APPLICATICN FORM FOR ASSISTANCE (Healthcare) K(?Shi.ka

APPLCH b i ot foundation
T KADAL MPKHAL ”“"2’”;"" =

fenwgs w1 Ws

AT
FATHER'S/SPOUSE'S MAME : 11 UNDHE SW AR MARKHAL

L OH NV PV

K, SOUTH ZC TERGENES 4 hEST GENGRT |

PRESENT RESIDENCE ADDRESS wifay SpOsity Wa

PERMANENT RESIDENCE ADDRESS - 41 HPRitq ¥3

—p% AGWE. ——

OCCUPATION - HOME MPAKER MARFIED (M) | UNMARRIED (wivafen)
TOTAL ANNUAL INCOME e AL & A~ LCTL %t (Attsch Proof of inconve)
%4 wits = RS1H0YI72 = (ISEOF (5% & W w)
PAN No. w1t W1 W& 2 e
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable) Yes | NS
S S % om (W s 6 I R W e LT
FAMILY DETAILS witam figsom
S0, No. Name of Family Member Age (Years) Gender Relation with Appicant
¥ A s w1 % () fain ® Y W
mﬁo IEE?':KZ?* ; VLT
BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicable)
e % fod Sl sen
8P Card EWS Cartificate Ration Card Asry Othar
(Astach Card Copy) (Attach Certtficate Copy) {Artach Copy) BasisProof
wit tn % 4 ym 9 & 5w T e W % ot we
(v v @y o W (v o 9w 5w s (wm v1 W) we v T wh

“PURPOSE" for REQUESTING ASSISTANCE:

T vy et m fed W g
$e. No Medical Reports/Prescriptions Attached
1w sepeien % ol 9 nf vt g9 dee
1. TIPGRBTTS EETARACT LE
, TIRGERY ——— [ F (X S7700)
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T 7T ¥ B W w0 wpres fr = v @ faw o w2
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
TR W wq T W W e e




DOCLARATIUN by APPLICANT. snbew oo vem wy;

1) | bty confiem [t 6% dotads i Uus Form are True 5o the best of my knowiedge  Any false stalement will rendar my Application & ongoing assstanca. If any,

saule for repection/cancelation
2) | solemndy confien thal assistance. i recewed rom Koshika Founcation wit be usad only for the “purpose”. as stated in Bvs Form, for which such sssistance

was requesied by me
3} 1 heveby confamm 2t | have not & wall not i futurs, el of rembursement, in pant of in &4, from any other sourcelemployer/insursnce company, of the amount
for which s assstancn is requested

1) % dvow won § T o a2 ek ol et 90 e @ e v o o b ol S e o e s we e B A ) woos P @) w vedt )
7) St oo @ wuw o iy e i T W L mIver T R P % e en et s e d W &
1) ¥ e wen { % Fem oo £ v owdn @ of o W wiew © wen e el s fhends ol @ oy o e ol r o s F

AGREEMENT by APPLICANT (spdcs g1 %07)

1) By affiong my signature of thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation snd it's Trusiees fo
uholputishiputl-upreproduce my name, address, photo & detalls of he “purpose”, for which such assistance is requestedigranied, through any
medwen, ncluding bt not kmted to verbal, pnnt, electronic, for sobciting donatons for Kosheka Foundation andior dsseminating saformation about if's
scivies/achevemants. Such use of mry photo & dotads can be made by Koshika Foundation before or after my iroatment or fulfilment of the “purpose”
for which ssuslance » Doing requested.

2} 1 [(Apphcant) lurther sgree that any such use of my name, address, photo & details of the “purpose’”, for which such assistance & roquestodigranted,
will not automatically entiie me for recening of consring the said assistance, The decision for granting andior coninuing the assistance will st sokely
with the Trustees of Koshika Foundaton, and their decision is this rogard will be final and accoptable 1o me.

1) w0 R S e yeee w obvd W) e e, 8 (o) sed arel @) g e { o et et s vk st W fee we { T S0 T,
o, o5 ol A Peves g we d wifer 8 93 T wen” o s, 01, seaw @t agtes @ g RSl ot sefend @ fled e o s e

# yler wrd % P wfege & 3 v @ fewm St pea ¥ WA @ oW 6 e @ fa Cwiem wadea” v anh sfug b

2) & (svlew) oo 9 wes e g0 w912 o feeem W T weme Wt @ wfde § o v woos W veor ol wom e e o

" ony d safied W fede s ob wesend e

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
wios % TevW W o W P

=

AGREEMENT by HOSPITAL (r@m= o0 %)

By affing herounder, signature of cor Authorised Signalory for recomenanding this casapationt for financial assatance from Koshika Foundation. we
(Mospital) hereby afinm & accept falowing:

1) that we nesther are presently nor will in future avadd of financial assistance from another NGO or By other source. for the same patenticase, as we s
requesting to got from Keshika Foundation, 10 the extent ial such assistance is grantad by Kostaka Foundation. If the requasied assamtancs is not granled
by Koshika Foundation, in part or in AUll, then the Hospital reserves i's right to make up e shoettall from another NGO or any other scurce This
confirmation essentaly states that tho Hospdal wil not avall any dupscate assistance for Ihe same patient/case from any other NGO o any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the reatmentprocedurs advisediconducied by the Hozpital on the
patient. s Sased on the amangemant batwoen the patient & the Hospital, and s in no way influenced by Koshika Foundation. Hence, the Hospital will
':::nemsmedmnm&u':mm&sdmdmmMKWanMmmamm
vt sfegn, veand @ i @ Rl o) “wifen b @ il B Py feeftn o wd b, S vm (ree) P ea @ sy eden et by

1) o fa 9 0 whs od 3 f ofes o el wrres fel B sl s @ s s s @ ge et @ o w @ of 8 3 e o eifew R
# frefnfeds 30 € w9 “wifow b oo s ¥ s b ook Cwifre s ou ween e slfrsaea B v W few wm 2 esee
fast w= fowonl e @ el we s 8w 4w sfoen e e b oo 3 e wn o | e e e e ve et o el

i wwl wem @ el wes § 0 Sk

2. “wifre gt 6 W of seon S fifie v ot 8 Of v omee pe @ vl wer © et ot rTeusies W e O of peee

& ¢ w fewn o3 efon wotv” o el ver W i cor b peied comee F B4 ¥ pera gre obt ot wd o) w Pl 0% o visew
w i o e W e w At o 4 99 B

Date of Surgery ) ===
sknm ¥ m’f ST
(Name, on & Stamp of Authorised Signatory
[g/,g/w@ vfe on behait of Hospitat
TR W WYy T W AT e el
FOR INTERNAL USE of KOSHIKA FOUNDATION  31=fit% 3%am ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A R | T T 2

7 BT

/i

14.08.2019



