treatmenVprocecurs adviseccanductad by e Hosplual on the
patient. i3 based on the arangemant between the pasent & the Mospdal, and is iIn no wary iInfluenced by Koshika Foundation Hance, the Hospta! wil
-mwm&wmmmamwammamummmmmsmunvonocuumm
or
vt sfega, vrewd ¥ s e o Cwifre wrdvet @ ffe wnee fy festr € ol 3, P v (vemem) e we W ws w e e 4
1) % fo 3% wins v 3 ol o Aoy sees i & sl v @ el o e @ 3w oo O @ w B o §, &0 e et Ceife st
W frfnfele 1o ¥ eney 9 “wifne ssdm” po we i e b ok Ceifrn et o wnee fedl sfesen B e 9 few oo § o s
Rl s & sl den w el e WA @ oo o afer g e b e 9 e e o € fe e i s Te doowd gy e
& wrah w9 fed w5 oww W dmady

2 “wifrs st @ @ ol weem v fde et o & 9% 5t o po @ of wer @ e v TvosEn W e O W T
& @ W fev B bt Csifon et oo el sen el con o §) pefied weee o 0 # weow gow ol st 0 el fadoR oF o peens
o ok e Cwie” @ O e w faiol ool o B

RECOMMENDED FOR ACCEPTENCE
v % ferg wegh -
Date of Surgery TN |
I o -
1712 /2019 G (Name, Desgnaion 8t f Aorsed Str
L1 WU AR WO et
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ #11ffs 798 1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2 —

it v |

14.08.2019



