APPLICATION FORM FOR ASSISTANCE {Heaithcare) KO‘sthdaa
: “ ( ) foundation
e W | mal 2622 arnnonoiss 1§ o ol k1
Mﬂmf § S : AGE-YEARS S5 | sex fsn
: DHIREN pps Z 9 ~
mm
fom ez 0 TATIN DAS l?’,
PRESENT RESIDENCE ADDRESS T4 SIS O ?&
RE Iy any TUN < 4 ALRG N, Fri,
AN ECRARE, RIRTH NS TG, WENT CEaa]
PERMANENT RESIDENCE ADDRESS : 775 Spararg I
— S RS VE —
e L AMOURER MASRIED (Rafin) | UNMARRIED (Sfveiez)
TOTAL ANNUAL INCOME - = — Attach Proof of income
w9 s 59 R&:-2909¥1% =2y 590/~ o )
PAN No. W1} ¥01 4
ARE YOU AN INCOME TAX ASSESSEE {Tick whichever Is You INS
" a am s ow b (R T I W Rl s o a v/
FAMILY DETALS gftan Siprmm
St No. Name of Family Member Age [Years) Gender Relation with Applicant
Lkl ﬁ“;timﬁnm n(d) fn WATE © WY Ty
1. s N DES =~ ¥) ™~ §E
B FESEN VDHS 7>"> M g~
BASIS for REQUESTING ASSISTANCE (Tick whichever s appicabie)
wogm & P firsd s
BPL Card Corficate
(Astach Card Copy) (ug“cmucom m&"‘m m
wié T A v e == ¥ ¥ wen v Fvnen = ey
(ymw w1 9 we v E W (7m v W) o 3 dey W (o v o we v WA wh Y
*PURPOSE” for REQUESTING ASSISTANCE:
v Ty fed el W h:
Se. No. Meodical Reports Prescriptions Attached —u
i smshen ¥ o 9 of i @ dam |
1 I anoS IS — CPIARACT RE_ =
=]
2 CURGEKRY FET SIC3IFZ0o)
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
v TS W e e wre fed v v W few e e
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w5 W WS T W vt = weTw it




CACLARATION by APPLICANT TS TU RV w1:

3 ) hetety condiom that 3l dotaks in s Form are True 10 the best of my knowiedge Any false stmement will rencer miy Application 8 ongong sssstance, # sy,
e L resecson/cancaliation

7) | scfeevedy conlien that assistance. f recerved from Koshika Foundntion wil be used onty for the "purpose”, 8s staled In !s Form, for which such sssistance

WS roguesied by me

3) 1 Boretyy condiom that | have not & wil not i Adduce. avail of remEarsement. = pan or i A, from any othar sourco/ompioyer/insurance corpany. of the amaunt

for which tis sssatandce & frquesied

1) & v wen 2 B o @ el oS o T 90 e € ST S o W b ot e feem ud s s e o B o 30 sees B 9w oaedt b

1) ® oo o s ofn Cwire s, @ ok w @ b, e sl i wtve W @ ¥ ek T wdn, @ o e d wow B

1) 2 v v { % B weee 0w ode 9 of 8T oof W wfes @ e free SR s wnfieede et # 3 @ e d sl e @ ol J dm

AGREEMENT by APPLICANT (sotcs o0 %00

1) By affuung my wgnature o tumb smpression on ths Form, | (Applicant) hereby agree & suthonse Koshika Foundaton and it's Trustees o
use/pUbIEn pul Up reproduco my name, address, photo & detads of the “purpose”, for which such assstance s requesiedigranied, rough any
medium, iInclucing but not lnvled 10 verbal, prnt. eloctronic, for soliciting donations dor Kashika Foundation andioe dssemmaling indormabion about it's
activies'schiovements Such use of my photo & details can ba made by Koshika Foundation before or after my treatment or fulfiiment of the “purpose”
for which assalance m deing requested

2) 1 [Applicant) uritner agres thal ary such use of my name, address, pholo & detads of the “purpase”, for which such assstance s requestodigrasied,
will not aulornaticaly enlitie me for receiving or continung the said assistance. The deamion for granting and/cr continung the assistance wik reat saledly
with the Trustoes of Koshaa Foundation, and thesr dectsion Is this regard wil be final and accoptable 2o me.

1) R S S R rEoet @ il W) wr v, 8 (i) s vl ) g we { o Cwifw et sbr Tee el t W sfenn won e o
wn, wi ol @ e g v d e 3@ Cetiet o e, o, wenm gt aetre @ 4@ oftfefed o rodeed @ il fealt @t s

W yafiz w13 % S sfogn Ot oo feem & € WA T W § e B i sl o e sfeg

2) & (opbew) oo ooy o v € e 9 e, v, 98 sy fewm @ e oo o wotvd 8 e § ol e e W veor T o T e o

*sifre” o e wfed % fode sfen s oo ot

APPLICANT'S SIGNATURE OR LEFT THUMS WMPRESSION *
Witw & e w1 R W s

AGREEMENT by HOSPITAL (fwmm gt %07)

By affuing harwundar, mmdeﬂWthm'aWMmmrm W
(Maspital) heroby afem & accepl

1)MnmmumemmdeMmmmamywm fof the Same pahont case, o8 we are
reguesiing to gat from Kostuka Foundation, 10 the extent that such nssistance ks granted by Koshika Foundation. If the raquested assislance ia not gramed
by Koshica Foundation, n part or in full, then tha Hospital reserves it's gt 10 make up the shortfall from ancsher NGO or any other source. This
confematon essentaty stades that the Haspital wi not sval any duplcate assstance for the same patienticase from any other NGO or any cther source.
2) Tho assistance from Keshia Founcation is only financiad in nature. The choice of the freatment/procadure advisodiconducted by the Mospaal on the
patient, s Dasac on the armangement betweesn the patiant & the Hosptal, and & in no way influenced by Koshika Foundation Monce, the Hospita! wit

" assume sole & coemplolo responsiity of the reatment & &'s outcome & safety of Ihe patent, and Koshika Foundabicn wil have no role of responsbiity
in the matier

vt sfoga, pevd W o 6 e 9 st T @ A wem iy feefm W w8 D v (wemR) S g W wes o ehen et b

1) % e 30 whot a3 @ e o el wem e At wred e @ fesl S sl @ e el F R w o ot b 39 e o CeiToe s
® ffon i s & wav 4w st ” g w8 e ot e ot po weee feefe sfneaea By S 0 few o A e
ol et die w T A v @ T A W fee goive e b g o e e e ¢ e s o2y wee e Sdwes gy el

&t sralt s w Bl E e § AR dwad)

1 “wifers) wwt” @ o o) wpen S flm oy o B o woenn oo @ of wor @ fed o Tvausten W oyoe O e e

® e ow fave § ol eifew wrtm” oo el seR W W con B pulet pesee o O o geee o ade sl et o) Wl ool 44 oe oo
o gl od Cuifrn” W e w fedod mowed O ) ol

RECOMMENDED FOR ACCEPTENCE
gt & fom swgfin
Date of Surgery Nara
styom ¥ Py ?: Bagchi
l')/“/? a) 9 B0¢ Ft-"?f‘! (Name, &MMM
TRIRWRITER Ll mlwmmm-n)
FOR INTERNAL USE of KOSHIKA FOUNDATION ==t 3w i
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i v |

7 B E

L'/

14.08.2018



