K2hika

=l

N T H OV [(PPROANE S Ty3177, W E

APPLICATICN FORM FOR ASSISTANCE (Hoanh.can)

i “ : ( ) foundation
arrucamonte: 11219 | 262 Apueaonoare: (12200 B

2 3 o O - -t
MR BIREN OUPTHP “"‘:;‘?"‘ ‘;"’”’
- . 2
;‘:,,q,."""“’““‘.,,, SN TnaNENORA  Cal/PTA

PRESENT RESIDENCE ADORESS oAsrt Sty yal
Erey Yov TN

" INCa L

PERMANENT RESIDENCE ADDRESS : 2ot STy W

—r S POV E

it UNEMPLOYEY) MARSBED (W) | UNMARRIED (sftafies)
TOTAL ANNUAL INCOME . P Proot

e o 1500 R = ISE DY o w1 o W)

PAN No. Tl W W%

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable). Yo | Ko

T T AU R OE T (W SR N I W R % P e R

FANILY DETAILS wfiurt famre

S No. Name of Family Member Age (Years) Gonder Relation weth Applicant
Y T v & & 73 (W) fam WS ® WY aEy

- STREN U TH 11 " SE b

2 ARl (SUVTE D S TN

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
woem % fud fef s
BPL Caret EWS Certificate Ration Card

(Attach Card Copy) (Aitach Cevtificate Copy) {Atzach Copy) .“"l”"',,
i b % At T W S W T S Ty e ol
(= v2 ¥ wu o e W (wsrr 31 W) W ¥ ey w (yam v w o s W Wl

*PURPOSE" for REQUESTING ASSISTANCE:

s ¥7 fed R feeh W oo
Se No. Medical Altached
T W5 srasien § ol ¥ of shea gE e
1. UTPBONOSE S ——— CATARRC T hk
7. SURGEEY ———KEC SIS 7 T )
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
W e %ty W v v e s e @ o e
5 No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
TR N wA # nf werwy W




DY TLARKJON by APPLICANT, aite DU @weg w;

'-lwcoywwmwdceuhmmﬁamnYmnnmuwm.mwwwmmmam&mm.nm,
et for tepechoncancolation
2) 1 solemnly confiem that assistance, f mecesved from Koshia Foundation, will be used only for the “purpose”, as stated in this Form, for which such assestance

wiis requesiod by me
3)  paenby confirm Mt | have not 8 will not in future. avai of reimbursament. in st or = full. from any other sourcaismpicyerinsurance compaey, of the amouer
for which s pesstance s recuasied

1) 4 bow wor £ e o WET A 8 7R W fern 88 e o spme v w0 WA b ot 9 fewor o wer s o b 68 wesy e o w el R

2) # oo @ wraw v et wrteet, & ot w oft B, e o 3 st W i € et e i, A ey A va e b

))iwm(kmmqwﬂ!ddi.uﬁwm!mhhﬁmm'ﬂtiﬁﬁﬂi*!ﬁ*‘iﬂll
AGREEMENT by APPLICANT (soiee o wat)

1) By affiong my signature of ihumb impression on this Form, | (Applicant) hersty agree & authonse Koshika Foundabon and t's Trusdees to
USepUblsANUT-UEN CErOBUCE ey Name, address, photo & details of the “purpose”, for which such assistance s requesiodigranied, through any
meckum, including ut not limied 10 verbal, peint. edoctronic, for soliciing donations for Kashika Foundation and/or disserminaling information about it's
activeesachiovoments Such use of my photo & detaiis can be made by Koshika Foundation before of after my treatment or fullilment of ihe “purpose”
for which assatance & deing requesied

2) | (Apphcant) further agree tha! any such use of my name, Adcress, photo B detads of 1he “purpose’, for which such assistance is reguesiodigranioc,
will not automabicaily entithe me for recening o continung the said assistance. The decision for granting and'or contineing the assistance will rest soiely
with the Trustees of Koshia Foundation. and thes decision is this regard will be final and acceptable 1o me.

1) T ST W AV e W a3 o o w8 (avbee) s wesfs x) YR e { o e et ol e ed © W afoga wen e S0 o,
wr, WA abi @ feem e o wifer 2, 39 eifewt Teg S, o, Tenw qut agtrg 2 o il ol Tvefed Bl (R 6 TR e

# waftn et € Sy aduge &) Tt s W S A v ¥ WA @ we € e @ St wifn ke 1 s b

2) & (otze) ou or 4 sem { 1% 20w s, ol ol feern @ S we ¥ wcond W ol § 92 v aoes W TR T8 wom v e |

“wifpm" v v ofgd w1 fnfe sfm s el o

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
soice ¥ vt © #gd W fan

AGREEMENT by HOSPITAL (reemm g0 %10)

By affiing heroundor. signature of cur Authorssad Signatory for recommendng (s casaipatient for financal asssstance from Koshika Foondaton, we
(Hospital) herety alfem & sccept folowing.

1) that wo nodhar are presendly nor will in Nure avas of financial assistance from anothar NGO of any other source, for the same patient'case, as we are
roquesting %0 gel from Koshda Foundation, 10 the extent thal such assistance is grantod by Kashika Foundation. if the requested assistance is not grarted
by Koshika Foundation, in part o in full, then the Hospital reserves it's nght 10 make up tha shortfall from anceher NGO or any other source. This
confirmation essenlia®y siates thal Ina Hospital wif not avall any duphcate assistance for the sama patienticase from any other NGO or any othor saurce,
2) The assistance from Koshia Foundation is only financal in nature. The choice of the treatment/pracodura advisad/conducted by the Hotpital oo the
patient s hased on [he arrengement between ths patient & the Hospital, and & in no waty influenced by Koshika Foundation Hence, the Hospta! wit

" assume sole & complete responaibiity of the treatment & U's outcome & safety of the patient. anc Koshika Foundabion will have no role of fresgansdaly

i the mattes

vt iRy, wvh W s 8 ot W e ot @ N wewe v fewtn W e £ e em (weem) e v @ e @ eben st b

1) o f 7 @ whey sb v @ v F s o Sl R el oo w el e e @ T dRE o F w A o b 3 e et taife wednet
W fewfon P vw 4 v 4 Cfioe worstet gu wee fy e SR Ceifne syt oo anee el sfewoes B s W e o F 8 seene
ol w2 & el e w Tl S T § e W W e i s b om e ¥ we e o e s ol so o ade iy et

* e wew w el ww wE W ) dmed)

L Tefrs et 4 W of s B fiw ol W) B o woewen oo 9 nf wax @ e W TvauiEe W P @ o e
% dv w1 fres ¢ ol Cwitom st oo Sl ven w6 e A ot e o ol € g e ol wE w9 W Tesod o o e
= @ o “eifon” & 9 gt m fauicd W oot F 99 B0

RECOMMENDED FOR ACCEPTENCE
wipht & ferg s
Date of Sargery : Wit Banhar Baseki
[ § Mo hae Sy
) < ] l" . |3 ._,:'l,. 'l I‘w“
l‘)/f?/’lal‘) Muo&&muwm ; on behalf of Hospital)
TR IR YT 1w pa gy et
FOR INTERNAL USE of KOSHIKA FOUNDATION  5=it® 7wl #7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i v | 3l )

7 BAE

> /A

14.08.201%



